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PYURIA. 

Howard  A.  Kelly,  M.D. 

BALTIMORE,    MD. 


Life  is  a  precarious  possession  at  the  best,  burn- 
ing brightly  like  a  candle  and  cheering  the  home 
to-dair  to-night  a  fitful  gust  blows  out  of  the  east, 
aiiu  to-morrow  nothing  remains  but  the  charred 
wick  and  a  little  group  of  mourners. 

\Yhen  we  meet  a  hale,  clear-headed  nonagenarian, 
we  realize  that  life's  goal  ought  to  lie  farther  from 
the  starting  point  than  most  of  us  find  it  in  actual 
experience ;  what  with  murderous  machinery  and 
railroads  and  automobiles  on  the  one  hand,  and  in- 
sidious disease  borne  in  upon  us  by  microscopic 
dust  on  the  other,  the  race  is  often  only  well  on 
when  the  aspirant  is  called  upon  to  abandon  all  his 
hope  of  laurels  and  to  fall  by  the  wayside. 

A  drop  of  urine  is  a  simple  thing,  poured  out  as 
it  is  in  pints  every  day,  by  each  individual,  and  yet 
in  a  single  drop  may  be  writ  the  life  history  of  the 
individual  which  can  be  readily  interpreted  by  the 
skillful  physician. 

I  want  to  speak  here  of  the  significance  of  that 
drop  of  urine  when  it  contains  pus.  The  presence 
of  pus  in  urine  means  the  presence  of\  microorgan- 
isms in  some  part  of  the  urinary  tract,  and  if  pus 
and  microorganisms  are  present,  three  things  may 
be  alleged : 

(1)  That  there  is  a  definite  disease  to  be  treated. 

(2)  That  the  disease  if  left  alone  will  probably 
progress,  and  in  many  instances  will  cause  the  death 
of  the  patient. 

(3)  That  the  disease  when  found  is  almost  al- 
ways cv  "ible  by  proper  treatment. 

It  L  ny  desire  to  address  the  following  lines 
^,  chiefly  to  the  general  practitioner,  for  it  is  he  who 
is  the  first  to  see  these  cases.  Let  me  declare  at  the 
outset  that  the  group  of  pus  cases  (pyurias)  is  by  no 
means  a  small  one,  for  every  practitioner,  from  time 
to  time,  sees  cases  which  many  neglect  unless  they 
.,.  have  devoted  some  particular  attention  to  the  sub- 
ject. Cases  often  drift  along  for  months  or  even 
for  years  without  having  anything  special  done  for 
them  unless  they  complain  so  bitterly  that  the  doctor 
in  charge  finds  nimself  forced  to  seek  some  other 
special  advice.  It  is  still  a  common  practice  to 
handle  such  cases  by  simply  washing  out  the  blad- 


der. This  procedure  is  of  value  now  and  then  in  a 
single  case,  but  is  as  useless  in  the  majority  of 
cases  as  it  would  be  to  pour  a  stream  of  clear 
water  over  the  mouth  of  a  sewer  and  expect  in  that 
way  to  purify  the  sewer  itself  and  all  its  tributary 
connections. 

A  little  attention  to  the  simple  facts  which  I 
shall  furnish  in  the  following  brief  paper  will,  I  feel 
sure,  enable  many  of  the  general  practitioners  to  do 
better  work  in  this  neglected  field. 

There  are  two  aspects  of  the  case  which  interest 
the  physician:  First,  what  is  the  exact  diagnosis? 
and  second,  what  is  the  cure? 

The  patient  always  thinks  that  the  treatment  is 
the  most  important  part,  while  the  skilled  physician 
knows  that  if  he  can  make  a  clear  and  accurate 
diagnosis,  the  treatment  often  follows  logically  and 
may  be  a  comparatively  simple  matter. 

The  diagnosis  of  pyuria  is  made  when  pus  is 
found  in  the  urine  and  yet  right  here  mark  well 
the  fact  that  in  women  leucorrheal  discharges  are 
often  mixed  with  normal  urine  so  that  if  a  voided 
specimen  is  examined  an  erroneous  diagnosis 
sure  to  be  made.  I  have  seen  some  of  our  ablest 
medical  men  make  this  mistake.  The  specimen  of 
urine  in  a  woman  must  be  taken  by  a  catheter,  after 
cleansing  the  mouth  of  the  urethra.  In  drawing  off 
the  urine  of  a  patient  with  pyuria  who  has  been 
lying  on  her  back,  that  which  comes  first  may  be 
quite  clear,  as  the  pus,  when  present,  often  settles 
to  the  base  of  the  bladder,  so  that  the  physician  in 
securing  the  specimen  is  surprised  to  see  clear, 
normal  looking  urine  at  first,  and  then  opaque, 
white,  purulent  urine.  Let  me  caution  the  prac- 
titioner not  to  draw  any  inference  from  the  naked 
eye  appearance  of  urine  which  has  been  standing,  as 
especially  in  cold  weather  it  often  becomes  turbid 
from  the  precipitation  of  phosphates  and  urates 
which  look  like  pus.  The  addition  of  a  few  little 
blood  clots  to  the  purulent  urine  is  most  significant, 
showing  as  a  rule  either  a  definite  lesion  in  the 
bladder,  such  as  an  ulceration,  or  an  extreme  form 
of  cystitis  or  a  papilloma,  or  perchance  a  stone  or 
tuberculosis  of  the  kidney. 

If  the  physician  is  not  himself  accustomed  to 
examine  urine  and  has  not  the  necessary  laboratory 
facilities,  the  addition  of  5  grains  of  chloral  to  5 
ounces  will  preserve  it  satisfactorily  for  expressing 
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to  a  competent  examiner  at  a  distance. 
men  ought  '  mpanied  bj   some  account  of 

the  clinical  condition  of  the  patient. 
There   are    a    leu    general    considerations    con- 
with  pyuria  which  are  of  great  value  an 
wortli    storing   up   in    the   memory.     1    paragraph 
them.     Foi  i 

e  patient   passes   ui  me  o  mt  tinin 
and    the    urine    remains    acid    ( acid    pyuria  i    the 
is   generall)    either   a    tuberculosis   of    the 
ki  Iney  or  a  colon  bacillus  infection  of  the  kidney 
or  both. 


:  — Diagramatic      sketch      sho.%  ious     commoner 

sources  of  pyuria  in  the  four  parts  of  the  urinary  tract — urethra. 
bladder,  ureters  and  kidneys.  No.  i — Urethral  abscess  of  Skene's 
gland  at  the  external  orifice,  a  suburethral  abscess  half  way  up 
the  urethra.  Xo.  2 — Bladder:  inflammation,  ulcer,  stone,  papilloma, 
pelvic   al  Ureters:    stricture,    stone,    tuberculosis.      No. 

a — Kidney:  stone  in  pelvis,  infected  hydronephrosis,  cortical  dis- 
ease,   e.   g.,   tuberculosis. 

Where  pus  is  found  in  the  urine  but  a  careful 
search  reveals  no  organisms,  this  usually  signifies 
tuberculosis  of  the  kidney. 

When  the  patient  has  fever  associated  with  the 
pyuria,  the  source  of  the  pyuria  is  as  a  rule  an  in- 
fection of  the  kidney. 

A  vesical  pyuria  shows  with  the  nitric  acid  test  a 
very  small  albumin  ring  while  a  well  defined  ring 
almost  always  means  a  renal  affection. 

A  most  important  caution  is  this,  always  to  bear 
in  mind  that  no  matter  how  much  a  patient  may 
complain  of  her  bladder  and  no  matter  how  strongly 
you  may  be  tempted  to  consider  the  case  as  one  of 
cystitis  pure  and  simple,  the  serious  lesion,  the 
source  of  all  the  trouble  may  lie  in  one  of  the 
kidneys.  For  example,  tuberculous  nephritis  may 
run  a  course  of  several  years,  give  rise  to  no  symp- 
toms at  all  in  the  region  of  the  kidney,  but  cause 


in-  complaints  ol  cystitis,  which  completely 
in. 1  k  the  real     :<  of  the  affection,     /  »<•.-■<■>•  undei 
take  the  cure  o)  cystitis  without  fust  looking  into 
tlu-  conditions  of  both  kidneys  to  see  if  the  di  ■ 
does  nut  originate  there. 

When   there  i-   much  pus   in   the  mine,  that   is   to 
say,   when   a   heavj    rleposil    falls  on   allowing  the 
urine  !■>  stand  fi >v  an  In iui  .  then  the  di  ea  e  re  iide 
the  kidney. 

If  there  is  much   pus   without   much   pain   anj 
where,  this  is  almost  sure  to  come  from  the  kidney. 

When   the   mine   1-   practicall)    clear  one   da)    an. I 


Fig.  2. — Trie  simple  instruments  needed  for  an  exploration  of 
the  Mad. Itr  and  kidney.  N'.,.  5— Head  mirror.  Xo.  4— Conical 
dilator     :  ind     dilating    the    external    urethral     orifice. 

No.     i—  B  mi       No.     1  —  Suction    apparatus    for    empty- 

ing   the     bladder     of     all     urine.        No.     2—  Searcher     for     testing     the 
ureteral   orifices       No.    6     Ureteral   catheters  to  be  passed   up  to   the 
the  kid: 

then  contains  a  lot  of  pus,  this  is  always  due  to  an 
infection  of  the  kidney.  In  rare  instances  a  pelvic 
-  will  discharge  considerable  amounts  of  pus 
through  the  bladder,  but  these  are  rare  indeed,  and 
here  the  differential  diagnosis  is  readily  made  by 
feeling  a  mass  in  the  pelvis.  The  picture  is  typical 
of  a  renal  pyuria,  when  there  is  pain  in  one  side 
with  fever,  with  clear  urine  being  passed;  while  on 
the  other  hand  the  patient  is  relieved  of  her  dis- 
tressing symptoms  and  has  no  fever  and  no  pain 
when  the  pus  is  found  abundant  in  the  urine. 

When  the  pyuria  has  its  origin  in  the  bladder, 
the  clinical  picture  is  simply  one  of  some  blood  and 
mucus,  and  much  pain  on  urination.  We  do  not 
get  mucus  from  a  renal  pyuria. 

I  would  like  now  to  consider  seriatim  the  most 
important  of  the  various  sources  of  pus,  in  order 
that  by  holding  them  clearly  in  mind  we  may  be 
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able  to  trace  any  given  case  to  its  fountain  head. 
Let  us  look  upon  our  quest  as  a  sort  of  engi- 
neering problem.  We  find  a  stream  polluted  at  its 
mouth  and  the  questions  for  solution  are  at  what 
point  does  the  pollution  enter  the  stream,  what  is 
the  source  of  the  pollution,  and  how  shall  we  purify 
it? 

It  is  perfectly  evident  that  the  sensible  plan  is 
to  proceed  up  the  stream  from  its  mouth,  carefully 
taking  samples  of  water  as  one  goes  up.  If  the 
stream   divides   into   two.   as   the   stream   of   urine 


Fig.  3. — The  speculum  introduced;  patient  in  knee-breast  posi- 
tion. Examiner  can  now  inspect  every  part  of  *hc  interior  of  the 
bladder    by    reflecting   the    light    down    through    t\e    speculum. 

divides  in  the  bladder  where  the  two  ureters  come 
in.  then  the  next  step  is  to  take  a  sample  from  each 
of  these  streams  in  order  to  discover  which  one 
carries  the  contamination  and  then  to  follow  the 
contaminated  stream  on  up  to  the  point  of  con- 
tamination. We  must  not  neglect  to  take  at  the 
same  time  enough  water  from  the  clear  stream  to 
make  sure  that  it  also  carries  no  pollution. 

We  now  begin  an  orderlv  examination  of  the 
urinary  tract,  tracing  the  infection  up  to  its  source 
in  a  natural  direction  from  below  upwards.  We 
have  thus  to  investigate  these  four  separate  tracts: 
The  urethral,  the  vesical,  the  right  and  left  ureteral 
and  the  kidneys.  In  order  to  make  an  investigation 
of  this  kind,  several  simple  instrument-  are  needed, 
as  it  is  necessary  to  examine  the  interior  of  the 
bladder  by  sight,  and  to  lay  bare  the  ureteral  ori- 
fices to  direct  vision,  and  then  to  examine  the  uri- 
nary tract  above  these  orifices  by  means  of  long, 
slender  catheters.  To  do  this,  we  need,  for  women, 
a  common  head-mirror,  conical,  urethral  dilator,  a  ■ 


cystoscope  10  111111.  in  diameter  with  a  stout  handle, 
a  suction  apparatus  to  empty  the  bladder,  and  two 
ureteral  catheters.  The  ordinary  electric  drop  light, 
16  C.  P.,  held  over  the  symphysis,  serves  very  well 
as  a  source  of  illumination  for  reflecting  the  light 
into  the  bladder. 

If  the  source  of  the  pus  lies  in  the  urethra,  which 
is  often  the  case,  it  may  be  lodged  in  the  little 
Skene's  glands  which  discharge  on  either  side  al- 
most at  the  extreme  outer  end  of  the  urethra.  By 
squeezing    the    urethra    against    the    symphysis,    a 


her  to   discover  the  ureteral   orifice,   or   a 

little  drop  of  pus  exudes  slowly  to  the  orifice.  (See 
sketch  of  diseases,  Fig.  1.) 

Sometimes  there  is  an  urethral  abscess  as  big  as 
a  hazel-nut  over  the  middle  or  upper  part  of  the 
urethra,  which  opens  by  a  slit  into  the  posterior 
wall.  This  can  be  emptied  by  pressing  upon  it 
through  the  vagina. 

These,  the  only  sources  of  infection  in  the  urethra, 
can  thus  be  detected  by  the  finger  alone.  A  pelvic 
abscess  can  also  be  felt  and  suspected  to  be  the 
source  of  the  pyuria.  Again,  a  kidney  full  of  pus 
can  be  felt  in  the  loin  and  squeezed  and  in  this  way 
considerable  pus  can  be  forced  down  into  the  blad- 
der and  drawn  off,  thus  demonstrating  a  renal 
pyuria.  However,  these  occasional  cases  in  which 
the  source  of  the  trouble  can  be  so  readily  discov- 
ered by  such  simple  methods  of  examination  must 
not  mislead  the  examiner  into  slighting  the  simple, 
systematic  means  of  investigating  the  entire  urinary 
tract  with  instruments. 

We  proceed  therefore  to  examine  the  interior  of 
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the  bladder.    The  urine  is  first  drawn  off  by  cath- 
eter ai  omparison.   Then  the  patient 

i<  put  in  the  kin,  iition  with  the  urethra 

::;i  a  i"  per  cent    solution.     The 
rial  urethra]  orifice  if  it  is  not  alread) 

dilated  up  to  10  mm.  in  diameter,  thou 
the  speculum  is  introduced,  its  obturator  is  with- 
drawn, an, I  as  tin-  operator  reflects  the  bright  lighl 

sis  pubis  from  his  head  mil  - 
readily    sees    and    rapidly   examines    the    whole    in- 
Ider. 
The  base  and  posterior  lateral   walls  and 
are  inspected  in  orderly   manner  lor  ulcer,  a  pen- 
dant papilloma,  a  stone  lying  in  the  vertex  in  this 
posture,  or  fistula  opening  into  the  posterii  .r  wall 


Fig.  5. — The  ureteral  catheter,  stiffened  by  a  stylet,  has  been 
passed  up  into  the  ureter  for  a  short  distance  and  the  examiner 
is  now  stripping  the  catheter  off  from  the  stylet,  which  is  grasped 
by  the  teeth;  in  this  way  he  passes  the  catheter  on  up  into  the 
kidney. 

of  the  bladder  from  some  extra  vesical  abscess. 
An  inflamed  condition  of  the  bladder  walls 
1  cystitis)  usually  appears  as  a  more  or  less 
patchy  hyperemia  with  areas  of  ulceration  in  ad- 
vanced cases.  If  nothing  is  found  in  the  bladder, 
then  the  ureteral  orifices  lying  at  the  base  to  the 
right  and  to  the  left,  are  in  turn  examined,  and  if 
one  side  appears  puffy  and  edematous  or  sur- 
rounded by  an  area  of  ulceration  or  retracted  and 
looking  like  a  deep,  large  hole,  and  above  all,  if 
pus  is  seen  oozing  from  one  side,  the  further  in- 
vestigation is  then  conducted  in  that  direction. 
One  must  not  neglect  to  utilize  the  opportunity 
to  examine  the  opposite  ureteral  orifice,  which 
may  be  seen  to  be  normal  in  appearance  and  ac- 
tively functionating. 

The  first  drops  of  urine  coming  from  the  sound 


side   may   be  caught   as   they    spurt   out    into   the 
lumen  and  run  down   the  speculum,  and  used   fot 

a  microscopic  examination  for  pus,  thus  avoiding 
essitj  of  catheterizing  the  sound  side. 

The  ureteral  catheter  is  tlOW  taken  m  hand 
and  passed  up  the  diseased  ureter.  If  the  point 
of   the   catheter   is   coated   with   wax.   this    will    be 

scratched  if  it  comes  in  contact  with  a  stone.  1 
have  done  tins  many  times  ami  over  and  over 
again  demonstrated  the  presence  of  a  renal  or 
ureteral  calculus,  afterwards  proved  by  opera- 
tion. Any  marked  obstruction  of  the  ureter  will 
at  once  be  noted  as  an  impediment  to  the  further 
progress  of  the  catheter.  Sometimes  by  judicious 
manipulation  the  catheter  is  forced  throuj 
tight    ureteral    stricture,    the    strong   bite    of   the 
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Fig.   6. — Pati< 
left    kidney    wl 

vesically    from 
into    the    graduat 


side.  Drawing  off  urine  from 
catheter    collects    the     urine    tr 

urine  from  the  left  kidney  r 
vesical    catheter    collects    the    u 


the   right   in    the    finger-bowl. 

stricture  can  be  plainly  felt  and  even  measured 
by  a  suitable  instrument  with  a  spring  and  a 
scale,  as  it  resists  the  attempt  to  draw  it  out. 

The  catheter  being  conducted  up  into  the  pelvis 
of  the  kidney,  about  28  cm.  above  the  urethra,  is 
allowed  to  rest  there  until  sufficient  urine  from 
that  side  is  secured  for  a  thorough  microscopic, 
chemic  and  bacteriologic  examination.  While  the 
diseased  side  is  thus  being  drained  by  the  ureteral 
catheter,  urine  may  be  collected  from  the  sound 
side  by  simply  inserting  a  catheter  into  the  blad- 
der.    This  is  a  simple,  trustworthy  procedure. 

After,  in  this  way,  tracing  the  pyuria  to  its 
source,  after  finding  for  example  that  its  source  is 
in  the  bladder,  while  the  urine  coming  down  from 
both  kidneys  is  perfectly  free  from  contamination- 
or.  on  the  other  hand,  after  finding  it  is  in  one 
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kidney,  while  the  opposite  kidney,  ureter  and 
bladder  are  normal,  the  next  step  is  to  determine 
the  exact  nature  of  the  infection  and  what  is  best 
to  relieve  it.  The  X-ray  is  of  great  value  in  lo- 
cating and  determining  the  number  of  stones  pres- 
ent. The  measurement  of  the  amount  of  urea  dis- 
charged from  the  diseased  and  sound  sides  will 
give  the  relative  values  of  the  two  kidneys  and 
show  whether,  when  the  question  of  operation 
arrives,  it  is  worth  while  to  save  the  diseased 
kidney.  The  bacteriological  examination  will 
show  whether  the  infection  is  tuberculous,  and 
when,  in  the  more  radical  operations,  the  removal 
of  the  kidney  is  in  order. 

It  is  not  my  purpose,  at  this  time,  to  go  into 
the  question  of  treatment,  but  to  urge,  as  above,  a 
more  wide,  separate  interest  in  the  simple  meth- 
ods of  examination  suggested. 


PYLOROSPASM.* 

Stuart  McGuire,  M.D. 
Professor  of  Clinical  Surgery,  University  College  of  Medi- 
cine; Surgeon-in-Charge  of  St.  Luke's  Hospital,  etc. 
RICHMOND,    VA. 


Twenty  years  ago  the  physician  held  undisputed 
sway  in  the  treatment  of  digestive  disturbances,  and 
the  suggestion  that  dyspepsia  could  be  cured  by- 
surgery,  when  medicinal,  dietetic  and  hygiene  meas- 
ures had  failed,  would  have  been  regarded  as  an  ab- 
surdity. 

Ten  years  ago  the  surgeon  took  possession  of  the 
field,  and  for  a  time  the  operation  of  gastroen- 
terostomy was  considered  a  panacea  for  all  gastric 
disorders.  It  was  found,  however,  that  while  the 
operation  in  some  cases  accomplished  brilliant 
cures,  in  others  it  not  only  did  not  relieve,  but  ac- 
tually increased,  the  patient's  distress. 

To-day  it  has  been  demonstrated  that  chronic  and 
recurring  indigestion  is  rarely,  if  ever,  due  to  func- 
tional causes,  and  cannot  be  cured  by  efforts  to  cor- 
rect errors  of  secretion.  It  is  almost  invariably 
caused  by  organic  disease  of  the  stomach  or  other 
organs,  and  can  be  corrected  only  by  operative  in- 
tervention. In  nine  cases  out  of  ten,  while  the 
symptoms  are  gastric,  the  cause  is  appendicitis, 
cholecystitis,  pancreatitis,  or  duodenal  ulcer;  and 
while  the  treatment  is  surgical,  the  operation  is  not 
done  on  the  stomach.  A  gastroenterostomy  will 
cure  the  symptoms  due  to  an  organic  obstruction  of 
the  pylorus  such  as  results  from  cicatricial  contrac- 
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tion  of  an  ulcer,  because  it  relieves  the  condition  by 
affording  a  new  exit  for  the  stomach  contents.  The 
operation  will  not  cure,  but  will  aggravate,  the 
symptoms  due  to  a  spasmodic  obstruction  of  the 
pylorus  such  as  results  reflexly  from  nervous 
stimulation,  because  it  overcomes  the  effort  being 
made  by  nature  to  prevent  the  invasion  of  the  in- 
testines by  irritating  stomach  contents.  Obstruc- 
tion of  the  pylorus  may  be  organic  or  spasmodic.  The 
first  is  mechanical  and  should  be  relieved  by  making 
a  new  exit  for  the  stomach  contents;  the  second  is 
nervous  and  should  be  relieved  by  diagnosticating 
and  correcting  the  cause  which  produces  it. 

Spasm  of  the  pylorus,  or  pylorospasm  as  it  is 
generally  called,  is  a  very  common  trouble.  It  is 
not  a  disease,  but  a  symptom.  It  may  be  caused  by 
rapid  eating,  by  indigestible  food,  by  an  ulcer  or 
other  lesion  of  the  stomach,  but  it  is  most  fre- 
quently the  expression  of  some  remote  abdominal 
disease.  How  appendicitis  or  cholecystitis  causes 
gastric  symptoms  has  never  been  satisfactorily  ex- 
plained. It  is  believed  that  irritation  transmitted 
to  the  stomach  through  the  sympathetic  nervous 
system  causes  an  excess  secretion  of  hydrochloric 
acid.  The  resulting  hyperchlorhydria  causes  spasm 
of  the  pylorus;  the  pylorospasm  causes  retention 
of  food  beyond  the  physiologic  limit,  and  finally 
there  comes  motor  insufficiency,  food  stagnation  and 
dilatation  of  the  stomach. 

The  most  prominent  symptom  of  pylorospasm  is 
a  cramping  pain  in  the  epigastrum,  which  may  last 
only  a  few  minutes  or  may  continue  for  several 
hours.  In  some  cases  the  spasm  may  relax  sud- 
denly ;  in  others  it  may  terminate  slowly  and  gradu- 
ally. Some  patients  have  attacks  several  times  a 
day;  others  at  intervals  of  weeks;  and  others  still 
only  once  or  tw-ice  a  year.  In  the  interval  between 
attacks,  the  digestion  may  be  normal.  During  at- 
tacks peristalsis  of  the  stomach  is  increased,  but 
food  cannot  pass  through  the  pylorus,  and  often 
relief  comes  only  after  vomiting.  The  patient 
usually  diets  strictly,  and  loses  flesh  and  strength 
steadily  from  starvation  and  autointoxication. 

During  the  last  few  years  I  have  recognized, 
treated  and  cured  a  progressively  increasing  num- 
ber of  cases  of  pylorospasm.  In  no  other  class  of 
patients,  with  possibly  the  exception  of  epileptics, 
is  it  necessary  to  be  so  thorough  in  preliminary  ex- 
amination and  so  patient  in  post-operative  treat- 
ment. The  real  cause  of  the  condition  must  be 
found,  and  after  it  has  been  removed  the  patient 
must  be  systematically  treated  until  the  hypersen- 
sitiveness  of  the  pyloric  muscle  is  relieved,  and  its 
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habit  is  overcome.     This  will  t>c  well  illus- 
ne  of  m\  fii 
Miss  1.  .  aged  ,>-'.  a  thin,  anemic  and  ni 

listor)   ol  chronic  dj  spepsia  at  • 

tended  b>   frequent  atta  ilent  pain  in  the 

men.       \    diagnosis      i    gallstones    was 

made  and  an  operation  advised.     The  abdomen 

ipened,  the  gall-bladdei  exposed,  and  it  was 

found   i"  contain    sevi  gallstones.     They 

were  r<  a  drain  «j>  inserted,  and  the  m- 

was  closed.     No  examination  was  made  of 

other  abdominal  organs      \  week  after  the 

tion  the  patient  had  a  return  of  her  old  pain,  and 

the  pat  frequent  and  >li- 

ing  that  her  family  was  told  that  it  was  probable 

that  a  stone  had  been  overlooked  and  it  was  ad- 

:  the  abdomen  and  trj 
n.    At  the  second  operation  the  gall-bladder  ami 
ducts  were  carefully  palpated,  with  negative  re- 
sult.    The  stomach  was  then  delivered  ami  gone 

The  pylorus  was  found  hard  ami 
with  a  lumen  which  would  not  admit  the  tip  of 
the  finger.  While  handling  it  in  search  of  evi- 
dence- ition,  the  spasm  suddenly  gave 
way,  the  I  ime  soft  and  elastic,  and  a 
finger  could  readily  he  invaginated  through  the 
opening.  Then,  for  the  first  time,  the  nature  of 
the  case  was  comprehended.  The  stomach  was 
normal;  the  gallstones  were  an  innocent  coinci- 
dence; the  cause  of  the  pylorospasm  must  he 
found  elsewhere.  The  appendix,  which,  until 
then,  had  not  been  suspected  of  disease,  was 
ht  into  view.  It  was  inflamed  and  con- 
tained several  enterolith-,  and  was  removed.  The 
patient  recovered  from  the  operation,  bul  for 
months  had  recurrence  of  pain  after  any 
imprudence  in  eating.  She  was  carefully  and  in- 
telligently treated  by  her  family  physician  and  is 
now  completely  well. 

This  paper  is  intended  only  to  he  suggestive.  Its 
purposes  are  to  impress : 

-;. — The  necessit)  of  differentiating  between 
gastric  symptoms  due  to  organic  disease  of  the 
stomach  and  those  reflex  from  other  organ-. 

Second. — The  impropriety  of  performing  a  g; 
enterostomy  for  spasm  of  the  pylorus. 

Third. — The  advisability,  at  the  time  of  opera- 
tion, of  examining  all  abdominal  organs  and  correct- 
ing every  abnormality,  lest  the  obvious  may  not  be 
the  real  cause  of  the  symptoms. 

Fourth. — The  importance  of  the  post-operative 
and  post-hospital  treatment  of  patients  to  overcome 
the  -pacm  habit  of  the  pyloric  sphincter. 
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Surgical  Suggestion. 

Feeble,  rapid  pulse,  fever  and  prostration,  de- 
veloping after  laparotomy  may  be  due  to  a  pro- 
gressive, and  usually  fatal,  peritonitis  even  though 
there  are  no  abdominal  signs  or  symptoms  (such 
as  distention,  tenderness,  pain  and  vomiting). 


The  history  of  transfusion  of  blood  i 

the   history   of   nv  I  he   ancient    Egyptians 

ed    to    it    in    their    writing-    and    it    is    probable 
that  they  employed  it.     But  it  has  been  chiefly  of 
■  until  the  last  few  years,  as  clot- 
ting  invariably   took   place   by    the   teclmic   that    was 

formerly  employed  and  the  patient  received  merely 
the  blood   scrum,   which  had  no   i  t    than 

ordinary  salt  solution.  Besides,  the  proi 
positively  dangerous  as  the  clots  were  often  washed 
into  the  circulation  producing  embolism.  It  has 
long  been  known  that  when  the  endothelial  lining 
of  a  bloodvessel  was  injured  a  clot  formed  at  the 
of  injury,  and  if  blood  flows  for  any  length 
of  time  over  foreign  substances  clotting  occurs, 
lib  anci  ,  a-  paraffin  or  oil,  retard  clotting 
much  more  than  others,  but  nothing  will  take  the 
place  of  the  healthy  intima  of  the  vessels.  The 
work  of  Carrel  first  DVd<\-  transfusion  of  blood  not 
only  -afe,  but  a  valuable  therapeutic  remedy.  It 
ie  who  first  demonstrated  that  the  artery  and 
vein  of  two  individuals  could  be  so  united  with 
suture  as  to  make  a  tight  joint  and  a  continuous 
surface  of  vascular  endothelium  from  the  artery  of 
the  donor  into  the  vein  of  the  recipient. 

When  the  attention  of  the  medical  profession  is 
called  to  a  new  therapeutic  measure  it  is  viewed  by 
some  with  indifference ;  some  will  be  skeptical,  will 
oppose  the  new  remedy  from  every  standpoint,  and 
can  see  no  good  in  it ;  while  a  small  group  of  en- 
thusiasts will  use  it  on  all  occasions  and  for  almost 
every  ailment.  Both  extremes  are  dangerous,  for 
the  skeptics  are  likely  to  have  cases  die  that  might 
have  been  saved  by  the  new  method  and  the  en- 
thusiasts will  employ  it  in  season  and  out  of  season 
and  not  infrequently  bring  disaster  to  the  patient 
and  discredit  on  their  cause.  It  has  been  the  en- 
deavor of  such  workers  as  Crile  to  steer  between 
these  two  extremes  in  the  case  of  transfusion  of 
blood,  and  to  him  more  than  to  any  one  else  in 
America  we  owe  our  chief  knowledge  of  the  in- 
dications and  the  contraindications  for  transfusion. 
(Crile:  Hemorrhage  and  Transfusion,  D.  Appleton 
&  Co.) 
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For  anemia  due  to  loss  of  blood  in  an  individual 
who  is  otherwise  healthy,  tranfusion  of  blood  from 
a  proper  donor  is  a  specific.  But  it  should  not  be 
used  except  where  other  remedies  will  apparently 
be  futile.  On  the  other  hand,  it  must  be  remem- 
bered that  the  effects  of  marked  anemia  extending 
over  a  considerable  period  of  time  may  be  perma- 
nent even  after  the  blood  has  been  fully  restored, 
so  we  should  not  delay  tranfusion  too  long.  As  has 
been  brought  out  by  Crile,  Carrel  and  others  the 
cells  of  the  central  nervous  system  are  the  first  to 
break  down  when  deprived  of  blood  supply.  In  a 
dog  the  heart  can  be  stopped  for  as  long  as  seven 
minutes  and  then  be  resuscitated ;  but  while  the 
heart  may  respond  the  animal's  mentality  is  never 
normal,  as  certain  of  the  cerebral  cells  have  de- 
generated within  this  time  and  the  central  cells  of 
the  brain  do  not  repair.  Consequently,  if  we  delay- 
too  long  and  deprive  the  central  nervous  system  of 
the  proper  quantity  of  blood  we  may  find  organic 
lesions  have  already  occurred. 

What  is  true  of  hemorrhage  as  regards  the  bene- 
fits of  transfusion  is  likewise  true  of  shock,  though 
in  the  latter  instance  the  employment  of  intravenous 
infusion  of  adrenalin  and  salt  solution  may  serve 
to  force  back  into  the  circulation  the  blood  which 
has  not  been  lost  but  merely  accumulated  in  the 
larger  vessels. 

Anemias  secondary  to  some  perverted  condition 
of  the  blood  or  blood-making  organs  are  treated 
with  transfusion  with  varying  results.  For  melena 
neonatorum  it  is  likely  a  specific.  In  ihe  case  of 
Brewer  and  Carrel  the  baby  was  brought  during 
the  short  interval  of  transfusion  from  a  moribund 
condition  to  one  of  perfect  health.  Hemorrhages 
due  to  hemophilia  have  been  treated  with  different 
results.  In  some  instances  recovery  has  been  most 
satisfactory.  Pool  and  McClure  (Annals  of  Surg- 
ery, October,  1910)  and  Goodman  (Annals  of 
Surgery,  October,  1910),  have  recently  reported 
successful  cases  of  transfusion  for  hemophilia.  On 
the  other  hand.  Pepper  and  Nisbet  (Journal  A.  M. 
A.,  Vol.  49,  p.  385)  had  a  case  of  fatal  hemolysis 
following  transfusion  in  a  patient  suffering  from  a 
hemorrhagic  disease  of  unknown  origin.  It  was 
decided  that  the  condition  was  not  hemophilia,  per- 
nicious anemia,  or  acute  leukemia.  The  bleeding 
was  from  the  gums  and  persisted  in  spite  of  all 
treatment  until  blood  examination  just  before  trans- 
fusion showed  only  40x5.000  red  cells  and  twelve 
per  cent,  hemoglobin.  The  patient  died  three  days 
afterwards.  An  autopsy  showed  that  marked 
hemolysis  had  taken  place. 

But    little    is    known    about    the    pathology    of 


hemorrhagic  diseases,  so  transfusion  of  blood  in 
such  cases  must  always  be  undertaken  with  great 
caution.  The  fact  that  a  laboratory  test  will  not 
always  indicate  whether  hemolysis  will  take  place 
clinically,  renders  the  application  of  this  measure 
still  more  dubious.  However,  when  the  patient's 
hemoglobin  falls  to  twenty  per  cent,  or  below  and 
there  is  no  cessation  of  bleeding,  transfusion  of 
blood  should  be  resorted  to  after  other  remedies 
have  failed,  for  in  some  instances  results  have  been 
brilliant  and  it  is  better  to  risk  the  chance  of  hemoly- 
sis than  to  abandon  the  patient  to  a  certain  death. 
In  such  blood  diseases  as  pernicious  anemia  and 
leukemia,  transfusion  not  only  does  not  benefit  but 
in  almost  all  of  the  recorded  cases  it  has  apparently 
been  injurious,  death  usually  occuring  a  short  time 
after  transfusion.  As  these  diseases  probably  re- 
sult from  some  toxic  product  formed  outside  of  the 
circulation  we  would  naturally  expect  fresh  blood 
to  be  readily  affected  by  this  toxin  and  the  benefit, 
if  any.  would  be  very  temporary. 


In  this  illustration  a  represents  the  artery  which  is  being 
sutured  to  the  vein  v.  At  b  a  small  branch  of  the  vein  is  shown, 
which  is  bent  back  in  such  a  position  that  the  eye  of  a  threaded 
needle  can  be  thrust  through  it  and  break  up  a  clot  which  may 
form  at  the  point  of  suture.  A  continuous  mattress  suture  is 
shown  uniting  the  artery  and  vein.  (Horslev:  "Notes  on  The 
Technic  of  Transfusion  of  Blood,"  Journal  'of  the  A.  M.  A., 
August    20.    1910.) 

In  secondary  anemias  from  chronic  hemorrhage 
from  the  bowel  due  either  to  dysentery  or  tuber- 
culosis, transfusion  has  been  used  with  excellent 
results.  In  hemorrhages  from  typhoid  patients 
transfusion  has  been  successfully  used,  although  the 
bleeding  point  must  be  located  and  stopped  before 
any  permanent  benefit  can  be  obtained.  It  would 
be  better  to  have  a  donor  who  has  previously  re- 
covered from  typhoid.  In  secondary  anemias  fol- 
lowing suppuration  and  puerperal  sepsis  transfu- 
sion of  blood  has  often  been  beneficial.  In  cases  of 
poisoning  by  illuminating  gas  transfusion  after  first 
bleeding  the  patient  gives  brilliant  results.  It  can 
be  used  in  such  instances  as  secondary  hemorrhage 
in  order  to  make  a  patient  a  surgical  risk  who 
would  otherwise  be  inoperable. 


- 
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i  >ne  of   the  n  ing   examples  of   the 

beneficial  effects  of  transfusion  lias  been  rep 

i-  and  Winthrop  (Southern  Medical  Journal, 
no)  who  have  personally  employed  it  in 
nine  cases  of  pellagra  and  give  notes  of  two  other 
v-:i-c-.  Of  the  nine  cases  reported  six  were  either 
cured  or  markedly  improved.  In  one  of  the  three 
in  which  no  benefit  was  observed  the  donor  was  a 
fourteen-year-old  boy  and  on  account  of  his  extreme 
restlessness  but  little  blood  could  be  obtained.  Cole 
and  Winthrop  use  wherever  possible  a  donor  who 
has  recovered  from  pellagra,  but  if  such  an  in- 
dividual is  not  available  they  prefer  one  who  has 
lived  in  the  same  surroundings  as  the  pi 
patient  but  who  has  nol  contracted  the  disease,  be- 
lieving that  such  an  individual  probably  has  a 
natural  immunity  and  may  have  immune  bod 
his  blood.  In  view  of  their  excellent  results  in  a 
disease  which  otherwise  runs  a  fatal  course  in  a  ma- 
jority of  cases,  transfusion  of  blood  should  receive 
considerable  attention  in  the  treatment  of  pellagra. 

In  summing  up  the  indications  for  transfusion  of 
blood  we  may  class  them  in  the  order  of  their  ef- 
ficacy :  first,  extreme  loss  of  blood  in  a  health)  in- 
dividual; second,  loss  of  blood  from  chronic  bowel 
hemorrhage  due  to  ulceration  from  dysentery  or 
tuberculosis;  third,  shock;  fourth,  hemophilia;  fifth, 
chronic  suppuration  or  puerperal  sepsis;  sixth,  pel- 
lagra; seventh,  tuberculosis;  eighth,  sarcoma  and 
cancer;  and  ninth,  pernicious  anemia  and  leukemia. 
It  would  probably  be  better  to  strike  out  this  last 
classification  as  it  is  the  only  one  in  which  the  re- 
sults appear  not  only  to  be  without  benefit,  but 
positively  harmful  in  most  cases. 

The  dangers  from  transfusion  itself  when  the 
operation  is  properly  done  are  much  less  than  is 
generally  supposed.  In  a  personal  communication 
from  Dr.  Crile  (October  15,  1910s).  he  states  that 
he  has  performed  in  all  about  one  hundred  trans- 
fusions. He  has  had  two  deaths  from  hemolysis. 
One  was  a  case  in  which  a  repeated  transfusion  was 
employed  to  cure  a  sarcoma.  The  patient  died  the 
third  day  after  transfusion.  In  another  case,  Dr. 
Sloan,  an  assistant  of  Dr.  Crile,  performed  a  trans- 
fusion in  a  case  of  hemorrhagic  disease  after  horse 
serum  had  been  used.  This  patient  also  died  from 
hemolysis.  Dr.  Crile  states  that  aside  from  these 
two  cases  he  has  had  no  trouble  from  hemolysis 
and  in  normal  patients  transfusion  can  be  performed 
with  impunity.  Acute  dilatation  of  the  heart  must 
be  borne  in  mind.  It  may  be  promptly  recognized 
by  pain  in  the  region  of  the  heart,  increase  in  pulse 
rate  and  in  the  area  of  cardiac  dullness,  irregularity 
of  the  heart  action,  dyspnea,  and  falling  blood  pres- 


sure.  The  transfusion  should  be  discontinued  at 
once  and  the  patient's  feet  lowered  as  in  tin-  ex 
treme  [*n  ndelenburg   position.     Massage 

over  the  heart  will  also  assist  in  emptying  it. 

["hi  ideration    in    the    technic   of    the 

operation  1-  of  the  donor  and  the  recipient.     The 

donor    should    be    a    healthy    individual    free    from 

syphilis    and    from    arteriosclerosis.     The    radial 
artery  1-  dissected  oul  foi  about  three  inches  in  the 

wrist.      This  can  be  done  under  local  anesthesia.    In 
the  recipient,  one  of   the   superficial   veins  of  the 

ed.      Ill     best  to  take  a   vein  near 
the  elbow   so   situated   that   there   will   he   a   small 

imal  to  the  point  where  the 
to  be  cut.  This  small  venous  branch  should  be 
clamped  with  mosquito  forceps,  and  not  ligated 
When  the  artery  has  been  dissected  out  it  1  tied 
at  the  lower  angle  of  the  wound  and  a  small  Crile 
clamp  placed  on  the  artery  at  the  upper  angle. 
The  artery  is  cut  across  close  to  the  ligature  with 
sharp  scissors.  The  vein  is  ligated  and  cut  across 
in  a  similar  manner.  Sterile  vaseline  should  be 
freely  used  on  both  the  vein  and  artery.  The  ad- 
ventitia  of  the  artery  is  now  pulled  down  and  cut 
off.  The  adventitia  then  retracts.  The  vein  is 
treated  in  a  similar  way.  After  again  applying 
sterile  vaseline  three  fine  sutures  thoroughly  im- 
pregnated with  vaseline  in  a  No.  14  or  16  sew  itilt 
needle,  connect  the  vein  to  the  artery  at  equal 
distances  along  their  circumference.  These  sutures 
should  be  tied  and  left  long.  When  the  last  suture 
is  inserted  a  mosquito  forceps  is  placed  on  next  to 
the  last  suture  (suture  Xo.  2),  and  suture  No.  1 
and  the  short  end  of  suture  No.  3  (the  last  suture) 
are  held  by  an  assistant  and  slight  traction  is  made. 
This  converts  the  circular  wound  into  a  triangle 
with  each  suture  as  the  apex  of  an  angle.  The 
traction  slightly  everts  the  intima  and  makes  sutur- 
ing easier.  The  mosquito  forceps  by  its  weight 
prevents  collapse  of  the  wall  of  the  vessels  and  so 
avoids  the  possibility  of  the  opposite  side  of  the 
vessel  being  caught  in  the  suture.  The  needle  on 
suture  Xo.  3  (the  last  suture)  is  then  passed  back 
and  forth  after  the  manner  of  a  mattress  suture 
until  it  reaches  suture  No.  1.  (See  cut.)  Then 
the  mosquito  forceps  is  changed  to  No.  3  and  the 
suture  continued  from  Xo.  1  to  Xo.  2.  After  Xo. 
2  is  reached  the  mosquito  forceps  is  transferred  to 
Xo.  1  and  the  stitch  continued  from  suture  No.  2 
to  suture  Xo.  3,  where  it  is  tied  at  the  original 
starting  point.  The  clamp  on  the  vein  is  removed 
and  then,  gradually,  the  clamp  on  the  radial  ar- 
tery. If  there  is  some  bleeding,  pressure  with 
gauze  usually  controls  it.  but  if  not  the  radial  ar- 
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terv  can  be  again  compressed  while  an  extra  suture 
is  being  placed.  If  the  blood  does  not  flow  freeh- 
and particularly  if  pulsation  is  not  transmitted  along 
the  vein  the  mosquito  forceps  on  the  small  venous 
branch  which  has  been  referred  to  should  be  re- 
moved. If  the  blood  is  flowing  freely  it  will  spurt 
through  this  branch.  If  a  clot  has  formed  at  the 
line  of  suture  it  may  be  broken  up  either  by  gently 
manipulating  the  anastomosis  with  the  finger  and 
thumb  or  by  inserting  the  threaded  eye  of  a  needle 
through  the  small  venous  branch  and  dislodging 
the  clot.  The  finger  of  an  assistant  should  be  held 
upon  the  main  trunk  of  the  vein  until  the  all  pieces 
of  clot  have  been  forced  through  the  small  branch. 
Then  the  mosquito  forceps  may  be  reapplied  to  the 
small  branch  of  the  vein  and  the  blood  permitted 
to  flow. 

The  technic  just  described  is  that  of  Carrel  with 
a  mattress  suture  used  instead  of  the  continuous 
over-hand  stitch.  This  is  shown  in  the  cut.  It  not 
only  makes  more  satisfactory  apposition  of  the  in- 
tima  but  leaves  less  of  the  thread  exposed  to  the 
blood  stream.  Traction  on  the  three  original 
sutures  may  injure  the  intima  and  so  leave  a  point 
at  which  a  clot  will  form.  The  mattress  suture 
can  go  somewhat  deeper  and  cover  up  the  points 
where  the  tractor  sutures  penetrated.  The  dif- 
ference in  the  appearance  of  an  intestinal  wound 
when  united  by  a  right  angle  continuous  suture  and 
an  intestinal  wound  in  which  the  ordinary  over-hand 
suture  is  used  shows  clearly  that  in  the  latter 
method  much  more  thread  is  exposed  than  when 
the  right  angle  suture  is  employed.  The  mattress 
suture  as  used  in  arterial  suturing  or  for  transfu- 
sion of  blood  produces  the  same  appearance  on  the 
inside  of  the  blood  vessel  as  the  right  angle  con- 
tinuous suture  does  on  the  outside  of  the  intestine. 
The  technic  just  described  may  be  used  in  uniting 
arteries  or  veins  as  well  as  in  transfusion  wdiere  an 
artery  is  united  to  a  vein.  The  advantages  of  se- 
lecting some  point  in  a  vein  near  a  small  branch 
have  already  been  alluded  to.  This  small  branch 
can  be  clamped  with  a  mosquito  forceps  and  serves 
not  only  as  an  indicator  to  show  that  blood  is  flow- 
ing, but  may  be  used  as  a  means  of  breaking  up  and 
expelling  a  clot  which  sometimes  forms  at  the 
sutures.  When  the  clot  has  been  loosened  and 
broken  up  the  finger  should  still  be  kept  on  the 
main  trunk  of  the  vein  so  the  piece  of  clot  will  be 
forced  by  arterial  pressure  through  the  small 
venous  branch  and  not  permitted  to  go  to  the  right 
side  of  the  heart  and  form  pulmonary  emboli. 

As  to  the  instruments  and  materials  to  be  used, 


two  >mall  Crile  clamps  and  half  a  dozen  mosquito 
forceps  with  very  fine  needles  are  all  the  special 
instruments  required.  The  needle  should  be  a  very 
fine  round  needle  Xo.  14  or  16.  For  suture  ma- 
terial several  things  may  be  used.  Guthrie  (Jour- 
nal A,  M.  A..  Vol.  54,  p.  349)  has  recently  recom- 
mended the  use  of  human  hair  and  claims  excellent 
results.  Xo.  1  Chinese  silk  has  been  most  generally 
used — untwisting  the  thread  into  three  strands  and 
using  a  strand  as  a  suture.  It  is  impossible  to  get 
the  silk  through  the  eye  of  such  a  small  needle 
without  doing  this.  Some  surgeons  used  Xo.  000 
linen.  This  can  be  untwisted  in  a  similar  manner. 
The  suture  should  be  threaded  into  the  needle  and 
half  a  dozen  of  these  threaded  needles  run  through 
a  light  towel  or  a  piece  of  gauze  as  is  usual  in  keep- 
ing intestinal  sutures.  The  sutures  should  be  ster- 
ilized in  vaseline  or  oil  before  being  used. 

\  ein-to-vein  anastomosis  is  easier  of  accomplish- 
ment than  that  of  artery-to-vein,  but  it  has  two  ob- 
jections. First  of  all  it  is  exceedingly  slow  (Crile), 
and  second,  it  conveys  non-oxidized  venous  blood 
instead  of  the  more  nutritious  arterial  blood.  Of 
course,  the  blood  from  the  donor  goes  to  the  right 
side  of  the  heart  and  then  to  the  lungs,  but  when  a 
patient  needs  transfusion  all  of  his  organs  are 
working  more  or  less  imperfectly  and  it  is  an  ad- 
vantage to  have  blood  containing  proper  nutrition 
and  already  oxidized  pumped  directly  into  the  veins 
instead  of  transfusing  venous  blood. 

Of  the  different  appliances  that  are  being  used 
the  canula  of  Crile  is  the  simplest  and  the  most 
widely  known.  All  such  devices  as  the  canula  of 
Crile,  the  paraffin  tubes  of  Brewer,  and  the  canula 
of  Elsberg  have  the  objections  that  obtain  to  any 
special  apparatus.  Either  the  proper  sizes  have  to 
be  used  in  order  to  insure  efficiency,  or  else  the  ap- 
paratus is  so  delicate  and  complicated  as  readily  to 
get  out  of  order.  There  is  a  striking  similarity 
between  the  evolution  of  intestinal  suturing  and 
the  development  of  arterial  suturing.  Formerly 
there  were  numerous  mechanical  devices  used  in  in- 
testinal suturing,  but  as  experience  increased  it  was 
found  that  a  simple  technic  and  simple  instruments 
were  more  desirable  than  a  complicated  apparatus. 
Gradually  the  needle  and  thread  has  supplanted  all 
kinds  of  apparatus  in  closing  intestinal  wounds, 
and  so  in  arterial  and  venous  surgery  the  needle  and 
thread  will  probably  supplant  the  various  and  com- 
plicated devices  that  are  now  being  used.  How- 
ever, whether  transfusion  of  blood  is  performed  by 
canula  or  by  needle  and  thread,  animal  experimen- 
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tation  should  always  be  resorted  to  bj  the  <•;• 
until  he  has  so  perfected  himself  in  the  technic  as 

•  use  it  with  a  fair  amount  i 
on  his  patients.  

II IK    IMPORTANCE  "1     EDU<   \1  l\i.    rHE 
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SoUTHGATIi     1 . 1  1  > .  1 1 .     M.D. 

in    Charge,    Sarah    Leigh    Hospital;    Chairman 
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The  education  of  the  public  on  the  cancel 
lem  is  undoubtedly  the  most  importanl  i 
which  to  daj  confronts  our  profession. 

When   we   consider   the   authoritative   stal 
that  at  the  present  time  90  per  cent,  of  people  who 
suffer  with  cancer  die  of  the  disease,  notwith 
ing  the  fact  that  95  per  cent,  of  all  cases  of  1 

•   er  preventable  or  curable,  we  cannol   help 
being    tremendously    aroused    to    •  ity    of 

prompt    action     to  ne    this    frightful    dis- 

ncy. 

Another  fact  that  appals  us  is,  that  in  spite  of  the 
■ 
in  recent  years  in  the  prevention  and  treatment  of 
disease,  resulting  in  a  marked  reduction  in  the  mor- 
tality from  practically  every  other  human  ailment, 
yet  cancer  is  steadily  and  rapidly  increasing  both 
in  extent  and  in  death  rate.  Ignorance,  misrepre- 
sentation and  superstition  are  the  causes  of  this 
dreadful  state  of  affairs. 

To  an  intelligent  observer  it  is  well  nigh  incon- 
ceivable how  people  could  so  neglect  those  simple 
measures  which  are  necessary  to  check  the  ravages 
of  cancer.  But  many  such  conditions  are  beyond 
the  understanding  of  the  conscientious  mi 
man.  For  instance,  we  frequently  meet  shrewd  and 
successful  men  of  business,  who  in  the  conduct  of 
their  affairs  make  use  of  every  modern  facility  and 
invention,  and  yet  in  cases  of  incipient  or  early  can- 
cer they  often  confer  with  irregulars  who  in  many 
instances  have  not  even  the  advantage  of  a  medical 
education.  Precious  time  is  lost,  and  when  the 
proper  counsel  is  taken,  the  disease  has  progressed 
too  far  for  a  cure. 

This  illustrates  how  difficult  is  the  problem  of 
cancer  education.  If  our  men  of  standing  and  sta- 
bility show  such  barl  judgment,  what  can  we  expect 
of  the  ignorant  classes? 

It  is  also  undoubtedly  discouraging  to  the  pro- 
fession to  be  often  misunderstood  in  propagating 
the  cancer  gospel,  and  still  the  danger  to  our  people 
and  to  our  country  is  so  appalling  that  we  must  not 
be  deterred. 


Unless  the  public,  and  the  medical  profession  as 

well,  are  ma. it-  t<  ■  realize  what  a  terrible  scourge 

this  dreadful  disease  is,  we  cannol  hope  to  arouse 

u tin  nut  interest  and  enthusiasm  in  the  problem  to 

1  the  nec<      .  \      rganized   1  (fort, 

In  the  United  States  the  cancel  mortality  has  in 

ed  from  about  <i  per   i<  >•.  >.<  ho  population  in   1S50 

to  29  in  [88o,  and  to  [2  in  1900,  and  in  the  area  ol 
1   investigation   the  mortality   increased   from 

[890  to   [906  to  70  per   , pi  ipulation,     The 

registration  area,  composing  aboul  hall  the  popu 

lal  ii  'ii  '  if  the  country,  shi  ivt  -  .1  mi  irtalit]  1  if  37,000 
in  [90 

In  England  one  woman  in  every  eight,  and  1  •>" 
man  in  every  twelve  over  35  years  of  age,  dies 
6f  cancer.     More  women  die  from  cancer  than   From 

consumption. 

In   this   country   we   probably  lose  about  So.ooo 

a  \<  ai    ii.  'in  1  .nicer. 

\-  Guerry,  of  South  Carolina,  very  forcibly  puts 
it.  suppose  that  an  epiden  ic  occurring  in  any  one 
of  the  States  of  the  Union  should  carry  off  that 
number  of  people  within  ;i  few  weeks,  wli.it  will  I 
be  the  result?  The  whole  civilized  world  would  be 
aroused  to  the  emergency,  and  the  most  vigorous 
possible  measures  would  be  taken  to  stamp  out  the 
disease.  And  yet,  what  difference  does  it  make 
whether  the  deaths  are  all  in  one  section  and  in  a 
short  period  of  time  or  are  spread  out  over  the 
whole  country  and  throughout  a  year?  The  same 
number  of  people  die.  and  95  per  cent,  of  them 
■  ught  not  to  die. 

The  stomach  is  the  most  frequent  site  of  the  dis- 
ease in  men,  gastric  carcinoma  occurring  in  43  per 
cent,  of  all  the  cases;  the  liver  comes  next,  with  15 
per  cent. ;  head,  face  and  neck,  to  per  cent. ;  mouth, 
tongue  and  throat,  to  per  cent.;  and  other  parts  of 
the  body  in  smaller  proportions. 

In  women  the  uterus  is  involved  in  28  per  cent,  of 
the  cases;  stomach,  24  per  cent.;  breast,  16  per 
cent.,  etc. 

A  short  time  ago  I  communicated  with  the  Board 
of  Health  and  Medical  Society  of  each  State  in  the 
Union,  asking  whether  any  organized  effort  had  been 
made  to  enlighten  the  public  on  the  cancer  prob- 
lem, and  whether  any  papers  had  been  written  by 
the  profession  on  this  subject.  From  thirty-two 
States  has  come  a  negative  reply  to  both  questions. 
These  are  Alabama,  Arizona,  Arkansas,  Connecti- 
cut. Delaware.  District  of  Columbia,  Florida. 
Georgia,  Idaho,  Indiana,  Iowa,  Kansas,  Louisiana, 
Maine.  Minnesota.  Mississippi.  Missouri.  Montana, 
Nebraska,  New  Hampshire.  New  Jersey.  New 
Mexico,   Nevada.    North    Carolina,    North   Dakota. 
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Ohio,  Oklahoma,  Rhode  Island,  Utah,  Vermont, 
Washington  and  Wisconsin.  In  many  instances  the 
writers  expressed  themselves  as  favoring  a  state- 
wide movement  against  cancer.  From  four  no  an- 
swer has  been  received.  These  are  Kentucky,  South 
Dakota,  Tennessee  and  Wyoming. 

The  affirmative  answers  are  from  only  fourteen, 
as  follows:  California,  Colorado,  Illinois.  Maryland, 
Massachusetts,  Michigan,  New  York.  Oregon. 
Pennsylvania,  South  Carolina,  Texas  and  Virginia. 

In  New  York  a  number  of  excellent  papers  have 
appeared  in  the  journals,  and  the  State  Cancer 
Laboratory  has  issued  literature  from  time  to  time. 

In  an  address  on  The  Increase  of  Cancer,  before 
the  Southern  Surgical  and  Gynecological  Associa- 
tion, December.  1909,  Coley  gave  many  valuable 
statistics  from  this  and  other  countries.  He  states 
in  conclusion  that  "A  great  mass  of  evidence,  based 
upon  vital  statistics,  shows  a  well-marked  and 
steady  increase  in  cancer  in  practically  every  civi- 
lized country.  Without  any  further  increase  the 
present  death  rate  is  appalling.  Furthermore,  the 
actual  death  rate  is  much  higher  than  the  known 
rate." 

In  Colorado,  Grant  has  recently  published  an  ex- 
cellent article  entitled  "Is  Cancer  on  the  Increase?" 

Saunders  and  Eskridge,  of  Texas,  have  both  pub- 
lished in  the  State  Journal  of  July,  1910,  papers  on 
the  cancer  question. 

In  Oregon,  the  subject  was  presented  recently  for 
the  first  time  by  Peterson  before  the  State  Society. 

The  California  State  Medical  Society  at  its  last 
meeting  appointed  a  Committee  on  Cancer,  author- 
ized to  prepare  and  distribute  100,000  pamphlets 
for  the  public. 

Massachusetts  reports  a  number  of  papers  read 
before  the  State  Society,  and  also  what  is  of  the 
greatest  importance,  a  few  public  lectures  on  Sat- 
urday nights  and  Sunday  afternoons  at  the  Harvard 
Medical  School. 

Pennsylvania  has  probably  done  the  best  work 
of  any  State  in  the  Union.  The  State  Medical  So- 
ciety, through  its  Committee  on  Public  Instruction, 
has  had  a  number  of  interesting  articles  in  the  pub- 
lic press.  Dr.  John  G.  Clark  is  the  leading  spirit  in 
this  work.  A  number  of  important  papers  on 
cancer  has  been  presented  by  medical  men  of  that 
State,  notably  Dr.  McGlynn. 

Under  the  title  of  "Health  Bulletin  for  the  Amer- 
ican Readers,"  the  Baltimore  American  published 
both  in  1909  and  1910  most  instructive  papers  on 
cancer  prepared  by  the  Medical  and  Surgical  Fra- 
ternity of  Maryland.     This  bulletin  gives  a  simple 


and  clear  description  of  the  disease,  its  nature  and 
prevalence,  causes  and  treatment,  both  preventive 
and  curative. 

As  far  as  I  can  learn,  the  only  State  Boards  of 
Health  that  have  taken  up  this  question  are  those 
of  Illinois,  which  has  touched  on  the  subject 
twice  in  its  Bulletin,  and  of  Michigan,  which  has 
devoted  one  entire  number  of  its  quarterly  publi- 
cation to  "Cancer  and  How  It  May  Be  Cured.'' 

This  pamphlet  furnishes  in  a  concise  and  at- 
tractive form  the  best  literature  I  have  yet  seen  on 
the  subject  written  especially  for  the  public.  It  is 
divided  into  six  paragraphs  with  the  following 
headings:  I — Cancer  is  Curable;  II — Have  Opera- 
tions Failed  to  Cure?  Ill — What  is  Cancer?  IV — 
Cancer  in  Michigan ;  V — When  to  Suspect  Cancer 
and  What  to  Do ;  VI — Some  Facts  relating  to  Can- 
cer Outside  of  Michigan. 

I  have  no  doubt  that  the  deep  interest  in  this  sub- 
ject shown  by  Dr.  Carsten,  of  Detroit,  had  much  to 
do  with  the  issuing  of  the  Board  of  Health  pamphlet 

In  our  own  State.  Dr.  llarnsberger  has  written 
two  strong  papers  on  the  subject,  in  the  latter  of 
which  he  urges  the  formation  of  a  Cancer  Associa- 
tion in  Virginia. 

I  am  glad  to  be  able  to  announce  that  the  Nor- 
folk, Va.,  Health  Department  has  given  serious 
thought  to  cancer  education  and  will,  in  a  short 
time,  issue  literature  for  the  public. 

Since  hearing  a  paper  by  Dr.  Taylor,  of  Rich- 
mond, read  before  the  Virginia  State  Society  two 
years  ago,  I  have  been  deeply  interested  in  the  sub- 
ject of  the  education  of  the  public  on  the  cancer 
problem,  and  have  presented  it  before  the  Seaboard 
Medical  Association,  the  Tri-State  Medical  Asso- 
ciation, the  North  and  South  Carolina  State  socie- 
ties, and  also  two  of  our  local  societies.  In  prepar- 
ing this  present  report.  I  have  drawn  freely  from 
my  former  papers  and  from  papers  written  by 
others. 

My  Seaboard  Association  paper,  being  a  Presi- 
dent's address,  was  read  before  the  public,  and 
gave  me  the  unusual  opportunity  of  impressing 
upon  many  of  our  citizens  the  vital  facts  in  cancer 
education. 

Before  the  Tri-State  Association,  I  gave  a  re- 
view of  some  of  the  existing  literature,  and  asked 
for  the  appointment  of  a  committee  on  Cancer 
Education.  This  committee  later  was  appointed, 
and  its  members  have  been  doing  some  effective 
work. 

In  the  South  Carolina  societies'  paper,  I  laid 
stress  on  the  harm  done  through  the  advertising 
quacks,  especially  on  account  of  the  loss  of  precious 
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time  entailed,  and  gave  a  description  of  a  number 
tack    treatments    that    have    been    <  • 

I  the  American  Medical  As- 
ii  and  the  United  States  Government. 
The   North   i  ai  >n   paper   >.-, 

i  \  iew  of  the  whole  subject. 
ere  is  now  nothing  specially  new  to  present, 
the  chief  object  ier  being  to  show  what 

little  is  being  done  in  cancer  education,  and  what 
a  splendid  field  oductive  work,  and 

to  further  interest  the  members  of  th< 
on  this  vital  question. 

The  education  of  the  public  on  tuberculo 
borne   such    abundant    fruit,    that    the    proi 
should   he   stimulated   to   take  up  the  question  of 
cancer,  which  subject  shows  itself  to  be  nol 

I   one,   but   one   which   utters    the 
greatest   possible    opportunities    for    splendid    re- 
It   is  well  to  bear  in   mind  that  cancer  tissue   is 
.  extraneous  substance,  but  is  simply  a  pro 
ion    of    some    of    the    existing    cell    of    the 
body,   "normal   tissue  gone   wild,   running  amuck." 
as   has   been   most   aptly   suggested    by    a   former 
writer.     There  is  but  little  doubt  that  in  most  cases 
this  proliferation  is  due  to  irritation  of  some  kind. 
The  rational  principle  then  in  the  prevention  of  can 
cer  is  to  remove  the  source  of  irritation  or  the  irri- 
table part. 

It  is  a  well  known  fact,  even  to  the  layman,  that 
a  wart  or  mole  of  the  scalp,  from  the  frequent  use 
of  comb  and  brush  is  prone  t.»  a  rapid  increa 
size.  The  same  applies  to  such  growths  on  face. 
trunk  or  limbs,  where  from  picking  of  the  fingers, 
or  rubbing  of  the  clothes,  irritation  and  grow-th 
are  produced.  All  such  conditions  should  be 
promptly  removed,  by  the  knife,  cautery  or  can-tic. 
The  same  rule  of  extirpation  should  apply  to  all 
tumors,  however  small. 

Tumors  of  the  breast  are  the  most  prone  to  be- 
come malignant.  According  to  Judd,  85  per  cent. 
of  such  growths  are  malignant,  and  of  the  remain- 
ing 15  per  cent.,  half  will  become  so  if  the  women 
live  long  enough. 

It  needs  no  argument  to  persuade  a  sensible  man 
therefore,  that  every  tumor  of  the  breast  should  be 
promptly  excised,  and  examined  microscopically.  If 
found  to  be  malignant,  a  radical  operation  must  be 
performed  to  get  rid  of  all  infected  parts. 

Of  late  the  surgeon  is  turning  his  attention  to 
the  stomach,  gall-bladder  and  intestines.  This  will 
not  only  prevent  much  cancer  development,  but  it 
will  stimulate  the  medical  men  to  pay  more  and 
more  attention  to  the  digestive  organs. 


in  Id,  and  will,  if 
followed,  lead  to  many  urgent  reforms  in  the  mode 

of   In  111-   oi  >'.  especially   in  the  rural   ,lis- 

tricts.  The  neglect  .(nA  reckless  destruction  of  the 
teeth  is  a  subject  which  needs  urgent  attention, 
Dentists  should  be  encouraged  t>>  look  alter  the 
counti  and  the  members  of  the  n 

inn  should  agree  nevei  t"  i\t  1  .u  t  a  tooth  that 
■  I      l  'eople  with  plate  teeth  cannot  1  hew  . 

anil  the  bolting  "i   heavy  unmasticated  1' I.  leads 

to  all  kinds  of  digestive  trouble  and  eventually,  in 
manj  instances,  t"  canci  r.  I  lie  use  <>t  the  stomach 
tube,  proper  dieting,  and  especially  light  supp  1  , 
w  ill  do  much  along  these  lini 

The  worst  feature  of  neglect  in  connection  with 
digestion,  is  in  the  usual  care  of  children.  It  is 
well-nigh  horrifying  to  see  babies  from  six  months 
"Id  up,  eating  the  heaviest,  greasiest  and  most  un- 
wholesome of  foods.  If  this  state  of  affair-.,  which 
unfortunately  extends  only  too  widely,  still  con- 
tinue-, we  may  well  fear  for  the  physical  well  being 
of  the  coming  generation. 

The  present  day  surgeon  is  so  well  versed  in  the 
necessity  of  prompt  operation  in  stomach  ulcer, 
gall  stones,  renal  and  vesical  calculus  and  kindred 
diseases,  that  it  is  necessary  only  to  mention  them 
as  vitally  important  in  the  prevention  of  cancer  in 
these  various  organs. 

Open  sores,  sinuses,  bone  diseases  and  ulcers  or 
various  kinds  should  be  looked  upon  as  inviting  the 
cancer  process,  and  should,  therefore,  be  summarily 
dealt  with. 

Ulcer  of  the  lip  deserves  more  than  passing  no- 
tice. It  should  be  promptly  treated,  and  if  at  all 
persistent,  thoroughly  excised.  If  malignant,  the 
glands  must  also  be  removed. 

Our  best  field  for  good  work,  and  in  which  there 
is  the  most  neglect,  is  in  gynecology. 

Every  man  who  does  surgical  work,  can  recall 
numbers  of  cases  of  advanced  cancer  of  the  cervix, 
a  condition  beyond  help  and  hope,  and  many  of 
them  in  comparatively  young  women.  These  cases 
are  a  disgrace  to  our  profession,  since  practically 
all  of  them  are  preventable  or  curable  if  taken  in 
time. 

Our  women  need  educating,  and  our  doctors 
need  it  almost  as  badly.  Women  must  be  taught  to 
fear  leucorrhoea,  menorrhagia  and  metrorrhagia. 
If  they  have  pain,  they  are  prompt  enough  to  apply 
for  relief,  but  unfortunately,  cancer  and  the  condi- 
tions leading  to  it  are  too  often  devoid  of  pain. 

Every  woman  who  bears  a  child  is,  more  or  less, 
lacerated.  Various  causes,  such  as  anemia,  hard 
work,  uncleanliness,  etc.,  prevent  the  healing  over 
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of  the  raw  surfaces.  If  such  an  ulcer  existed  on 
the  hand  or  lace,  the  patient  would  not  rest  until 
it  was  cured.  On  the  cervix  these  ulcers  often 
exist  for  months  and  years,  although  much  more 
dangerous  than  on  the  outside  of  the  bod}-.  Cervi- 
cal ulcers  can  be  easily  healed  by  douches  and  sim- 
ple local  applications,  such  as  nitrate  of  silver, 
peroxide  of  hydrogen,  etc.  If  they  do  not  heal 
promptly,  operation,  more  or  less  radical,  should  be 
performed.  Endometritis,  fibroid  tumors,  and  ova- 
rian diseases  should  all  be  radically  treated  to  pre- 
vent the  development  of  cancer. 

The  trouble  with  our  women  is  that  they  do  not 
realize  the  danger  of  their  condition,  and  even  if 
they  do,  their  natural  modesty  often  prevents  their 
applying  for  the  needed  relief. 

The  fault  lies  largely  with  the  profession.  We 
should  instruct  and  educate  the  women  along  these 
vital  lines.  We  should  question  them  closely,  espe- 
cially after  confinement,  and  urge  examinations 
more  frequently  than  we  do. 

One  of  the  chief  obstacles  in  the  way  of  this 
work  is  the  lack  of  women  assistants  at  the  doc- 
tor's offices.  Every  physician  should  have  an  office 
hour,  at  least  twice  a  week,  for  the  treatment  of 
uterine  cases,  and  at  that  time,  provide  a  woman 
assistant. 

The  question  of  cancer  education  is  a  burning 
one.  The  profession  of  this  country  has  put  it  off 
only  too  long.  The  public  is  in  dense  ignorance, 
and  the  profession  itself,  as  a  whole,  is  not  as  well 
informed  as  it  should  be. 

Scientists  the  world  over,  have  been  for  years 
laboring  unceasingly  to  discover  a  cure  for  cancer 
and  have  made  reports  from  time  to  time  of  an 
encouraging  nature.  Xo  doubt,  after  a  while,  a 
serum  will  be  developed,  which  will  be  a  specific 
for  cancer  in  all  its  stages.  How  long  this  will 
take  no  one  knows.  In  the  meantime  the  disease  is 
steadily  increasing,  and  a  multitude  of  valuable 
lives  are  being  sacrificed — lives  that  might  be  saved 
if  a  proper  understanding  of  the  subject  existed  in 
the  minds  of  the  people. 

The  fact  that  there  is  in  practically  all  cancer  a 
precancerous  or  early  cancerous  stage,  in  which  the 
disease  is  entirely  local,  and  can,  therefore,  be  com- 
pletely eradicated,  is  one  that  should  be  impressed 
strongly  upon  the  general  practitioner. 

I  would  advocate  a  campaign  such  as  has  been 
carried  on  by  Prof.  Winter  in  Germany,  consisting 
of  literature  to  the  profession,  circulars  to  the  pub- 
lic distributed  through  clinics  and  health  boards, 
and  judicious  articles  in  the  public  press. 

By  thus  stirring  up  the  doctors  and  the  public. 


a  very  large  number  of  cases  of  preventable  cancer 
will  be  brought  to  light,  and  a  larger  proportion  will 
apply  for  relief,  in  which  the  cancer  is  still  a  local 
curable  affection,  that  may  be  completely  and  per- 
manently eradicated. 

I  believe  that  the  time  is  full  ripe  for  a  general 
movement  toward  educating  the  people  and  the  pro- 
fession, on  this  most  important  and  vital  matter. 


GASTRIC   SYMPTOMS   FROM    THE   SUR- 
GEON'S VIEWPOINT. 
Louis  Frank.   M.D.. 
Professor   of   Abdominal    Surgery    and    Gynecology,    Uni- 
versity of  Louisville,  Medical  Department. 
LOUISVILLE,    KY. 

The  terms  dyspepsia  and  indigestion  cover  a  very 
varied  pathology,  and  they  convey  no  definite  no- 
tion from  either  the  standpoint  of  symptomatology 
or  that  of  etiology  or  pathologic  change.  Time  was 
when  the  profession  considered  dyspepsia  an  entity, 
explaining  its  cause  upon  the  basis  of  disturbed  or 
altered  secretory  function  of  the  stomach.  To-day 
this  conception  no  longer  holds,  and  our  physiologi- 
cal studies  and  observations  in  the  operating  room 
enabling  us  to  compare  operative  findings  and  case 
histories  have  completely  upset  those  opinions  based 
upon  incomplete  knowledge  and  study.  Among  the 
laity,  however,  there  continues  to  prevail  the  belief 
that  all  gastric  distress  is  due  to  a  single  cause,  and 
we  find  this  belief  played  upon  by  the  vendors  of 
nostrums,  as  witness  the  advertising  columns  of 
many  newspapers  and  magazines.  This  belief  and 
credulity  are  also  exploited  by  the  manufacturers  of 
many  foodstuffs  put  upon  the  market  under  patent 
and  trade  names.  The  profession  itself  is  largely 
to  blame  for  this,  and  these  beliefs  will  be  prevalent 
until  we  give  greater  attention  generally  to  patients 
who  come  with  complaints  referable  to  the  digestive 
tract.  The  education  of  the  public  and  the  profes- 
sion at  large  as  to  the  meaning  and  import  of 
dyspeptic  symptoms  will  rest,  just  as  it  did  in  regard# 
to  appendicitis,  largely  upon  the  surgeon. 

Some  twelve  or  fifteen  years  ago  I  called  attention 
to  this  and  have  ever  since  in  a  small  way  endeav- 
ored, and  with  some  little  success,  I  think,  to  im- 
press the  necessitv  of  giving  these  patients,  no 
matter  how  slight  the  disturbances  of  digestion,  a 
thorough  and  complete  examination,  to  insist  upon 
a  complete  history  and  upon  the  value  of  a  compre- 
hensive laboratory  investigation  of  blood,  excretions 
and  the  stomach  contents. 

I  believe  that  there  are  comparatively  few  cases  of 
functional  stomach  disturbances,  and  maintain  that 
most  of  the  so-called  functional  diseases  of  this  or- 
gan are  due  to  actual  change  dependent  upon  lesions 
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;t  in  the  viscus  or  to  present  or  pre 
ithei  organs.     It  we 
i  -  insufrkien<  \ 

dilatation  or  hyperacidit)  as  a  functional  disturbance 
per  se,  then  there  will  be  many. 

I  la-  stomach  tube  and  gastric  analysis  h.i\  <.-  been 

marked  steps  in  the  development  ol  diagnosis,  and 

no  longer  content  to  make  diag 

noses  alter  a  few  intei  nor  to  prescribe 

for  dyspeptics  without  having  first  made  a  gastric 

imach  specialists  should  go  a  step 

further,  however,  and  insist  upon  physical  exami 

nations  nol   only  of  the  epi|  egion,  hut  of 

the  entire  abdomen  and  pelvis,  of  the  urine  and  the 

and  the  stool,  and  above  all  must   they  im- 

•i    and    again     the    necessity     and     the 

value  of   till  medical   history  and   of  the 

t  the  sequence  and  relation  of  the  symptoms. 

The   embryologic   origin   of    the    structures   con- 

cerne  1  in  the  process  of  food  assimilation,  thi 

anatomic   relationship  and   the   physiologic   inti 

ins   readilj    explain  the  great 
frequency    of   digestive   disturbances   in   disease   in 
any  portion  of  this  system  and  the  liability 
tributing   the    symptoms    to    stomach    disturbances 
unless  tors  are  borne  in   mind.     The  an- 

atomic proximity  and  nerve  supply  of  the  organs 
within  the  abdominal  cavity  are  such  that  though 
not  connected  physiologically  with  the  digestive 
tract  gastric  disturbances  would 
and  likely  in  the  event  of  disease  of  any  of  them. 
We  know  with  what  frequency  vomiting  and  al- 
terations in  stomach  function  ensue  as  the  result 
of  hepatic  disease,  notably  cirrhosis,  and  also  of 
Bright's  disease,  yet  even  these  are  at  times  over- 
looked and  the  stomach  is  treated  for  functional 
disturbance.  I  have  had  cases  of  cirrhosis  of  the 
liver  referred  with  the  diagnosis  of  gastric  ulcer. 
1  have  had  patients  with  tabetic  crises  and  with 
Bright'-  disease  sent  to  me  upon  presumption  of 
'existing  pyloric  obstruction.  It  is  not  alway 
to  differentiate  and  make  a  correct  diagnosis,  but 
the  point  that  we  would  make  is  that  the  possible 
causative  factors  should  never  be  lost  sight  of  and 
that  these  individuals  must  be  given  the  attention 
and  the  careful  examination  which  a  recognition  of 
the  multiple  cause-  of  disturbed  gastric  symptoms 
demands. 

In  a  study  of  the  diseases  of  the  stomach  we  are 
at  once  impressed  with  the  text-book  citation  of 
pathognomonic  signs  and  with  the  tendency  not  to 
recognize  conditions  or  changes  going  on  until  these 
-igns  present  themselves.  As  has  been  so  often  said 
by  others,  and  as  cannot  be  too  frequently  repeated. 


the  chapter-  of  disease  ol   the  stomach  and   the   tip 

per  digestive  tract  -hould  he  entiuly  rewritten.  It 
must  also  he  definitely  understood  and  finall)  com 
prehended  that  those  symptoms  that  are  demanded 

in  order  to  make  a  diagnosis  are  symptoms  oi  ad 

vanced  disease  or  of  sequelae  and  complications  due 

preading    and    >  i  >inplii  at  iug    path'  ilc  ig\    oi    ai  ■-■ 

terminal  in  their  character,  This  i-  notabl)  true 
with  reference  to  carcinoma  ventriculi,  with  ulcer, 
with     gall  bladder     disease     and     di-ea-e     of     the 

p. inciea-. 

I  here    l-    scarcely    a    text  hook     which    doe-    nol 

mention  pain,  hemorrhage  and  tumor  a-  the  symp 
toms  and  sign  of  prominence,  and  a-  the  ones  to 
which  greatest  weight  is  given  in  the  diagnosis  of 
carcinoma.  These,  as  we  know,  are  late  symptoms, 
just  as  are  cachexia  and  anemia.      The  early  symp 

ire  those  of  a  mild  indigestion,  so-called.  c\ 
tending  over  a  number  of  years,  and  are  to  be 
attributed  and  connected  in  over  65  per  ecnt.  of  the 
a  e  of  cancer  with  presence  of  chronic  ulcer.  The 
least  obstruction  to  the  outflow  of  gastric  content-.. 
the  slightest  amount  of  food  retention  in  the  stom- 

lould  at  once  aw  akin  a  suspicion  of  cancer 
a-  a  cause.  This  suspicion  becomes  stronger  with 
a  continuation  of  the  symptoms;  and  often  it  can 
in-  disproven  or  chared  up  only  by  an  exploration. 
1  have  the  greatest  respect  and  appreciate  fully 
and  completely  the  extreme  value  of  laboratory 
methods.  1  am  an  ardent  advocate  of  laboratory 
examinations  and  I  recognize  fully  the  great  aid 
which  has  been  rendered  us  in  the  matter  of  diag- 

1>\  these  methods,  hut  I  believe  that  too  much 
faith  has  in  many  instance-  been  pinned  to  the 
laboratory  report,  am1  this  is  notably  true  in  con- 
nection with  the  diagnosis  of  gastric  carcinoma. 
Hypo-  and  achlorhydria,  the  lactic  acid,  and  the 
Oppler-Boas  bacillus  are,  wdien  present,  which  is 
by  no  means  constant,  indicative  of  far  advanced 
ili-easc  and  of  such  extensive  involvement  as  usu- 
ally precludes  surgical  relief.  In  my  own  expe- 
rience with  a  number  of  cases  of  gastric  carcinoma 
classical  laboratory  findings  have  been  present  but 
rarely,  and  even  in  advanced  cases  these  findings 
have  not  been  always  in  accord  with  the  text-book 
statements  in  this  respect.  I  have  also  observed 
hyperchlorhydria  in  advanced  carcinoma.  Labora- 
tory findings  must  always  be  considered  in  conjunc- 
tion with  the  history  and  with  the  physical  exami- 
nation, and  when  considered  alone  they  do  not  in 
any  instance  deserve  the  reliance  which  some  of 
our  confrere=   would  have  us  place  upon  them. 

Not    infrequently    chronic    ulcers    may   be   mis- 
taken   for    malignant    disease:    there    may    present 


Vol.    XXV.     Xo.    1. 


Frank — G  \stric   Symptoms. 


ui" .11  physical  examination  a  large  tumor,  they  may 
present  upon  gastric  analysis  absence  of  hydro- 
chloric acid,  there  may  be  present  marked  and  al- 
most complete  pyloric  obstruction  with  gastric  dila- 
tation and  food  retention.  Emaciation  may  be 
present  to  a  marked  degree.  Anemia  becomes 
clearly  evident  and  the  patient  is  frequently  dis- 
couraged by  his  physician  from  the  idea  of  seeking 
relief,  the  diagnosis  being  inoperable  carcinoma. 

I  would  not  be  understood  as  implying  or  ex- 
pressing the  opinion  that  a  differential  diagnosis 
can  always  be  made,  but  I  do  wish  to  convey  the 
conviction  that  in  the  absence  of  a  positive  diag- 
nosis or  even  in  the  presence  of  such  a  diagnosis 
exploration  may  reveal  the  fact  that  temporary  or 
complete  relief  can  be  given  in  quite  a  number  of 
instances. 

Preventive  surgery,  and  especially  as  it  concerns 
cancer,  is  as  much  our  duty  a-  i-  preventive  medi- 
cine, and  a  careful  study  and  an  appreciation  of  the 
symptoms  which  precede  carcinoma  in  so  many 
cases  of  gastric  cancer  will  do  much  to  lessen  the 
mortality  from  this  disease. 

The  statistics  of  Mayo  and  of  Moynihan  show- 
ing so  positively  the  engraftment  of  malignancy 
upon  chronic  ulceration,  it  behooves  us  to  =tudy 
more  carefully  the  symptoms  of  chronic  ulceration 
and  by  removal  of  the  ulcer-bearing  area  to  pre- 
vent this  degeneration.  Symptoms  of  chronic 
ulceration  have  received  comparatively  little  atten- 
tion at  the  hands  of  the  profession  at  large,  gastric 
ulcer  having  associated  with  it  always  the  idea  of 
hemorrhage.  As  a  matter  of  fact  visible  hemor- 
rhage, either  in  the  vomitus  or  in  the  stool,  is  ab- 
sent in  most  instances,  the  diagnosis  depending  not 
upon  the  symptom  but  upon  the  anamnesis  of  the 
patient  and  the  chronicity  of  the  complaint.  The 
regular  recurrence  of  digestive  disturbance  is  very 
characteristic;  the  relation  of  pain  and  discomfort 
to  the  taking  of  food  is  of  utmost  value  in  the  rec- 
ognition of  the  disease.  Here  again  the  laboratory 
findings  are  of  little  or  no  value. 

Earlv  in  disease  of  the  biliary  tract  the  symp- 
toms referred  to  the  stomach  are  the  most  marked. 
These  symptoms  consist  of  pain,  eructation^,  vomit- 
ing; and  my  observation  has  been  that  these  cases, 
in  the  absence  of  acute  infection  with  | 
tic  peritonitis,  or  in  the  absence  of  the  escape  of  a 
calculus  into  the  common  duct,  are  looked  upon  as 
indigestion.  Manv  of  the^e  patient=  are  treated 
for  hyperchlorhydria.  just  as  are  so  many  indi- 
viduals suffering  from  chronic  lesions  about  the 
appendix.  The  diagnosis  of  gall-bladder  disease  is 
not  difficult  if  one  bear  in  mind  the  incidence  of 


symptoms  with  reference  to  the  taking  of  food. 
Here,  as  in  cancer  and  in  ulcer  of  the  stomach,  the 
classical  signs,  so-called,  are  the  signs  of  progres- 
sion and  extension  of  the  disease.  Gall-bladder  or 
biliary  colic  and  jaundice  are,  in  the  minds  of  many, 
the  sine  qua  uon  for  a  diagnosis.  I  have  never  been 
able  to  understand  why  jaundice  is  demanded  be- 
fore a  diagnosis  is  made;  why  a  stone  should  be 
permitted  to  engage  in  the  duct  in  order  to  awaken 
one  to  the  recognition  of  its  presence  in  the  gall 
passage.  There  must  be  a  proper  appreciation  of 
the  possibilities  of  a  grave  disease  latent  in  the 
sufferer  from  the  very  mildest  dyspepsia,  and  until 
this  is  recognized  and  until  we  are  awake  to  these 
possibilities,  just  so  long  will  we  make  errors  in 
diagnosis,  and  just  so  long  will  we  wonder  why 
many  men  see  such  a  number  of  gall-bladder  dis- 
eases and  why  there  are  so  few  in  our  own'  practice. 

To  quote  from  Mumford,  some  clear-headed  sur- 
geon has  said :  "If  you  have  a  patient  who  has 
suffered  for  two  years  from  a  chronic  dyspepsia, 
unrelieved  by  internal  treatment,  you  may  fairly 
say  that  his  case  is  probably  a  surgical  one.  and  that 
relief  may  be  found  from  an  operation  upon  one  of 
the  five  organs — the  stomach,  the  pancreas,  the  bile 
passages,  the  kidney,  or  the  appendix."  This  would 
rather  make  a  good  card  motto,  but  I  believe  that 
the  time  should  not  be  so  long  as  two  years. 

The  occurrence  of  Dietl's  crises  in  nephroptosis, 
vomiting  and  suspended  intestinal  function  with 
nephritic  colic  of  a  severe  character,  would  be  suffi- 
cient, I  think,  to  call  attention  to  the  probability  of 
milder  disturbances  connected  with  the  digestive 
tract,  reflex  in  their  character,  in  conjunction  with 
all  kidney  lesions,  and  this  possibility  should  also 
never  be  lost  sight  of. 

My  experience  in  abdominal  surgery  has  been 
only  that  of  other  surgeons  in  this  work.  It  has 
been  said,  and  particularly  in  connection  with  pa- 
thology of  the  upper  abdomen,  that  the  possibilities 
of  pathology  of  the  stomach,  gall-bladder  and  pan- 
creas should  never  be  overlooked.  This  has  been  so 
impressed  upon  me  in  recent  years  with  those 
patients  suffering  from  dyspepsia,  and  I  have  so 
frequentlv  seen  perigastric  adhesions,  pyloric  ob- 
struction, cicatrices  in  the  stomach  walls  and  angu- 
lation of  the  upper  duodenum  in  connection  with 
gall-bladder  disease,  that  I  have  begun  to  doubt  all 
cases  diagnosticated  as  functional  disturbances  and 
to  look  upon  these  cases  as  being  most  likely  surgi- 
cal in  character.  J 

Many  of  the^e  questions  can  be  cleared  up.  and 
the  diseases  of  the  upper  abdomen  giving  rise  to 
gastric    disturbances    clearly    understood    from    a 
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symptomatic  standpoint,  onlj  by  >.-- ■miili-: . 

between   the  general   practitioner,  the  gastric 
and  the  surgeon;  and  1  wish  i"  impress 
!  in\   readers  the  necessity 
areful  physical  examination  of  all  dyspeptics, 
and   for  a  complete  anamnesis,  and    to    urge    the 
bilitj  of  tin  ig  surgical  in  chai 

with  Mumford,  let  me  say  that  "you  will  do 
well  in  all  such  cases  to  remember  that  surgei  • 

resorl    nol  tardily  and  rarely,  but  promptly 

ami  frequently.   Early  operations  "ii  these  stomachs 

tive ;  late  operations  maj   be 

rous,  difficult,  and  futile."     And  I  might  add 

that  the  same  statement  holds  true  with  equal  if 

eater  force  with  the  gall-bladder,  pan 
kidney,  appendix,  and  even  the  uterus. 
400  The  Atherton. 
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I  am  presenting  here  the  pictures  of  a  type  of 
tumor  which  has  practically  disappeared,  so  far 
as  my  clinical  experience  goes;  and  upon  inquiry 
I  do  not  hear  of  it  appearing  in  the  hands  of  my 
associates.  I  have  not  seen  one  of  these  tumors 
in  years. 

This  type  of  tumor  seems  to  have  occurred  al- 
most exclusively  in  the  negro.  In  thirty-eight 
cases  operated  upon  by  my  father,  only  one  was  in 
a  white.  In  the  five  cases  occurring  under  my  ob- 
servation, all  were  in  the  negro.  Among  us  these 
cases  were  known  as  fiber-cystic  tumor.  This  title 
very  closely  described  the  gross  clinical  appearance 
of  the  growth. 

In  reviewing  the  literature  of  this  subject,  I  am 
not  able  to  place  the  tumor,  though  it  seems  to 
conform  more  closely  to  the  species  of  follicular 
odontoma  of  the  genus  odontomata  in  "Bland-Sut- 
ton's Classification*'  than  to  any  other  described 
type.  I  would  class  it  as  an  anomalous  form  of 
this  -pedes,  and  I  should  judge  that  it  belongs  to 
the  follicular  rather  than  the  epithelial  odontoma, 
through  the  fact  that  these  growths  have  never 
shown  malignancy,  while  the  epithelial  type  occa- 
sionally does. 


*  Read    before    the    Southern    Surgical    and    Gynecological    Asso- 
ciation,   December    13-15,    191". 


I  nfortunately,  these  tumors  occurred  at  a  period 
when  we  had  no  facilities  in  our  section  to  have 
a  hi  tological  examination  of  them  made.  1  had 
.1   few   beautiful  di  ied  I  turn  n  . 

and  pictures  of  several  more  cases,  and  I  have  been 
waiting    for   years    for   another   ca  e   to    secure   a 
deal   examination,   but   they   seem 
to  have  completely  disappeared.     In  the  meantime 
the  specimens  and  most  of  the  pictures  have  been 
entally  destroyed.    1  think  that  the  di  appeal 
ance  of  these  tumors  is  due  to  early  and  better  den- 
tistry, and  to  the  further  fad  thai  the  negro  is  fast 
his  superstitious  ideas  in   regard  to  opera- 
tion- and  consents  to  them  at  an  earlier  date, 

These  cases  always  gave  a  history  of  a  benign 
of  slow,  even  growth  over  a  long  period  of 
without  pain  or  constitutional  reaction.    The 
only  complaint  was  of  the  unsightly  deformity  and 
the  local  discomfort,  plus  the  local  physical  incon- 
veniences,  particularly   in   talking  and    masticating. 

Clinically,  the  tumors  present  a  uniformly  well- 
rounded  mass,  the  surface  of  which  feels  hard  and 
dense  to  the  touch.  Firm  pressure  upon  the  tumor 
with  the  lingers  will  always  at  some  point  elicit  a 
distinct  crackle.  This  is  charateristic  and  is  in  a 
way  diagnostic,  though  not  differentially  so,  as  it 
occurs  in  other  species  of  odontomata. 

A  fresh  section  shows  a  complete  capsule  of 
bone,  usually  thin,  but  of  irregular  thickness,  con- 
taining an  aggregation  of  irregular  cysts,  varying 
greatly  in  size,  which  are  more  or  less  separated 
by  very  thin  bony  walls.  These  cysts  contain 
fibrous  tissue  and  fluid  in  varying  quantities,  and 
the  fluid  and  tissue  occurs  in  varying  proportions. 
At  least  one  tooth  in  varying  degrees  of  develop- 
ment is  found  in  the  mass. 

The  dried  specimen  presents  a  tumor  "that  ap- 
pears to  have  developed  within  the  bone,  which  it 
has  expanded  into  a  thin  envelope  of  compact  bony 
tissue  completely  clothing  its  exterior,  thin  enough 
to  crackle  on  firm  pressure  from  the  fingers."  The 
interior  contains  innumerable  cells  of  varying  sizes, 
separated  more  or  less  by  septa  composed  of  even 
thinner  bone  than  occurs  in  the  wall.  Somewhere 
in  the  tumor  are  one  or  two  teeth  which  will  rat- 
tle when  the  specimen  is  shaken. 

Frequently  the  bone  of  the  septa,  and  even  parts 
of  the  surface,  are  no  thicker  than  thin  parch- 
ment paper,  and  occasionally  they  are  even  more 
translucent. 

It  has  occurred  to  me,  in  the  examination  of  the 
few  fresh  specimens  I  have  had  that  the  slower 
the  growth  the  larger  is  the  proportion  of  fibrous 


Vol.    XXV.     No.   1. 


Westmoreland-  Tumors  of  Jaw. 


17 


tissue, — an  illustration  of  the  usual  rule  of  "spe- 
cific tissue  reaction"  ami  the  formation  of  fibrous 
tissue  around  foreign  bodies,  or  in  front  of  slowly 
progressing  specific  irritant-. 

This  is  probably  responsible   for  tin-  tumor  ap- 
parent!)   growing    away    from    the    type    it    would 


otherwise  represent,  if  seen  in  its  earlier  stages. 
In  a  research  of  the  literature  of  these  tumors 
of  the  jaw.  which  up  to  a  few  years  ago  was  classi- 
fied under  the  generic  term  of  "dentigerous 
the  essayist  probably  will  have  had  the  same  trouble 
as  myself,  seeing:  the  growths  in  their  later  devel- 


opment, and  being  unable  to  properly  classify  them. 
But  in  the  negro  one  fact  seems  to  be  true,  and 
that  is  no  matter  what  the  original  type,  the  later 
development  i>  always  along  the  same  line. 

In   fact,  these  nondescript  tumors   would  appear 
to  have  no  literature.     In  none  of  the  special  works 


on  tun  n  any  of  the  systems  of  surgery   I 

have  examined,  have  1  found  a  description  of  this 
type.  A  careful  examination  of  Heath's  cases  does 
not  show  one. 

In  tracing  the  literature  of   so  elusive  a   subject 
a-   tumor   types,  one   gleans  many   interesting  and 


surprising  facts,  and  runs  across  quaint  bits  of 
writing  and  queer  conceits.  In  reviewing  some  in- 
teresting cases  of  tumor  of  the  jaw.  in  an  old 
book,  Eve's  "Surgical  Cases/'  a  collection  of  re- 
markable cases  in  surgery,  published  in  1857.  I  had 
it   graphically   recalled   to   my   attention   how    earl) 


excision>  of  the  jaw  had  been  done  and  that  this 
procedure  was  practically  the  first  operation  of  a 
backwood's  physician.  In  a  section  of  this  work, 
"Affections  of  the  Jaw.''  Eve  reviews  the  history 
of  these  operations,  in  order  to  establish  the  prior- 
ity of  Dr.  Deaderick's  operation.     It  was  interest- 


r8 


Jaw, 


...ding  to  me,  and  .1  few  quotations  may  prove 
of  equal  int(  hers. 

Eve   criticises    Professor    Blackman,   of   Cincin 
nati,  who.  in  the  fourth  edition  of  Velpeau's  Surg 
ery,  by  Mott  and  himself,  had  given  the  credil  to 
a  European,  and  he  begins  ;i<  follows:  "We 
i"  lind  that  one  so  well  versed  in  surgical  litera 
as  the  author  of  the  article  is  known  ; 

if  his  own  countryman,  the  back 
's    rennesseean,   Dr.    Deaderick,    of     \i 
formerly  of  Rogersville,  in  the  Stale  (Tei 
and  gives  the  credit  of  the  first  methodical 
tion  "ii  the  lower  jaw  to  Dupuytren,  of 

Eve  gives  the  letter  of  Doctor  Deaderick,  from 
which  I  qui  ii  of  the  removal 


ick  still  lives  to  weai-  his  honoi     meekl)   which  he 

i  ii  msly  won  in  hi-  earl)  pn 
this   lie  abandoned,  however,   years  ago     thai    he 
was  a  pupil  of  th               ted  anatomist,  Dr.  \\  i 
tar,  and  attended   two   full   i  E  lectu 

delphia.     From  tl  ten  before  us,  ivi 

deduce    the    following    conclusions    regarding    thi 
historj    i 'i  upon   the  lower    jaw  :      i  I 

Dr.   Win.    ll.    Deaderick,  of   Tennessee,   fit 

I  a  poi  Hon  of  the  infi  ri<  i    maxilla.     I  lis  op 

nation    dates    the   litll   of    February,    [8lO,    and    wa 

tumor  of  the  hone,  in  a  patient   aged  fi  mi 

I  fe    full 2nd.    In  iSi  j, 

Dupuytren  performed  a  similar  operation. 

ball  not  tire  you  with  a  long  report  of  these 


of  a  trivial  tumor  from  the  face,  the  excision  of 
nearly  one-half  of  the  inferior  maxillary  bone  from 
a  lad  of  about  14  years  of  age,  was  my  first  opera- 
tion upon  living  subject  (performed  February  6, 
1810).  .  .  .  From  the  rapid  increase  of  the 
tumor,  which  now  filled  nearly  the  whole  mouth, 
it  was  evident  that  unless  relieved  the  patient  at 
no  distant  day  would  succumb  from  impeded  res- 
piration and  deglutition.  The  parties  most  con- 
corned  (mother  and  son)  being  conscious  of  this, 
and  willing  to  exonerate  me  from  censure  in  tin- 
event  of  an  unsuccessful  issue,  without  knozvn 
precedent  or  professional  council  or  aid  (which  at 
that  day  was  not  readily  attainable),  I  forewith, 
at  my  own  house,  performed  the  operation  in  the 
manner  and  form  described  in  the  American  Medi- 
cal Recorder  (6th  Vol.,  if  not  mistaken)  and  Gib- 
son's Surgery.  .  .  .  Suffice  it  to  say  that  in 
about  six  weeks  the  patient  had  completely  recov- 
ered."    Date  of  letter,  1822. 

Eve  closes  as  follows :  "We  add  that  Dr.  Deader- 


cases,  as  they  are  illustrated,  but  shall  brief  them 
to  a  summary  of  their  salient  features. 

Case  I.  S.  W.  Female.  Colored.  Age  69 
years.  Rather  thin,  but  well  preserved  and  in  ex- 
cellent health;  thinks  the  tumor  began  about  twenty 
or  twenty-five  years  ago,  about  as  definite  as  the 
"darky"  ever  is. 

The  tumor  in  this  case  was  a  very  large  one, 
practically  filling  the  mouth  "and  running  over." 
The  patient  fed  herself  by  pushing  her  food  over 
the  tumor  with  her  fingers.  Her  lips  and  cheeks 
were  enormously  stretched  by  the  forward  and  up- 
ward growth  of  the  tumor,  the  mass  occupied  the 
whole  of  the  symphysis  and  body  of  the  lower  jaw 
to  the  foramen  on  one  side  and  to  near  the  ramus 
1  m  the  other.  The  tumor  gave  the  appearance  of 
the  portion  of  the  bone  having  evenly  expanded  into 
an  oval  mass.  There  was  characteristic  parchment- 
like crackle  on  firm  pressure.  One  molar  tooth  re- 
mained on  the  mass.  There  was  no  pain,  nor  had 
there  ever  been,  though  there  was  marked  physi- 
cal inconvenience,  from  interference  with  articula- 
tion and  deglutition.  The  tumor  was  removed 
without  difficulty.     The  lips  were  so  stretched  that 
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there  was  no  need  of  an  incision  through  the  lower 
lip.  It  was  simply  peeled  down  from  the  tumor; 
this  brought  it  into  full  view  and  gave  ample  room 
to  dissect  away  the  other  soft  structures.  The  in- 
ferior maxilla  was  sufficiently  exposed  for  a  sec- 
tion of  it  on  either  side  of  the  mass.  The  applica- 
tion of  a  few  strips  of  adhesive  plaster,  applied  to 
the  chin  and  cheeks,  to  prevent  sagging,  and  to 
preserve  the  proper  conformation  of  the  face,  and 
a  piece  of  gauze  loosely  packed  in  the  cavity  ci  nn- 
pleted  the  operation.  There  was  little  hemorrhage 
and  no  shock.  The  patient  made  an  uneventful  re- 
covery without  temperature. 

This  case  presents  another  feature  of  interesl 
peculiar  to  negroes,  and  illustrates  their  trend  to 
superstitious  beliefs. 

This  darky  was  of  the  old  type  of  "colored 
mammy''  now  fast  disappearing.  Seven  years  be- 
fore she  was  finally  operated  on,  she  attended  my 
clinic  and  was  assigned  for  operation.  She  was  on 
hand  at  the  appointed  time;  she  called  me  aside, 
and  putting  her  hand  on  my  arm.  she  looked  me  in 


the  eyes  earnestly  for  a  moment  and  said :  "Honey, 
I  dreamed  last  night  dat  if  you  cut  dis  now,  I  would 
sho  die.  but  ef  I  waited  seven  years,  an'  dis  here 
don't  kill  me.  den  yer  cuttin'  me  won't  hurt.  Now, 
bless  the  Lord,  honey,  I  want  you  to  let  me  off, 
and  I'll  sho  be  back  in  seven  years  if  the  good 
Lord  spares  me."  The  clinical  record  shows  she 
kept  faith.  She  was  back  in  seven  years  to  the 
day.  Had  I  operated  on  her  while  her  mental  atti- 
tude toward  the  operation  was  influenced  by  the 
dream,  the  chances  are  she  would  have  died. 

Case  II.  J.  II.,  male,  colored  age  39  years.  History 
and  symptoms  similar  to  the  previous  case.  The 
patient  put  the  period  of  growth  at  about  twenty 
years.  Same  slowly  growing,  painless,  benign  type. 
In  this  case  the  direction  of  the  greatest  growth 
was  backward  and  downward,  pushing  back  the 
tongue,  and  it  was  with  the  greatest  difficulty  that 
the  man  could  speak  a  few  words  intelligibly. 

In  this  case  the  lower  lip  was  split  by  an  incision 
down  the  median  line,  over  the  chin,  and  the  flaps 
were  dissected  back  from  either  side.     The  dissec- 
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structure  was  more  difficult,  the 
anterior  muscles  of  the  tongue  and  throat  being 
attached  to  the  tumor.  When  the  inferior  maxilla 
was  resected  and  the  tumor  removed,  it  was  found 
that  the  patient  had  lost  control  of  his  tongue.  I 
passed  a  stout  silk  thread  through  the  tongue  and 

and  had  an  assistant  control  it. 
When   the   patient    had    recovered    from   the 

he  could  soon  use  the  thread  and  keep  hi- 
tongtic  from  falling  back  himself.     In  a  few   days 
the   muscles    formed   sufficient   attachment    fi 
control   of   his   tongue   without    artificial   aid,   and 
the  thread   was   removed.       There   was   little  h< 

no  shock,  and  the  patient  made  an  unevent- 
ful  recovery. 

Casi  III.  The  white  man  whose  pictures  are 
shown,  i>  the  one  previousl)  mentioned  as  the  onl) 
liy  father  had  seen  in  a  while  man.  This 
man  had  received  an  injury  to  the  tumor  and  as 
can  be  seen  in  the  picture,  pari  of  the  tumor  has 
broken  down  and  ulcerated.  This  case  made  an 
uneventful  recovery.  1  am  not  familiar  with  the 
details,  as  the  operation   was  before  my  day. 

W.  S..  male,  colored,  age  i<>  years. 
Before  the  operation  this  tumor  was  thought  to  be 
of  the  same  type  as  Cases  1  and  II.  but  the  opera 
tion  showed  it  to  be  purely  fibrous.  It  occupied 
such  an  extensive  area  that  it  could  not  be  entirel) 
removed.  The  tumor  returned  and  soon  filled  the 
operative  area.  The  patient  returned  home  and 
I  did  not  see  him  again. 

Several  years  afterward  1  heard  that  the  tumo 
had  continued  to  grow  until  it  was  much  larger, 
,md   that    the   patient    had   died   of  some   intercur- 
rent disease. 
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A  Symposium  on  Syphilis. 
The  January  issue  of  the  Interstate  Medical  Jour- 
nal will  be  devoted  to  a  symposium  on  Syphilis. 
Among  the  articles  will  be  the  following: 
"The  Influence  of  Syphilis  on  Civilization."  \\  m 
1  i-T-r.  Oxford   University;  "Present  Status  of  the 
'Noguchi  Test,'  "  Hidego  Noguchi,  Xew  York;  "I  In 
the  Means  of  Finding  the  Spirochaeta  Pallida,  with 
Special  Reference  to  the  India  Ink  Method,"    |.   S. 
Conn,  Chicago;  "The  History  and  Methods  of  Ap- 
plication of  Ehrlich's  Dioxydiamido-arseno-benzol," 
1  From  the  Royal  Institute  for  Experimental  Thera- 
peutics), Lewis  Hart  Marks.  Frankfort,  a/m. ;  "Re- 
cent  Progress    in   the   Treatment   of    Syphilis,"   H. 
There   will   alsi  1  be    fi  lur  critical 
1     recent    literature    in    collective    form. 


The  condition  known  as  appendicitis  Was  first 
clearlj    recognized   and   accurately    described   b) 

lil  .  ol  Bosti  m,  111  [886,  and  the  \mcric.m  pro 
fession  has  been  largely  instrumental  in  working 
out  the  various  problems  of  its  diagnosis  and 
treatment. 

Mi.'  Frequencj  ol  the  disease  is  sin  >w  n  b)  1  he 
fact  that,  according  to  good  authority,  it   is  the 

cause  of  one  out  of  every  fifty  deaths,  and  the 
hospital  records  show  that  it  is  responsible  for 
from  one  fifth  to  one  fourth  of  all  the  operations 
1 11  1  fi  'nned  in  them. 

lin  laity  think-  appendicitis  is  increasing,  but 
this,  of  course,  is  not  so.  This  notion  arises  from 
the  fact  that  the  disease  is  now  correctly  diag- 
nosed, whereas  formerly  it  was  called  gastritis, 
peritonitis  and  inflammation  of  the  bowels. 

This  is  forcefully  illustrated  by  a  story  told 
by  a  physician  who  was  taking  a  post-graduate 
course  in  Xew  York  City  in  1878.  lie  saw  a  case 
treated  in  one  of  the  hospital  wards,  first  for  gas- 
tritis, then  for  peritonitis,  and  finally  for  a  locked 
bowel.  When  the  autopsy  was  made,  the  pa- 
thologist  commented  on  the  fact  that  the  inflam- 
mation had  been  so  severe  that  the  appendix  had 
actually  sloughed  off.  Two  years  later,  while  in 
private  practice,  this  same  physician  saw  another 
case  die,  with  similar  symptoms,  and  before  mak- 
ing the  autopsv  he  remarked  to  his  colleagues 
that  he  was  certain  that  they  would  find  the  ap- 
pendix gangrenous  and  sloughing;  and  such,  of 
course,  proved  to  be  the  case.  Tn  neither  instance. 
however,  did  it  occur  to  any  of  these  physicians 
thai  the  appendix  was  primarily  responsible  for 
the  trouble.  It  is  difficult  for  us  to-day  to  un- 
derstand how  a  disease  which  was  so  frequent 
could  have  escaped  recognition  by  clinicians  of 
the  past  who  were  justlv  noted  for  the  accuracy 
of  their  observations.  The  explanation  is,  I  be- 
lieve, to  be  found  in  the  fact  that  the  pathology 
and  symptoms  originated  in  an  organ  without 
function,  and  hence  did  not  ffive  symptoms 
strictly  its  own,  but  rather  manifested  itself  by 
reflex  action  upon  organs  whose  functions  were 
well  known,  and  these  reflex  symptoms  were  mis- 
construed     as     originating    from     these     organs 
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themselves.  These  observations  wore  confirmee 
by  the  occasional  post-mortem  findings, ' where 
the  secondary  infections  and  complications  so 
obscured  the  original  lesion  that  it  was  entirely 
1 1\  erlooked. 

These  -ana'  statements  may  be  applied  at  the 
present  time  to  a  large  group  of  cases  that  are 
constantlj  going  the  rounds  of  all  the  doctors  ana 
health  resorts,  seeking  relief  from  chronic  gas- 
trie  or  intestinal  indigestion,  anorexia,  nausea, 
dyspepsia,  constipation,  "wind-colic,"  "bilious- 
colic,"  "neuralgia  of  the  bowels,"  soreness  in  the 
lower  part  of  the  stomach,  soreness  and  even 
tenderness  of  the  left  side,  palpitation  and  ir- 
regularity of  the  heart  action,  insomnia,  fre- 
quency of  micturition,  dysmenorrhea,  headache, 
backache  and  symptoms  of  autoinfection. 

All  these,  and  a  ho6t  of  other  reflex  symptoms 
of  this  disease,  will  be  found  when  one  keeps  a 
strict  record  of  the  symptomatology  of  all  his 
appendix  cases.  And,  just  as  they  failed  a  few 
years  ago  to  recognize  those  cases  that  are  now- 
bold  and  manifest  to  us.  so  are  we,  at  the  pres- 
ent time,  constantly  overlooking  these  cases  that 
are  obscure. 

They  are  obscure  because  the  symptoms  they 
present  are  not  generally  recognized  as  caused 
by,  and  pointing  directly  to,  a  diseased  appendix, 
but  are  rather  symptoms  common  to  a  number  of 
diseases.  Therefore  it  is  only  by  close  observa- 
tion, careful  comparison  and  judicious  elimination, 
that  we  are  enabled  to  arrive  at  an  opinion  that  jus- 
tifies operative  intervention. 

There  is  now  no  doubt  that  a  large  number  of 
cases  of  chronic  indigestion,  colic,  and  hypochron- 
driasis  is  due  directly  to  a  diseased  appendix. 

Dr.  C.  II.  Mayo  has  said  that  a  large  number 
of  their  gall-stone  cases  is  -elected  from  those 
who  apply  for  relief  from  digestive  disturbances. 

I  will  paraphrase  that  statement  by  saying  that 
a  large  number  of  my  appendix  cases  is  selected 
from  among  those  who  apply  for  relief  from 
other  ailments. 

In  order  that  we  may  understand  the  clinical 
course  pursued  by  different  cases  of  appendicitis, 
it  is  necessary  for  us  to  know  the  pathological 
condition  upon  which  they  depend.  It  therefore 
follows  that  some  classification  of  the  disease  is 
necessary.  Dr.  Robert  T.  Morris,  of  Xew  York- 
City,  has  recently  given  us  the  following  classi- 
fication : 

I. — 1  'rotective  Appendicitis. 
TT. — Congestive  Appendicitis. 

III. — Intrinsic  Infective  Appendicitis. 

IV. — Extrinsic  Infective  Appendicitis. 


This  classification  is  a  fairly  good  one,  I  be- 
lieve,  in  the  present  state  oi  our  knowledge  of 
the  pathology  of  this  disease. 

I.  Protective  Appendicitis.  Appendicitis 
literans  and  fibroid  appendicitis  all  mean  the 
same  thing.  It  is  an  irritative  bul  non-infective 
lesion,  characterized  by  a  fibroid  degeneration  of 
the  appendix  itself,  whereby  the  normal  struc- 
tures of  the  organ  degenerate  into  a  dense  fibroid 
mass.    This  is  by  far  the  most  frequenl  foi 

the  disease  met  with,  and  is  the  one  to  which  I 
shall  confine  myself  in  this  paper. 

II.  Congestive  or  Syncongestive  Appendici- 
tis is  also  an  irritative  non-infective  lesion, 
characterized  by  the  presence  of  serous  infiltrates 
in  the  tissues  of  the  appendix;  and  it  occur.-  syn- 
chronously with  similar  congestion  of  the  neigh- 
boring tissue-.  Such  congestion  is  found  with 
so-called  lithemic  swelling  of  the  lymphoid  struc- 
tures of  the  bowel  and  with  a  disturbance  of  the 
lymph  and  blood  circulation,  due  to  certain  dis- 
eases of  vital  organs.  This  type  does  not  occur 
very  frequently,  and  hence  is  not  of  great  clinical 
importance. 

III.  Intrinsic  Infective  Appendicitis,  or  ca- 
tarrhal appendicitis,  is  an  acute  infective  lesion, 
due  to  anything  that  causes  a  rapid  swelling  of 
the  inner  coat  of  the  appendix,  within  its  close 
outer  sheath,  which  swelling  produces  a  compres- 
sion anemia,  and  this  anemia  renders  the  tissues 
of  the  organ  less  resistant  and  especially  vulner- 
able to  a  bacterial  attack. 

It  will  be  observed  that  the  amount  of  swell- 
ing will  determine  the  degree  of  anemia  and  that 
the  degree  of  anemia  may  therefore  vary  from 
that  of  a  slight  impediment  to  the  circulation  to 
a  complete  blocking  of  all  the  vessels,  with  con- 
sequent gangrene,  producing  the  condition  known 
as  fulminating  appendicitis.  This  is  by  far  the 
most  dangerous  form  of  this  disease. 

IV.  Extrinsic  Infective  Appendicitis  i- 
usually  a  chronic  infective  lesion,  due  to  bacterial 
invasion  from  structures  lying  outside  the  appen- 
dix, as  in  tuberculous  peritonitis,  or  diseases  of 
the  uterine  adnexa.  This  form  of  the  disease  is 
of  little  clinical  importance. 

Protective  appendicitis,  is  the  form  most  fre- 
quently met  with  and  the  type  that  gives  risi 
chain  of  symptoms  most  difficult  to  recognize.  It 
is  the  form  I  would  direct  attention  to  here,  be- 
cause  of  its  frequency  and  obscurity.  In  attempting 
to  interpret  its  symptoms,  we  must  constantly  bear 
in  mind  the  pathological  condition  upon  which  it 
depends. 

In    defining  this   affection   we   observe   it   is    de- 
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ii  of  tlu-  appi 
in   its  normal  involution.     We  also  know   that   as 

fibers  are  the  last 
lal  structures  to  be  eliminated,  and  as 
::  behind  tl  entrapped 

\    it  is  the  in- 

encj   of  fibroid  tissue  to  contract,  it  is 

iit  that  these  nerve  fibers  left  behind  will  be 

v  pinched  as  tlu-  contraction  pr 

pinching  of  the  nerves  will  be  manifested  in  two 
different  ways,  because  tlu-  nerves  ed  of 

n  1   distinct    sets   of   filament 
i  v  and  sympathetic. 
The  sensory  nerve  filaments  give  rise  to  tlu-  pain 
experienced,   while   the   sympathetic   filamenl 

■  sible  for  the  various  reflex  symptoms      So  in 
rtion  as  the  sensory  or  sympathetic  nerve  fila- 
ments exist  in  the  meshes  of  the  sclerosed  I 
in  the  same  proportion  do  we  have  pain  or 
symptoms  predominating.     This  explains  win    one 
case   suffers  intensely   from  pain   ami  yet  the   reflex 
symptoms   are   not   marked:   and   in   anothe 
there  will  be  little  or  no  pain  but  the  reilex 
toms  are  alarming. 

It  is  therefore  apparent  that  the  symptoms  must 
be  divided  into  (i)  those  dependent  upon  pain,  and 
(  2)  those  dependent  upon  reflex  action. 

In  referring  to  pain  in  thesi 
serve  it  is  rarely  acute  or  severe,  but   is  rather  a 
grumbling  or  uneasiness  as  described  by  the  patient. 
There  is  a  local  discomfort  in  the  appendix 
that  may  be  slight  and  transitory  or  may  pcr>i-f  for 
years. 

Rarely  there  is  an  acute  local  pain  and  tender 

ness.  but  usually  not  enough  to  send  the  patient  to 

bed.     In  fact,  these  patients  are  particularly  apt  not 

to  go  to  bed  on  account  of  their  extreme  irritability. 

At  other  times  there  is  merely  a  warmth  in  the 

appendix  region,  fluctuating  in  intensity  from   day 

—sometimes  absent  for  a  short  time  and  again 

worrying  the  patient  for  several  days  in 

Many  of  these  patients  refer  this  pain,  uneasiness 

or  discomfort,  to  the  region  of  the  gall-bladdi 

stomach,  tlu-  umbilicus,  and  even  to  the  left   iliac 

Sometimes  it  is  in  one  situation,  at  another 

time  in  another  and  they  will  tell  us  it  has  passed 

down  the  thigh,  so  that  there  is  little  reliance  to  be 

placed  upon  this  subjective  symptom. 

(2)   The  second  set  of  symptoms,  or  those  due  to 
reflex    action    through    Auerbach's    and    Me: 
plexuses  of  sympathetic  nerves   situated  upon   the 
walls  of.  the  organ.     These  reflex  actions  are  exer- 
cised in  one  case  upon  one  organ  and  in  another 


m  and  in  still  anothei 
upon  :  en  remotely  situated. 

■     1     1  d  appendix  will,  ti 
mpathetic  n<  ,1  chronic 

or  intestinal  indigestion,    an.;    all    tin-    therapeutic 
dies  and  in,  ed  to  it  w  ill  In-  oi 

vail,   because    they   ate   directed    against    the 
sympl  -.in  11 

will   apply   equally   to 
that   long  list   of  iln  ad)    enume 

In  connection  with  a  closely  studied  clinical  his 
tory,   there   are   tv  diagnostic    point-    In   be 

considered.      I  lie  most    imp 
sensitiveness  on  deep  pr<  e  of 

right    group   of    lumbar    sympathetic    ganglia,    as 
by  Morris.     This  point,  on  the  surface, 
corresponds  approximately  to  an  inch  and  a  half  to 
the  right  of  the  umbilicus  close  down  by  the     idi 
lumbar  verterbrae.     It  we  make  deep  finger 
pressure  here  and  elicit  a  sensitiveness  that  is  ab- 
sent from  the  corresponding  left  side,  we  may  fairly 
charge   the   appendix   with   the    responsibility.     If, 
i  er,  we  elicit  this  hyper-sensitiveness  on  both 
we  must  look  to  some  pelvic  organ,  and  not 
the  appendix,  for  the  origin  of  the  trouble.     This 
point  is  therefore  of  immense  value  in  some  cases 
where  we  are  in  doubt  as  to  whether  it  is  the  ap- 
pendix or  some  pelvic  organ  that  is  giving  risi    to 
the  disturbance. 

The  second  diagnostic  feature  of  importance  con- 
sists in  an  over-distention  by  gas  of  the  cecum 
and  ascending  colon,  as  high  as  the  hepatic  flexure. 
This  distention  is  not  due  to  the  mere  presence  of 
gas,  but  is  dependent  upon  a  paretic  condition 
the  musculai  the  bowel,  brought  about  By 

a  reflex  irritation  through  Auerbach's  and  Wfeiss- 
ner's  plexuses,  situated  in  the  walls  of  the  bowel. 
This  sign  is  not  always  present,  but  it  does  appear 
sufficiently  often  to  merit  special  attention. 

These  cases  run  an  essentially  chronic  course, 
rarely  having  an  acute  exacerbation  or  manifesting 
themselves  frankly  enough  to  lead  the  average  prac- 
titioner to  fix  the  responsibility  upon  the  appendix. 
They  rarely  cause  fever  or  a  change  in  the  pulse 
rate,  but  they  do  keep  up  a  constant  leucocytosis. 
The  reasons  why  they  do  not  have  these  constitu- 
tional symptoms  are:  First,  because  the  structures 
susceptible  of  acute  infection  are  eliminated 
early  in  the  fibroid  material.  Second,  because  the 
irritation  of  the  nerves  by  this  contracting  fibroid 
tissue,  calls  out  a  leucocytosis  which  acts  as  a  per- 
manent barrier  against  infection.    This  class  of  cases 
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therefore  instead  of  being  especially  predisposed  to 
infection,  as  was  formerly  supposed,  is  in  reality 
best  protected  against  it,  and  for  this  reason  Morris 
coined  the  term  protective  appendicitis. 

Ml  HI   il  li  INS. 

i.  There  is  a  norma]  involution  of  the  appendix. 

2.  This  is  accomplished  by  a  fibroid  degen- 
eration of  the  normal  structures  of  that  organ. 

3.  In  this  process  the  nerve  fibers  are  the  last 
in  he  eliminated  and  are  therefore  entrapped  in 
the  meshes  1  if  the  contracting  fibroid  tissue  ami 
irritated. 

4.  This  irritation  manifests  itself  both  by  pain 
and  by  reflex  action  upon  other  organs. 

5.  This  pain  calls  out  and  maintains  a  perma- 
nent hyperleucocytosis,  which  protects  the  ap- 
pendix from  infection. 

ii.  This  reflex  action  may  manifest  itself  upon 
almost  any  of  the  vital  organs  of  the  economy. 


THE  PREVENTION  OF  IMMEDIATE  POST- 
OPERATIVE   PAIN    IN    AMPUTATION 
STUMPS     BY    THE     INJECTION     OF 
QUININE    SOLUTION     INTO    THE 
EXPOSED  NERVE  ENDS.     WITH 
A    NOTE    ON    QUININE    ANES- 
THESIA      FOR       REDUCING 
FRACTURES       AND       FOR 
RECTAL  OPERATIONS. 
V.  Pleth  and  V.  W.  Pleth, 

SEGUIN,    TEXAS. 

Anything  which  offers  even  temporary  relief 
from  pain  is  an  excuse  for  its  presentation.  The 
shock  which  often  follows  the  conditions  which 
make  amputations  necessary  is  a  contraindication 
to  the  administration  of  narcotics. 

Ever  since  Thibault  (of  Scott,  Ark.  i  introduced 
quinine  as  a  local  anesthetic  (vide  Jour,  of  Ark. 
Med.  Soc'y.,  September,  1907),  I  have  used  it  in 
a  number  of  operations. 

Sylvestrini  (Gaze.  dcgl.  Ospedali  e.  dell,  cliniche, 
Milano,  xxviii.  No.  $j)  antecedes  Thibault  in  the 
observations  of  the  analgesic  property  of  quinine. 
In  using  it  as  a  caustic  on  chancres  and  excessive 
granulations  he  discovered  its  analgesic  effect. 

Not  only  has  the  immediate  anesthesia  been  sur- 
prisingly good,  but  in  many  instances  this  effect 
has  been  maintained  for  days.  On  one  occasion  I 
removed  a  lipoma  from  a  Mexican,  who  two  days 
later  in  a  drunken  fury  tore  off  the  dressing.  I 
was  compelled  to  take  a  few  stitches  to  coapt  the 
wound  and  found  there  was  sufficient  anesthesia 
present  to  do  this  without  pain. 


In  several  other  cases  I  have  observed  the  pro- 
longed  effect  of  the  quinine  on  the  tissues  and  de- 
cided tn  test  it  mi  the  next  amputation  case. 

Anesthesia  was  induced  by  the  spinal  route. 
When  the  amputation  was  completed  (through 
lower  third  of  thigh)  and  the  vessels  ligated,  the 
sciatic  nerve,  secured  by  a  hook,  was  separated 
from  the  surrounding  tissues  for  some  distance: 
5  c.c.  of  a  0.5  per  cent,  solution  of  quinine  (bisul- 
phate)  were  injected  into  the  nerve  substance  at 
various  points  ami  a  few  c.c.  around  it.  The 
wound  was  closed  after  injecting  about  100  c.c.  ot 
the  0.5  per  cent,  solution  of  quinine  into  the  tissues 
composing  the  stump.  The  patient  suffered  no 
post-operative  pain. 

In  enumerate  cases  is  unnecessary.  Each  nerve 
is  secured  by  In  inks  or  transfixed  with  a  Pagen- 
stecher  thread  and  then  freed  from  the  surrounding 
tissues  for  a  little  distance.  It  is  then  "blocked" 
by  injecting  a  few  c.c.  of  a  0.5  per  cent,  solution  of 
quinine;  a  small  amount  is  injected  around  the 
nerve  and  finally  about  100  c.c.  (or  less)  into  the 
stump-tissues.  Careful  observation  has  so  far  failed 
to  demonstrate  any  injurious  influence  upon  the 
tissues. 

The  usefulness  of  this  drug  also  extends  to  the 
treatment  of  fractures.  With  a  strong  gold  plated 
needle  (that  of  Patrick's  of  Chicago)  the  quinine 
solution  is  forced  in  between  the  fragments  of  the 
fracture.  Several  syringefuls  are  also  injected 
around  the  fracture  and  in  about  15  minutes  a  pain- 
less reduction  can  be  made.  As  in  amputations, 
there  is  no  post-operative  pain,  provided  the  plaster 
cast  is  properly  applied. 

I  have  also  found  this  drug  useful  in  rectal  op- 
erations, as  for  fistula,  hemorrhoids  and  fissures. 
The  operation  is  done  either  by  using  a  quinine 
solution  locally  or  with  spinal  anesthesia.  In  either 
case  the  final  touch  is  the  injection  of  a  few  c.e. 
of  a  1  or  2  per  cent,  quinine  (  hydrobromide)  so- 
lution around  the  operation  wound.  The  severe 
pain  usually  following  rectal  operations  is  in  this 
way  obviated. 

The  method  is  simple  enough.  The  quinine  is 
cheap,  has  no  toxic  properties  as  cocaine  has,  can 
be  used  in  any  amount  and  in  any  strength,  can  be 
sterilized  by  merelv  boiling  it  and  it  does  not  there- 
by lose  its  efficacy. 

.1  usually  employ  a  5  c.c.  all-glass  syringe  with 
a  platinum  needle.  Of  the  quinine  salts,  the  hydro- 
bromdde  gives  perhaps  the  best  and  quickest  results 
of  any;  this  salt  contains  about  75  per  cent,  of 
quinine  and  is  non-irritating. 
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tion    of    majoi     surgerj     outside 

ispital  has  received  verj  little  attention,  and 
has  never  been  discussed  before  this  association  or 

Vmerican  Medical  Association.  To  me,  and 
1   believe  to  many  of  the  members  of  tin*    \**o- 

n,  surgerj  outside  the  hospital,  m< 
ilea!  more  than  any  other  class  of  surgery.  Many 
it"  not  most  of  our  pioneer  surgeons  began  their 
work  outside  the  hospital.  Thus  did  Marion 
Sims,  John  Wyeth  and  many  other  leading  lights 
profession  begin. 

k  back  with  your  mind'-  eye  at  Sim*  oper- 
ating on  the  iu  g  Montgomery  County, 
Vlabama,  for  vesico  vaginal  fistula,  and  it  will  not 
be  hard  to  realize  the  opportunities  and  possibil- 
ities in  the  rural  districts  <>i  "this  beautiful  South- 
land." where  hospitals  are  few  and  far  between. 
There  are  vast  area*  in  this  country  where  as  good 
and  deserving  men.  women  and  children  live  as  are 
found  on  the  face  of  the  earth.  To  mam  of  these 
and  to  all  under  certain  conditions  and  circum- 
stances hospital  treatment  is  simply  out  of  the 
question.  Acute  or  urgent  cases  of  illness  or  in- 
jury,  poverty  of  the   family,   fear  of  the  hospital 

v  the  laity  in  the  country,  remoteness  from 
the  hospital  and  the  love  of  home,  are  very  com- 
mon factor*.  The  delay  in  acute  cases  when  trans- 
o  distances  ha*,  as  we  all  know 
the  lives  of  many  patient*  and  increased  the 
mortality  percentage  of  many  hospitals.  This  is 
quite  avoidable  in  tin*,  tl  opportunity. 

Right  here.  I  want  to  saj    to  those  of  you   who 
write  instructive  and  scientific  articles  for  leading 

Is,  and  conclude  by  saying  that  only  a  skilled 
operator  should  undertake  this  or  that  operation 
and.  only  in  a  well  equipped  hospital,  don't  ; 
frighten  your  younger  brother  who  is  just  as  well 
educated  under  the  present  advanced  system  of 
teaching  in  our  best  medical  schools,  a*  you  were. 
when  you  started  out  to  become  a  surgeon, 
can  one  become  skilled  unless  he  does  the  operation 
himself?  The  younger  men  of  to-day  can  be  and 
should  be  trained  in  well-equipped  schools,  and 
hospitals  and  with  the  advantages  afforded  by  post- 
graduate schools  with  which  this  country  abounds, 

*  Read    before    the    Surgical     Section    of    the     Southern     Medical 
n,    Nashville,    November    10,    1910. 


there    i*    no   excuse    whj    an\    m.m    with    surgical 
ability  cannot  and  should  nol  operate  on  In*  acute 
at   home,  rather  than  risk  their  lives  bj   the 
delaj    and   the   dangi  i      ol    a    railri  ad    joui  •• 
sending   them   to   the   hospital. 

If  he  does  not  operate  himself,  the  time  ha-  conn 
with  improved  highways  and  the  use  of  the  auto 
mobile  when  the  practitionei  can  gel  to  hi  patient 
with  le**  i U  l.i \  .iir!  without  the  dangei  ol  ■>  join 
i  surgeon  who  has  been  able  to  work  out  ,i 
technic  which  will  give  results  outside  the  hospital 
equal  to  if  not  better  than  in  our  average  insti 
["here  can  now  be  found  a  surgeon  with- 
in reachabli  ol  almost  ever)  place  aimed 
with  modern  equipment  and  prepared  to  do  surg- 
ery anywhere.  The  home  is  free  from  the  dan- 
gers  of  ward  infection*  and  mixed  infections  of 
various  kind*;  and  again  in  well  appointed  homes 
there  are  many  comforts  unknown  to  hospital  man- 
it  nt.  <  hie  nurse  in  the  home  gives  her  whole 
time  to  a  single  patient  and  can  prepare  the  nece* 
*ary  nourishment.  David  I..  Edsall*  tells  u*  in 
an  article  on  "Medical  Hygiene  of  the  Ward" 
that  not  long  ago  one  of  the  largest  hospitals  of 
Philadelphia  had  a  nurse  whose  duties  it  was  "to 
disinfect  bed  clothing  and  excreta  from  the  medical 
ward,  and  to  prepare  the  liquid  nourishment*  for 
ward   patients." 

You  will  find  men  throughout  the  country  who 
are  capable  of  taking  care  of  the  patient  and  car- 
rying out  the  after-treatment  in  almost  any  case 
who  do  not  care  to  practice  surgery.  These  men 
will  call  their  neighbor  who  is  successfully  doing 
surgical  work  in  the  home  much  sooner  than  they 
will  make  up  their  minds  to  send  their  patient 
away  to  a  distant  hospital.  The  physician  will 
have  the  advantage  of  consultation  at  home  and  if 
an  operation  is  or  is  not  necessary,  he  is  placed  in 
a  better  position  with  the  family.  If  his  patient  is 
operated  upon  at  home  he  can  continue  in  the  case, 
and  earn  a  decent  fee  by  attending  to  the  after- 
treatment,  and  further  gain  the  good  will  of  his 
patient  and  the  family.  This  will  tend  to  increase 
the  efficiency  of  all  progressive  physicians,  old  and 
young,  and  will  redound  to  the  good  of  humanity  ; 
and  it  will  help  to  eliminate  the  atrocious  practice 
ise  surgeons  who  offer  commissions  or  "*pli; 
fees"   for  patients  sent  them. 

There  is  a  large  class  of  acute  cases  which  de- 
mand operation  without  being  moved  any  great 
distance,  and  often  it  is  better  not  to  move  them  at 
all.     The  most  important  of  these  are :  fulminating 
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tvpes  of  appendicitis,  gun-shot  wounds  of  the  abdo- 
men, suppurative  conditions  in  the  female  pelvis, 
intussusception,  etc.,  obstetric  operations,  including 
Cesarean  section.  And  there  are  many  operations 
that  are  life-saving  if  done  without  delay,  but  often 
prove  fatal  if  the  help  is  too  far  away. 

"The  poor  we  have  with  us  always";  poverty 
keeps  many  from  seeking  hospital  treatment,  in 
the  sections  far  removed  from  cities,  but  this  class 
of  cases,  if  handled  judiciously,  are  the  greatest 
blessing  to  the  young  man  who  has  aspirations,  for 
thev  constitute  a  large  percentage  of  his  first  cases; 
if  he  gives  them  good  and  faithful  service,  they 
will  become  an  asset  in  the  way  of  experience,  and 
will  repay  him  many  times  over  for  the  money 
and  effort  bestowed  upon  them.  Do  not  send 
them  to  some  distant  hospital  or  clinic  as  charity 
patients  and  let  the  community  pay  their  railroad 
fare  and  thus  convince  them  that  they  are  paupers, 
but  take  the  burden  that  belongs  to  you  and  con- 
vert it  into  a  blessing. 

The  situation  has  been  thus  well  expressed:  •'The 
contrast  in  attitude  of  mind  of  country  and  city 
patients  toward  medical  fee  service  is  striking  in 
the  extreme.  There  are  'dead  beats*  everywhere. 
but  the  farmer  and  town  laborer  expect  to  pay  for 
medical  sen-ices  as  much  as  for  commodities.  The 
people  in  large  cities  are  debauched  by  medical 
charity,  and  the  profession  is  throttling  itself. 
About  every  other  sick  person  in  Xew  York  is 
treated  free,  not  to  mention  the  host  of  suburban 
beggars,  who  are  willing  to  lie  as  to  their  residence 
to  get  free  and  specialist  treatment.  At  the  low 
rate  of  one  dollar  a  visit,  the  doctors  of  Xew 
York  are  contributing  seven  million,  five  hundred 
thousand  dollars  of  services  annually  free ;  a  sum 
equal  per  capita  to  their  average  incomes.  Most 
of  the  abuse  of  medical  charity  is  due  to  the  rela- 
tions which  large  clinics  bear  to  doctorial  and  in- 
stitutional prestige — abundant  material,  good  clin- 
ical teaching,  and  stronger  appeal  for  endowment 
because  of  the  'heavy  demand  of  the  poor  for 
medical  aid.' — a  jumble  of  cause  and  effect  that 
would  be  amusing  if  not  so  sophistical."*  The  t"  r< 
going  is  from  the  pen  of  one  who  has  had  oppor- 
tunity of  a  wide  observation  and  experience  among 
charity  patients,  having  been  a  professor  in  the 
Xew  York  Polyclinic. 

Fear  of  the  hospital  will  seem  strange  to  many 
of  you.  but  there  are  thousands  of  people  living 
throughout  the  country  who  consider  death  and 
the   hospital   as   synonymous,   and   never   think  or 


*  Avers,     "Coming     Rural       Surgery,"       Ame 
Surgery.    May,    1910. 


speak  of  a  hospital  without  at  the  same  time  con- 
templating their  last  estate.  This  I  grant  you  is 
groundless,  but  they  remember  some  friend  "who 
went  to  the  hospital  and  died,"  or  some  friend 
has  told  them  "that  all  the  doctors  in  the  hospital 
want  is  to  cut  you  up.''  The  majority  of  our  coun- 
try people  who  are  not  poor  and  who  are  not  afraid 
of  the  hospital,  prefer  to  be  operated  upon  at  home 
by  a  surgeon  whom  they  know  personally;  they 
believe  "he  will  take  more  interest  in  their  case 
ihan  a  stranger."  The  love  of  home  is  a  strong 
factor.  Xow  that  "back  to  the  farm"  is  the  slogan 
there  is  going  to  be  more  for  the  country  surgeon 
to  do  than  before. 

The  man  who  practises  surgery  outside  the  hos- 
pital must  be  resourceful  in  the  extreme.  He  must 
be  able  to  convert  the  most  lowly  places  into  prac- 
tically aseptic  operating  rooms  and  be  able  to  ster- 
ilize his  instruments  and  dressings  in  anything  from 
an  old  fashioned  oven  to  the  most  modern  steril- 
izer, and  to  use  anything  from  a  pile  of  fence  rails 
to  his  best  office  operating  table.  The  essential 
thing  in  it  all  is  to  be  absolutely  thorough,  and  we 
can  be  just  as  thorough  in  our  technic  outside  the 
hospital  as  within.  To  be  sure,  it  will  require 
more  work,  tact,  and  even  hardships  on  the  part 
of  the  surgeon  and  his  trained  assistants. 

The  average  well  trained  nurse  has  to  be  re- 
trained when  she  goes  into  country  work.  With 
one  assistant  and  one  well  trained  country  nurse 
and  the  family  physician  to  give  the  anesthetic, 
almost  any  operation  can  be  done  when  necessity 
demands.  A  few  blocks  of  wood  to  raise  the  head 
of  the  bed,  putting  the  patient  in  Fowler's  position, 
and  a  fountain  syringe  to  administer  proctoclysis  in 
acute  suppurative  conditions  of  the  abdomen,  will 
save  many  lives.  Of  twelve  cases  of  diffuse  peri- 
tonitis accompanying  appendicitis  operated  upon 
during  the  past  five  years  only  one  has  died ;  he 
died  of  suppurative  cholangitis.  (This  case  will 
be  described  in  detail,  under  report  of  cases.) 
These  patients  were  all  placed  in  Fowler's  position 
and  turned  on  their  right  side  with  drainage,  and 
counter-drainage  in  most  cases.  Five  of  them  re- 
ceived proctoclysis  from  twelve  to  thirty-six  hours 
after  operation ;  the  others  were  given  normal 
saline  solution  as  enemas  to  quiet  thirst,  this  was 
before  I  knew  about  proctoclysis.  Of  sixty-five 
laparotomies  done  for  various  causes  during  the 
same  period  and  including  the  foregoing  cases  we 
have  had  only  three  deaths;  two  of  these  will  be 
described  in  detail  under  case  reports,  the  other 
was    due   to   the   accidental   breaking  down   of   an 
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all  in  .1  case  of  appendicitis  at  the  second 
ing  and  th<  infection  unawai  i 

rform  all  or  even  .1  greater  j>art  of  my 
mi  the  home  ami  hovel,  bu1  mosl   pat- 
ire  brought  to  1 
with  the  modem  conveniences  of  the  ordinan 
not  with  tile  floors  and  steam  heat  an.' 
and  w  ith  countless  numl  1 
struments,  t'>  be  sure,  bul  with  everything  to  insure 
nevertheless.    I  maintain  some  bed- 
in  connection  with  my  office,  where  p: 
may  stay  and  have  th<  trained  nut 

lowing  operation.     Some  of  my  colleagues  do  like- 
wise. 
Wo  never  get  to  too  tired  to  help  the 

Fellow  when  he  has  an  1-  the 

sonal    friend    and    his  trusted  assistant 
int.     We  have  truly  a  medical  fraternity 
in  this  little  town  of  Plant  City. 

Report  of  Cas 

11   \Iiles 
in  the  Country. 

I..     1'..  ge    thirty-four,    dwarf    and 

"hunch-hack."   only   three   feet   high.     Labor 

tober  30,  1007.  at  full  term,  pains  very  severe 
from  the  start.     On  November  2d,  at  2  p.  m.  I  was 
called  in  consultation  with  instructions  to  brin 
necessary  instruments  for  Cesarean  operation.  The 
patient    lived    at    a    turpentine    -till   twentj 
miles  in  the  country.     At  2:30  p.  m.  1   was  on  my 
way  accompanied  by  Dr.  Young  who  was  to  he  my 
only  assistant.     We  arrived   some  six  hours  later 
after  having  been  lost    for  two  hours  on  the 
After  an  examination  we  readily  agreed  with  Dr. 
McMurray  that  an  operation  was  necessary.     The 
antero  posterior  diameter  would  not  admit  the  in- 
dex finger  in  the  center.     The  child   was  aln 
dead  and  the  mother  had  a  temperature  of   102.5 
F-,  having  been   attended    for  the  first  two  day-  by 
the  dirtiest  of  midwives. 

We  prepared  for  an  operation  as  rapidly  as  cir- 
cumstances would  permit,  having  only  one  small 
lamp  and  several  torches  to  work  by.  We 
the  operation  at  11  o'clock  p.  m.  under  chloroform. 
A  median  incision  was  made  which  came  near  going 
:'!i  the  uterine  wall,  the  parietes  being  very 
thin,  and  this  being  my  firsl  pi  ration  of  the  kind, 
but  the  necessities  were  great,  and  I  had  learned 
my  lesson  from  one  among  you  who  has  taught 
many,  "to  fear  nothing  surgical."  when  faced  by 
similar  circumstances.  Believing  the  child  to  be 
dead,  and  knowing  something  of  the  amount  of 
infection  present,  and  wishing  to  make  the  woman 
r  sterile,  we  decided  to  do  a  supra-vaginal 
hvsterectomv  in  connection  with  the  Cesarean  op- 
eration ;  we  first  Hgated  the  uterine  and  ovarian 
arteries,  and  then  incised  and  emptied  the  uterus, 
all  of  which  required  only  about  five  minutes.  The 
child  was  a  well  formed  female,  but  had  been  dead 


tor  several  days.  We  rapidly  finished  our  supra 
vaginal  hysterectomj  losing  not  more  than  a  table- 
spoonful    oi    bl !    during    the    whole   operation, 

which  was  completed  in  forty  minutes.     The  pal 
ieiu  w.i-  put  t,>  bed  in  better  condition  than  when 
the  operation  was  begun  ami  lefl  in  the  care  ol  Dr, 
McMurray  who  agreed  to  staj   until  noon  tin-  Eol 

lowing   day.   at    which    time    he   left    her    in    splendid 

condition.  Wont  i  130  p.  m.  her  pastor  1  ailed, 
strictly  againsl  ordei  "to  pray  over  her."  The 
patient  being  an     :  ous  person  w a    wrought 

upon   a-  onl)    a   negro  can   be.  and   -he   immedi.n.h 

d  hei  self  into  gloi  \ .  She  e\  identlj  died  from 

henna  i     ,,|    the    ligatures    having    slipped. 

I  have  alw  .0  -  di  iubted  the  ad\  isabilitj  of  thi 

1.  rei  i"i  my  in  tin-   1  .1  1 

1  1  sarean  <  operation  in    1  House. 

K.  S.,  negress,  age  38,  mother  of  thirteen  chil- 
dren. The  la-t  seven  had  been  bom  dead  iftei 
days  of  labor,  and  vei  ion  oi  Eorceps  were  in  four. 
I  delh ei cd  her  ■  a'  a  dead  child  by  versii mom 
preceding  the  present  confinen  ent.  la  1  an  .  of 
her  difficult  labor-,  w  a-  an  extremely  pendulous 
abdomen,  which  greatly  increased  in  flesh  since  the 
birth  of  her  sixth  child.  Weight  350  pounds  at 
time  of  operation.  1  was  called  at  the  beginning 
of  labor.  February  15.  1909,  and 
an  operation,  knowing  of  her  previous  trouble.  She 
readily  agreed  after  [  had  promised  her  a  living 
child.     She  v  eratei      n  twi    hours  later  in  her 

home,  the  operation  ref|uiring  about  thirty  minute-. 
Ilie  child  was  delivered  in  two  minute-  and 
breathed  without  any  trouble;  weight,  eleven 
pound-.  'Idle  Uterus  was  closed  with  tWO  tier-  of 
catgut.  The  child  was  strong  and  normal  from 
beginning  and  did  well.  The  mother  was  up  in 
two  weeks.  Hue  of  her  daughters  did  the  nursing 
of  both  mother   and   child. 

Cask  3. — Gun-shot   Wound  of  the  Intestines. 

H.  B.,  colored,  male,  age  24.  robust  and  healthy. 
I  was  called  to  see  him  in  consultation  with  Dr. 
Knight  at  hi-  office,  September  12,  [905,  at  8:30 
p.  m.  On  examination  we  found  he  had  been  shot 
one  inch  below  and  one-half  inch  to  the  left  of 
umbilicus  with  a  3S-caliber  pistol.  It  was  plainly 
a  penetrating  wound,  as  the  omentum  could  be 
seen  plugging  it.  After  a  hurried  preparation,  we 
opened  the  abdomen  through  the  wound  of  en- 
trance, and  repaired  intestinal  perforations  as  we 
came  to  them,  closing  each  with  a  purse-string  of 
fine  silk,  there  being  fourteen  in  number. 

We  took  this  negro  back  to  hi-  -hanty,  and  with- 
out a  nurse  other  than  a  negro  man  to  give  him 
water  and  a  little  soup  the  neighbor-  brought  in. 
he  made  a  rapid  recovery  and  wa-  out  in  two  weeks. 

Case  4. — Gun-shot  Wound  of  the  Intestines. 

[as.  II..  mulatto,  age  17.  was  brought  to  my 
office  Januarv  0.  1908.  after  having  been  shot  two 
hours  and  having  ridden  ten  mile-.  I  was  ready 
to  operate  on  another  case,  but  instead  I  operated 
upon  him  almost  immediately,  thus  not  having  to 
wait  to  prepare,  as  is  usual  in  general  practice.  On 
examination   I    found   he   had   been    shot   one  inch 
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below  and  one  inch  to  the  left  of  the  umbilicus, 
with  a  22-caliber  rifle.  The  ball  could  be  felt  be- 
neath the  skin  of  the  buttock.  Incision  through 
the  wound  of  entrance.  Perforations  cleansed  and 
closed  as  found,  numbering  eleven  in  the  small  in- 
testine and  one  in  the  decending  colon.  He  was 
placed  in  a  negro  boarding  house,  and  nursed  by 
his  mother.  He  made  an  uneventful  recovery,  and 
rode  ten  miles  in  a  wagon  on  the  tenth  day. 

Case  5. — Gun-shot  Wound  of  the  Liver. 

T.  B.,  colored,  male,  age  40.  1  was  called  to 
see  him  at  8  p.  m..  October  24,  1909.  On  exami- 
nation I  found  he  had  been  shut  with  a  38  Colt  re- 
volver, the  bullet  entering  the  abdomen  just  to  the 
right  of  the  ensiform  cartilage,  and  slightly  below, 
coming  out  just  below  the  twelfth  rib  behind.  He 
had  a  good  pulse  and  showed  very  little  shock,  but 
he  had  the  general  appearance  of  a  very  badly  in- 
jured man.  We  decided  to  operate  at  once  and 
while  he  was  being  hauled  to  my  office,  which  was 
only  a  mile,  we  made  the  usual  preparations  and 
opened  the  abdomen  through  the  wound  of  en- 
trance and  found  it  entirely  filled  with  .blood,  which 
came  from  a  large  ragged  wound  in  the  right  lobe 
of  the  liver.  We  placed,  by  feeling,  two  deep  su- 
tures  of  chromic  catgut  as  quickly  and  tied  as 
lightly  as  possible  to  control  the  hemorrhage,  after 
which  we  made  a  counter-opening  through  the 
wound  ^i  exit  and  packed  with  gauze  both  anter- 
iorly and  posteriorly,  closing  the  wounds  partially 
with  through-and-through  silkworm-gut  sutures. 
He  was  carried  back  to  his  home  in  the  wagon  the 
following  morning,  making  a  good  recovery  in  two 
weeks.     His  wife  was  his  nurse. 

Case  6. — Diffuse  Suppurative  Peritonitis. 

C.  S.,  white,  male,  age  18.  First  called  to  see 
him  at  midnight,  December   14,   1908. 

He  had  been  suffering  twenty-four  hours  with 
appendicitis,  had  taken  four  compound  cathartic 
pills  but  had  gotten  no  results.  Temperature.  101  . 
pulse  100.  I  gave  him  a  hypodermic  of  morphine. 
and  ordered  him  given  two  tablespoonfuls  of  epsom 
salts  and  told  him  that  if  he  was  not  better  by 
morning  he  would  have  to  be  operated  upon.  His 
bowels  moved  several  times  during  the  night,  but 
he  was  no  better  in  the  morning.  He  was  then 
brought  to  my  office,  a  distance  of  three  miles,  and 
was  operated  upon  at  10  a.  m.  We  found  a  rup- 
tured appendix  free  of  any  adhesions,  and  a  dif- 
fused peritonitis,  due  most  likely  to  my  salts  and  his 
cathartic  pills.  The  appendix  was  removed  and  a 
rubber  tube  drain  put  in.  and  the  wound  was  part- 
ially closed.  He  was  put  to  bed  on  his  right  side, 
in  exaggerated  Fowler's  position,  and  proctoclysis 
was  begun  at  once,  and  was  kept  up  at  intervals  of 
two  hours  for  thirty-six  hours.  He  made  a  rapid 
and  uneventful  recovery.  The  office  nurse  had 
charge  of  this  case. 

Case  7. — Diffuse  Purulent  Cholangitis  followin  ; 
Appendicitis. 

J.  L.  Y.,  white,  male,  age  29.  First  seen  late 
in  the  evening  of  October  9,  1908.     He  had  been  ill 


twelve  hours  with  acute  appendicitis,  first  attack. 
I  advised  an  operation  the  following  morning  and 
we  operated  on  him  at  his  home  at  8  130  a.  m.,  find- 
ing a  ruptured  gangrenous  appendix,  unprotected 
by  adhesions.  When  the  abdomen  was  opened 
there  was  a  free  flow  of  greenish  foul-smelling 
fluid;  we  turned  him  on  his  right  side  to  allow  as 
much  as  would  to  run  out,  and  then  removed  the 
appendix,  put  in  a  drain  and  partially  closed  the 
wound.  lie  was  put  to  bed  on  his  right  side  in 
Fowler's  position. 

He  did  very  well  for  a  few  days,  when  he  had  a 
chill;  blood  examination  showed  malarial  parasites, 
w  hich  was  confirmed  by  Dr.  Young.  We  gave  him 
quinine  and  urea  hypodermically,  which  controlled 
the  chills  and  on  October  20th  the  temperature  was 
normal.  The  wound  drained  very  well,  but  did  not 
look  healthy.  Two  days  later  he  had  another  chill, 
and  complained  of  pain  in  the  right  shoulder,  suf- 
fering very  much  from  a  severe  hiccough,  which 
was  persistent  and  uncontrollable.  We  kept  up  our 
quinine  but  it  did  no  good.  The  chills  were  re- 
peated and  he  showed  some  jaundice  on  October 
25th.  which  rapidly  increased  until  he  was  of  a 
lemon  yellow-  hue.  On  November  4th  we  opened 
the  abdomen  over  the  gall-bladder.  We  found  it 
markedly  distended  and  when  drained  the  bile- 
stained  pus  was  followed  by  a  thick  brown  pus 
which  drained  freely  for  two  days  when  it  sud- 
denly stopped,  and  the  patient  died  twenty-four 
hours  later.  A  hurried  autopsy  was  held  and  we 
found  on  incising  the  liver  that  the  bile  ducts 
throughout  the  viscus  were  completely  filled  with 
pus.  The  bloodvessels  not  being  involved  we 
classed  this  as  a  case  of  cholangitis. 

Case  8. — Cholangitis  following  Grippe. 

W.  B.,  white,  male,  age  48.  First  seen  Febru- 
ary 28,  1908,  diagnosis,  grippe,  which  ran  a  course 
of  about  ten  days.  Just  as  the  man  seemed  to  be 
convalescent,  he  developed  a  severe  chill,  followed 
by  a  severe  hiccough  which  persisted  until  the  day 
he  was  operated  upon.  November  16th.  The  chill- 
were  irregular,  but  the  gall-bladder  could  be  plainly 
felt  and  was  tender,  there  was  a  slight  jaundice. 
When  the  patient  finally  consented  to  operation  he 
was  so  weak  and  emaciated  that  we  opened  the  ab- 
domen under  cocaine,  being  afraid  to  administer  an 
anesthetic.  We  used  i-to-500  cocaine  solution,  in- 
filtration method,  and  had  no  difficulty  in  finishing 
the  operation.  We  found  the  gall-bladder  very 
much  distended,  with  bile-stained  pus.  Yellow  pus 
escaped  in  large  quantities  for  several  days,  drain- 
ing from  one  to  four  quarts  in  twenty-four  hours. 
The  bile  gradually  returned  and  was  normal  in 
color  in  ten  days.  The  temperature  was  normal  by 
the  end  of  the  first  week.  The  hiccough  was  re- 
lieved as  soon  as  the  gall-bladder  was  drained.  The 
patient  was  able  to  sit  up  in  three  weeks,  but  the 
wound  continued  to  drain  for  several  months  be- 
fore it  finallv  healed. 

I  wish  to  take  this  opportunity  to  thank  those 
physicians  who  have  so  kindly  helped  me  in  my 
efforts    to   conduct    successful    surgery    under   dif- 
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A  paper  by  Welsh  and  Nuttall  i 
ducing    Bacillus  '(Bacillus    Aerogenes  Capsulatus, 
Nov.  Spe<  '   Rapid  Development  in  the 

Bloodvessels  after  Death,"  appearing  in  the  Johns 
Hopkins  Bulletin,  July,  1892,  was  the  first  to 
demonstrate  the  1  large  anaerobic  gas 

ing    organism    capable    of    growing    in    the 
and    tissues   of    man    and    animal-.      Ii    was 
shown  to  grow  during  life,  but  especially  rapidl) 
alter  death,  and  accounted  for  the  formerly  mys- 

us  phenomenon  of  air  in  the  vein-,  uteri 
tissues  in  certain  cases  coming  to  autopsy. 

In  animal  experiment-  Welsh  was  unable  1 
duce  any  effect  by  injecting  a  moderate  dose  into 
the  circulation  of  rabbits,  but  in  a  pregnant  rabbit 
with  a  dead  fetus  a  -mall  dose  proved  fatal  from 
a  general  infection.  He  therefore  concluded  that 
the  bacillus  must  be  considered  non-pathogenic  for 
rabbits,  but  under  special  conditions  it  might  be- 
come pathogenic  and  suggested  that  if  it  should 
find  access  to  dead  tissue  away  from  the  surface 
it  might  grow  and  eventually  enter  the  circulation. 

Fraenkel,  working  independently  and  writing 
two  years  after  Welsh,  described  the  same  organ- 
ism in  wound  infection,  in  three  cases  associated 
with  other  organisms  and  once  as  a  pure  culture 
after  a  puncture  with  a  hypodermic  needle  in  a 
patient  suffering  from  Asiatic  cholera.  He  iden- 
tified this  infection  with  the  disease  known  under 
various  names,  as  gaseous  gangrene,  gangrene 
foudroyante,    progressive   gangrenous    emphysema. 

Since  these  two  original  papers  a  moderate 
amount  of  literature  has  appeared  on  the  subject 
without  adding  materially  to  our   information. 

The  organism  as  described  by  Welsh  is  a  large 
non-motile,  capsulated,  anaerobic  bacillus  from 
three  to  six  microns  long,  with  rounded  ends,  oc- 
curring in  pairs  or  short  chains,  and  growing  in  all 
ordinary  culture  media  if  anaerobic  methods  are 
employed. 

The  name  bacillus  aerogenes  capsulatus  given 
it  by  Welsh  is  objectionable,  and  is  being  sup- 
planted  by   bacillus    Welchi.     It   is    found   univer- 


sally distributed,  especially  in  the  soil,  di  1  1  tig 
vegetable  matter,  and  in  the  intestines  of  man  and 
animals.  It  ma)  enter  the  system  and  be  ome 
•  nil  1  ithei  bj  auto  infection  Erom  the  ali 
mentar}  canal  oi  Erom  extraneous  mattei  entering 
a  woum  e  b     -  cavities.     The  •' 

lias  b(  ed  in  all  parts  of  the  wot  Id,     I  hi 

ol  reported  1  ases  in  this  < 
are  from  Baltimore.  I'd. ike  states  thai  practically 
all  the  writer-  on  this  subject  are  "Easterners,"  and 
few  if  any  ca-e-  are  reported  Erom  the  West,  Sev- 
ises  have  been  reported  fn  un  Ma  lilla  no 
the   American  occupation  and  they  seem  to  be  of  an 

pi  iallj  virulent  type.  In  a  limited  experienci 
with  traumatic  surgery  in  Southern  Georgia  I  have 
-ecu  eight  undoubted  cases,  and  the  disease  is 
familiar  to  all  the  physicians  doing  much  of  that 
class  of  work. 

Ii  is  often  stated  that  the  apparent  prevalence  of 
ease  in  Baltimore  is  because  the  physicians 
there  are  on  the  lookout  for  it,  which  would  imply 
a  lack  of  interest  and  alertness  in  the  west  which 
1-  very  improbable.  The  more  correct  view  seems 
to  be  that  the  bacillus  is  more  abundant,  more  viru- 
lent, or  the  conditions  for  its  growth  as  a  patho 
genie  organism  are  more  prevalent  in  certain  local- 
ities, and  it  is  a  disease  especially  prevalent  in 
moist,  tropical,  or  semi-tropical  regions  resembling 
the  tetanus  bacillus  in  this  respect. 

It  is  difficult  to  reconcile  the  universal  presence 
of  the  organism  with  the  rarity  of  the  disease  ex- 
cept by  Welsh's  rabbit  experiment,  showing  that 
"special  conditions"  have  to  exist  before  the  or- 
ganism can  become  pathogenic,  and  by  drawing 
the  inference  that  like  the  rabbit  man  is  partially 
immune  and  the  bacillus  does  not  grow  under  or- 
dinary conditions.  The  "special  conditions"  neces- 
sary for  its  growth  as  a  pathogenic  organism  are 
not  entirely  understood.  It  seems  more  than  prob- 
able that  the  other  organisms  so  generally  found  as- 
sociated with  the  aerogenes  capsulatus,  aid  in  giv- 
ing it  a  foothold.  None  of  my  cases  has  shown  a 
pure  culture  of  the  bacilli,  and  nearly  all  have  had 
an  intense  putrid  odor  of  spoiled  meat  not  char- 
acteristic of  the  aerogenes  capsulatus  which  is  not 
a   stink-producing   organism. 

Cases  1.  2.  4,  6,  7  and  8,  all  had  an  offensive 
odor,  and  in  addition  to  the  aerogenes  capsulatus, 
they  showed  a  short,  thick  actively  motile  bacillus 
discolored  easily  by  Gram's  method,  which  grew 
rapidly  on  the  surface  of  all  culture  media  with  a 
characteristic  odor  like  putrid  meat,  and  was  iden- 
tified as  the  proteus  vulgaris.     In  cases  2  and  5  this 
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bacillus  was  not  looked  for.  In  case  4,  material 
taken  from  the  deep  tissues  at  a  distance  from  the 
wound  showed  both  the  proteus  vulgaris  and  the 
aerogenes  capsulatus.    It  is  therefore  evident  that 

in  this  locality  at  least  the  proteus  vulgaris  is  fre- 
quently found  with  the  aerogenes  capsulatus,  and 
in  its  company  the  proteus  vulgaris  which  is 
usually  a  surface  organism  is  capable  of  penetrating 
into  the  deep  tissues,  and  in  this  mixed  infection 
the  proteus  vulgaris  exercises  its  well-known 
power  of  enhancing  the  pathogenic  property  of  the 
bacteria  with  which  it  is  associated.1  To  what  ex- 
tent the  proteus  vulgaris  is  a  factor  in  starting  an 
aerogenes  capsulatus  invasion  is  of  course  unde- 
termined. 

In  the  Shattuck  lecture  Welsh  mentions  snake- 
bite as  a  cause  of  lowered  resistance  of  the  blood  to 
bacterial  invasion.2  The  following  case  shows  an 
aerogenes  infection  starting  from  that  cause: 

W.  II..  while  walking  through  the  woods,  was 
bitten  in  the  calf  of  the  right  leg  by  a  diamond- 
back  rattlesnake.  He  reached  the  road  two  hun- 
dred yards  distance  and  fell  unconscious.  Assist- 
ance reached  him  immediately,  a  tourniquet  was 
applied  about  the  thigh  above  the  knee  and  the  leg 
at  the  site  of  the  bite  was  cut  open  by  a  pocket 
knife.  When  he  reached  the  hospital  three  miles 
distant  he  was  pulseless  and  unconscious.  The 
next  day  the  pulse  was  perceptible  and  about  160. 
The  leg  was  much  swollen  as  high  as  the  tourni- 
quet, and  very  offensive.  Palpation  showed  gase- 
ous crepitation  from  the  foot  to  the  tourniquet,  and 
after  removing  the  tourniquet  it  continued  up  the 
thigh.  The  third  day  he  was  improved,  but  died  in 
collapse  at  the  "72  hour  period." 

Bacteriological  examination  showed  both  aero- 
genes capsulatus  and  the  proteus  vulgaris  in  the 
wound. 

The  clinical  picture  of  the  infection  is  varied 
from  the  rapidly  spreading  type  producing  death 
in  a  few  hours  to  the  insidious  development  of  a 
few  gas  bubbles  about  an  infected  wound  without 
adding  materially  to  the  pathological  process. 
Some  observers  have  isolated  the  aerogenes  bacillus 
from  abscesses  in  which  there  was  no  gas. 

In  the  typical  cases  the  process  is  exceedingly 
rapid.  Beginning  at  the  wound  the  skin  takes  on 
a  reddish  brown  color  which  advances  rapidly  by 
an  indistinct  line  of  demarcation.  Gaseous  cre- 
pitation is  felt  in  the  subcutaneous  tissues  and  later 
the  epidermis  is  lifted  up  by  numerous  gas  bubbles. 
The  wound  secretes  a  reddish  or  dark  watery  fluid 
which  in  the  majority  of  my  cases  had  an  offensive 

Surgery.      A»- 


'1)   Ware — The    Role    of   the    Proteus    Vulgar 
nals   of  Surgcrv.  Vol.   36,   Page  120. 

:     Welsh — Communications  of  the   Mass.      Medical    Society,    \  ol. 
18,  1900. 


odor  due  to  other  bacteria.  In  this  condition  the 
limb  can  be  cut  open  without  pain  and  without 
hemorrhage  as  shown  by  case  3.  The  muscles  are 
reduced  to  a  pulp  and  filled  with  air  bubbles.  The 
bloodvessels  stand  open  and  ooze  only  a  little 
watery  fluid.  In  less  typical  cases  there  is  a 
severe  inflammatory  action  about  the  wound,  and 
careful  palpation  shows  accumulation  of  gas  in  the 
deeper  tissues.  The  prognosis  in  the  aerogenes 
infection  is  not  as  bad  as  was  formerly  supposed 
and  depends  largely  upon  the  virulence  of  the  in- 
fection. Four  of  my  eight  cases  died,  but  one 
death  was  from  the  snake-bite  rather  than  the  in- 
fection. This  corresponds  closely  to  Welsh's  fig- 
ures of  59rr  mortality. 

Treatment  consists  in  multiple  incisions  and  fre- 
quent or  continuous  irrigation.  Hydrogen  perox- 
ide and  oxygen  in  the  wound  are  recommended, 
but  it  is  doubtful  whether  these  agents  reach  any 
but  the  surface  bacteria.  Injections  of  hydrogen 
peroxide  is  suggested  by  Lahey  as  a  remedial  agent 
for  the  infection  but  is  not  recommended  owing  to 
the  dangerous  physical  action  of  the  drug. 

Infections  of  the  extremities  call  for  a  high  de- 
gree of  surgical  judgment  in  deciding  for  or 
against  an  amputation.  Two  of  my  cases  could 
have  been  saved  by  a  timely  amputation,  and  two 
recovered  after  amputation.  Still  all  cases  of  in- 
fection of  the  extremities  do  not  require  a  radical 
operation,  and  even  if  an  amputation  is  performed 
it  is  not  always  necessary  to  go  beyond  the  infec- 
tion as  seen  by  Case  2.  which  recovered  after  ex- 
tensive sloughing  of  the  flaps. 

Following  is  an  enumeration  of  my  eight  cases: 

Case  i. — Aerogenes  capsulatus  and  proteus  vul- 
garis infection  of  compound  fracture  of  the  thigh. 
Amputation.     Recovery. 

L.  D.,  aged  8,  received  a  charge  of  bird  shot  in 
the  left  thigh  shattering  the  bone.  Amputation 
thirty  hours  after  the  accident.  The  next  day  the 
flaps  were  of  a  reddish  brown  color  and  covered 
with  blebs.  Palpation  showed  gaseous  crepitation 
in  the  subcutaneous  tissue.  The  wound  was  cov- 
ered with  a  dark  grey  slough  with  a  most  offensive 
odor  resembling  decayed  meat.  Bacterial  exami- 
nation and  cultures  showed  the  aerogenes  capsu- 
latus and  the  proteus  vulgaris. 

Case  2 — Aerogenes  capsulatus  ana  proteus  vul- 
garis infection  after  traumatic  amputation  of  both 
feet. 

J.  C.  run  over  by  a  railroad  train  about  thirty 
miles  from  Savannah  and  both  feet  crushed.  When 
seen  forty-eight  hours  after  operation  both  legs 
were  swollen  to  immense  size,  filled  with  gas  and 
very  offensive.  Deep  incisions  were  made  into  the 
thighs  without  causing  either  pain  or  hemorrhage. 
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infection   extended   into  the  abdomen   bj    an 
tinct    line    o  tion.    1  (eath    in    sixt) 

Bacteriological    examination    showed    the 
itus  and  proteus  vulgaris. 

•  capsulatus  infection  of  gun- 
.■  pelvis.     Death. 
C.  H..  aged  14  years,  was  shot  in  the  thigh  and 
'•11  with  bird  shut.     When  seen  thirt)   hours 
:cident  the  scrotum  was  black  and 
len.     The  wounds   were  offensive  and 

lish-brown  lii|iiii!.     The  lower  pan  of  I 
■    and  pelvis  was  swollen  with  the  subcutane- 
;sue  full  of  gas.     Death  in  forty-eight  hours. 
lies  capsulatus  found. 

genes   copsidatus   infection 
in  the  thigh.    Death. 
L.  D.  was  shot  in  the  left  thigh  by  a  38-calibre 
revolver.     The  next  da)  the  thigh  was  swollei 

men   and    full   of  gas.     Died 
hours  .titer  the  accident, 
igical    examination    showed 

1  us  vulgaris.    Doth 
rganisms  were  obtained   from  the  deep 
at  a  distance   from  the  wound. 

lenes  capsulatus  infection  of  com- 
ture  of  the  leg.    .imputation.    Rea 
T.  M  ears,  sustained  a  compound  frac- 

■     -  a    fall   from  a 

and  the   wound   was   rubbed   full  of   dirt.     ! 

after  the  accident  the  wound  was  black 
(Tensive.     Gaseous  crepitation  was  present  in 
patches  as  high  as  the  middle  of  the  thigh.      The 
lymph  leg  were  red  and 

in  an  ordinary  lymphangitis.     The  thigh  was 
amputated  at   the  upper  third.     Recovery.     Cover 
mears  showed  1;  .  otile  bacilli. 

Case  6. — Aerogenes  capsulatus  and  proteui 
garis  infection  following  operation  for  fistula  in 
Recovery. 
L.  T.  was  operated  upon  for  an  old  fistula  in 
ano  which  had  recently  taken  on  a  violent  inflam- 
matory action.  The  inflammation  spread  after  the 
operation  involving  the  scrotum,  buttocks  and  ab- 
domen. The  subcutaneous  tissues  became  full  of 
gas  and  the  wound  had  a  most  offensive  odor.  Re- 
covery aften  ten  weeks.  Bacteriological  examina- 
tion showed  the  aerogenes  capsulatus  and  proteus 
vulgaris. 

Case  7. — Aerogenes  capsulatus  and  proteus  vul- 
garis infection  of  buttocks.     Recovery. 

H.  S..  4  years  old,  wa-  stepped  upon  by  a  mule, 
badly  lacerating  the  buttocks  and  opening  tin 
turn.  Forty-eight  hours  after  the  accident  the 
wound  was  discharging  an  offensive  dark  red  fluid. 
the  edges  were  black  and  sloughing  and  gaseous 
crepitation  was  felt  over  the  pelvis  as  high  as  the 
crests  of  the  ilium.  The  treatment  consisted  in 
multiple  incisions,  drainage  and  frequent  irrigation. 
Recovery  after  ten  weeks.  Bacteriological  exami- 
nation snowed  both  the  aerogenes  capsulatus  and  the 
proteus  vulgaris. 

Case   8. — Snake-bite  with   aerogenes   capsulatus 
and  proteus  vulgaris  infection.     See  above. 


I  In-  list  i-  peculiar  in  that  it  shows  a  mixed  in- 
fection  with  the  proteus  vulgaris  in  six  of  the  eight 
cases  m  which  it  was  looked  for,  and  it  maj  have 
been  present  in  the  other  two. 


I  III-   (  URE  I  >F  MRU  TURE  OF  THE    REC 
rUMO  >\ii'i  [i  \  1  i\i;  FIST1  1  \i 
I    \M    REPORTS. 

I   11  \l;l  ES    S.    \  1  \  VB1  1  .    M.D. 

1  I  ni.  San   Intonio  Free  Dispensary;  Attending 
Surgeon,  Lee  Surgical  1 1  *  >sp it  :il ;  eta 

SAN     VNTONIOj     I  EX  VS. 

It  is  not  in  keeping  with  the  stride  of  surgery 
in  all  directions  that  the  saying  "once  a  stricture. 
always  a  stricture"  should  still  go  unchallenged. 
The  time-honored  gradual  dilatation  by  the  finger 
or  bougie  is  palliative  at  best  and  never-ending. 
Division  of  the  constricting  ring  by  the  knife  or 
eautcn  must  be  followed  by  persistent  passage  of 
dilator  01  bougies,  else  early  recurrence  is  certain 
to  follow. 

In  these  cases  the  beginning  of  the  fistulous 
through  the  gut  is  always  proximal  to  the 
stricture,  so  it  becomes  necessary  to  obliterate  the 
stricture  if  we  would  hope  for  results  in  any  pro- 
cedure directed  toward  cure  of  the  fistula. 

Simple  division  through  the  fistula,  including  the 
stricture,  does  not  give  any  promise  as  the  result- 
ar  i-  productive  of  a  mure  dense  constriction 
at  the  original  site. 

The  two  cases  I  am  about  to  report  had  both 
been  operated  upon  several  years  before  with  sub- 
sequent attempts  at  dilatation,  etc.,  which  resulted 
in  maintenance  of  the  fistulae  and.  as  would  be  ex- 
pected, greater  density  of   the  stricture. 

It  therefore  becomes  apparent  that  the  stricture 
must  lie  effectually  dealt  with  before  we  attack  the 
fistula.  The  procedure  I  employ  is  described  in 
the  following  report  of  the  two  cases  operated 
upon  by  me : 

Case  I.— Mrs.  A.  G.,  admitted  to  the  Lee  Surg- 
ical Hospital,  June  4.  Age.  37;  married;  5  chil- 
dren, youngest  11  years.  Complaint:  "Bowels 
move  through  vagina." 

Family  History:  Mother  and  one  sister  died  of 
tuberculosis. 

Past  History:  Diseases  of  childhood;  general 
health  has  been  good  to  beginning  of  present  ill- 
ness 11  vears  ago,  when  at  birth  of  last  child  she 
suffered  "complete  laceration  of  the  perineum.  Im- 
mediate repair  was  unsuccessful,  a  recto-vaginal 
fistula  resulting.  Repair  was  again  attempted  two 
years  later  with  negative  results,  since  which  time 
the  patient  has  passed  practically  nothing  through 
the  anus. 

Physical  Examination:     Patient  thin  and  anemic 
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in  appearance ;  expression  tired  and  anxious ; 
pthisical  involvement,  left  base;  abdomen  and  ex- 
tremities, negative.  Vaginal  examination  shows 
remains  of  complete  perineal  laceration ;  both 
perinei  retracted,  and  a  fistulous  opening  into  the 
rectum  one  and  one-half  inches  from  the  vaginal 
outlet  and  admitting  the  index  finger  into  the  rec- 
tum. Rectal  Examination :  The  sphincter  seemed 
to  be  intact  but  there  was  a  stricture  just  within 
the  sphincter  which  would  admit  only  the  finger  tip. 
Nearly  all  fecal  matter  was  shunted  by  this  stric- 
ture through  the  vaginal  outlet. 

After  preparatory  treatment  of  several  days,  the 
sphincter  was  completely  divulsed  and  a  circular  in- 
cision was  made  around  the  muco-cutaneous  mar- 
gin. The  rectal  wall  was  now  dissected  free  not 
only  beyond  the  stricture  but  well  beyond  the  proxi- 
mal edge  of  the  fistulous  opening,  and  so  freed 
from  its  attachments  that  the  rectum  could  be  re- 
sected to  this  point  and  the  mucous  edge  approxi- 
mated to  the  skin  without  undue  tension.  The 
vagina  was  then  attacked,  the  edges  of  the  fistulous 
tract  being  excised  by  a  diamond-shaped  incision 
through  the  vaginal  wall  in  the  long  axis  of  the 
vagina ;  the  edges  were  brought  together  by  a  row 
of  continuous  buried  chromic  gut  sutures  and  a 
superficial  row  of  continuous  submucous  chromic 
gut  sutures.  A  classical  perineorrhaphy  was  now 
done ;  and,  finally,  the  edge  of  the  resected  rectum 
was  fastened  to  the  skin  margin  by  interrupted 
sutures  of  fine  black  silk.  The  vagina  was  packed 
with  gauze  and  the  rectum  with  gauze  surrounding 
a  tube  so  that  approximation  of  the  vaginal  and 
rectal  walls  might  be  uniform,  insuring  the  ob- 
literation of  all  dead  space. 

It  will  at  once  be  apparent  that  this  effectually 
removed  the  stricture  and  left  a  healthy  portion  of 
gut  wall  next  the  old  fistulous  site  in  the  vagina. 
No  drainage  was  left.  The  packs  were  removed  on 
the  fifth  day  and  the  patient's  bowels  moved  with 
castor  oil  on  the  eighth  day.  The  muco-cutaneous 
wound  healed  per  primam,  as  did  the  line  of  vaginal 
repair.  The  patient  was  discharged  on  the  24th 
day.  I  have  seen  her  twice  since  and  she  reports 
that  her  bowels  move  one  or  twice  a  day  without 
enemas  or  laxatives,  that  she  has  perfect  sphincter 
control  and  no  pain,  and  has  gained  17  pounds. 

Case  II. — Mrs.  T.  N.,  admitted  to  the  Lee  Surg- 
ical Hospital,  June  16,  1910.  Forty-three  years 
old  ;  7  children,  youngest  8  years  old ;  miscarriage 
5  years  ago.  Complaint:  Constant  purulent  dis- 
charge from  rectum  and  can  only  have  liquid  move- 
ment of  bowls,  which  gives  a  great  deal  of  pain. 

Family  History:      Negative. 

Past  History:  Negative  as  to  present  illness. 
The  patient  had  been  lacerated  during  childbirth 
and  was  operated  upon  7  years  ago  for  fistula;  has 
gotten  progressively  worse  since  operation — dis- 
charge never  ceased  and  she  became  more  and  more 
constipated  until  for  the  past  three  or  four  years 
she  has  been  unable  to  have  an  evacuation  of  the 
bowels  without  an  injection,  which  for  the  past  5 
months  has  been  ineffectual  so  she  had  resorted  to 
saline  catharsis  every  day  or  so. 


Physical  Examination:  Expression  that  of  con- 
stant pain;  the  patient  appeared  63  instead  of  43; 
had  not  passed  the  menopause.  Chest,  abdomen 
and  extremities,  negative.  Vaginal  examination  re- 
vealed perineal  tear  of  long  standing;  bilateral  scar 
in  the  cervix.  Rectal  examination  revealed  three 
fistulous  openings  in  the  perineum  just  behind  the 
vaginal  outlet — much  induration.  The  finger  in 
the  rectum  met  little  resistance  at  the  sphincter,  but 
encountered  a  very  dense  fibrous  stricture  2% 
inches  up  the  rectum  which  would  admit  only  a 
No.  16  French  sound.  Pressure  between  the  sound 
in  the  rectum  and  the  finger  in  the  vagina  extruded 
a  quantity  of  pus  through  the  fistulous  openings  in 
the  perineum. 

Diagnosis:  Perirectal  abscess  with  fistulous 
openings  proximal  to  a  dense  stricture  of  the  rec- 
tum. 

On  June  22,  the  patient  was  etherized  and  in  the 
lithotomy  position  the  muco-cutaneous  junction  was 
divided  and  the  rectum  dissected  up  as  in  the  pre- 
ceding case.  The  perirectal  abscess  was  opened 
into  just  beyond  the  base  of  the  stricture  and  about 
two  ounces  of  pus  were  evacuated.  Probes  were 
now  passed  through  the  three  fistulous  tracts,  two 
of  which  were  found  to  coallesce  before  reaching 
the  abscess  cavity,  and  the  tracts  with  the  sur- 
rounding indurated  tissue  were  exsected.  The 
sphincter  muscle  was  left  intact.  In  closing,  the 
skin  edge  of  the  excised  portion  of  perineum  was 
approximated  over  the  sphincter  by  interrupted 
sutures;  a  protective  tissue  drain  was  led  to  the 
bottom  of  the  abscess  cavity ;  and  the  rectum  was 
brought  down  and  sutured  to  the  now  circular 
skin  margin  with  fine  black  silk  interruptedly.  The 
rectum  and  vagina  were  packed  as  in  the  previous 
case.     This  packing  was  removed  on  the  fifth  day. 

The  patient's  bowels  were  moved  on  the  eighth 
day  after  an  uneventful  post-operative  period. 
There  was  a  free  discharge  from  the  site  of  drain- 
age for  the  first  five  days  which  gradually 
diminished  during  the  succeeding  18  days  to  about 
a  half  ounce  in  24  hours  when  the  patient  was  dis- 
charged from  the  hospital.  On  the  14th  day  I  in- 
jected the  cavity  with  bismuth  paste,  and  again  on 
the  18th  and  24th  days,  without,  however,  the 
salutary  result  I  have  experienced  in  other  cases. 
This  I  think  was  due  to  the  non-union  of  the 
perineal  wound  allowing  too  free  escape  of  the 
paste,  and  also  to  the  very  anemic  and  depleted 
condition  of  the  patient,  which  is  slowly  improving. 
The  muco-cutaneous  line  healed  per  primam  ami 
the  patient  has  a  daily  stool  without  discomfort 
and  good  sphincter  control. 

The  stricture  has  been  completely  obliterated 
and  the  abscess  cavity  made  extra-rectal.  This 
cavity  now  shows  marked  tendency  to  close  spon- 
taneously. 

The  object  of  this  paper  is  to  draw  attention  to 
the  necessity  in  these  cases  of  obliterating  the 
stricture  by  complete  resection,  rather  than  by  any 
measure  of  simple  incision  or  division. 
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Every  reasonable  suggestion  that  will  aid  the 
11  in  extricating  his  patient  from  the  many 
perils  and  pitfalls  which  beset  the  thorny  path  to 
recovery  after  a  critical  operation  is  worthy  of  at- 
tentive consideration.  The  last  decade  has  been 
'dly  prolific  in  new  methods,  procedures  and 
inventions  that  have  enormously  improved  our 
post-operative  results,  and  in  this  way  have  con- 
tributed most  brilliantly  to  the  general  progress 
and  good  repute  of  surgery.  Because  of  the  greater 
frequency  of  the  indications  for  intervention,  the 
surgery  of  the  abdominal  cavity  and  its  contained 
1-  has  offered  the  most  striking  examples  of 
the  increasing  resources  which  have  been  placed  at 
the  disposal  of  the  operating  surgeon  in  dealing 
v\  ith  post-operative  complications.  It  would  be 
profitless  to  review  or  even  mention  these  revolu- 
tionary contributions  to  post-operative  treatment  as 
they  have  now  become  common  property,  and  are 
too  familiar  to  every  practical  surgeon  to  justify 
an  encroachment  on  the  limited  space  at  my  com- 
mand on  this  occasion.  Suffice  it  to  say  that  many 
of  these  procedures  are  of  American  birth  and  are 
a  source  of  just  pride  to  all  those  who  are  watch- 
ing with  patriotic  interest  the  steady  and  rapid  de- 
velopment of  the  native  genius   for  invention   and 


originality  in  solving  the  greal  practical  problems 
that  face  iht-  workei  in  oui  arl  .1  in  othei  fields  of 
thought   and   human   endeavor. 

In  this  connection,  I  feel  thai  !  cm  in  no  man 
ner  make  more  effecth  ponse  to  the  cour- 

im itation  of  the  editor  of  the  \\n  ri<  vn 
Journ  \i.  of  Surgery  for  a  brief  contribution  to  its 
admirably  planned  Southern  Number,  than  by  di- 
recting the  attention   of   its   readers   to   the  great 

;d  value  "i  .1  uveut  suggestion  nlVeretl  by 
Dr.  L.  I..  McArthur,  of  Chicago,  at  the  Atlantic 

I  nv  meeting  of  the  American  Medical  Association 
held  in  June,  [909,  and  which  appeared  in  the  trans- 
actions of  the  Surgical  Section  under  the  modest 
title,  "Some  Therapeutic  Possibilities  of  Biliary 
Fistulae." 

At  the  recent  meeting  of  the  Southern  Surgical 
and  Gynecological  Association,  held  in  Nashville, 
December  13-15,  I  had  the  privilege  of  discussing 

II  ome  length  the  history,  the  indications  and  the 
neglected  possibilities  of  the  catheterization  of  the 
biliary  passages — a  procedure  which  may  be  classi- 
fied under  two  headings:  (1)  exploratory  and  (2) 
therapeutic  catheterization.  Of  the  results  obtained 
by  this  procedure  the  following  may  be  mentioned 
as  examples:  Dilatation  of  the  ducts  and  extraction 
of  calculi;  systematic  dilatation  of  the  cystic  and 
common  ducts;  injection  of  air  and  fluids  for  diag- 
nostic purposes;  injection  of  water  and  medicated 
solutions  to  dissolve  stones  and  to  disinfect  or  treat 
the  biliary  tract.  The  indications  thus  summarized 
cover  practically  all  the  conditions  which  in  the  past 
called  for  instrumental  exploration  and  catheteriza- 
tion of  the  bile  passages,  with  the  exception  of  the 
indications  for  drainage,  which  now  provide  the 
most  frequent  opportunities  for  this  procedure. 

It  is  interesting  to  note  that  in  spite  of  the  at- 
tention which  this  subject  received  in  the  past,  and 
of  the  fairly  extensive  literature  which  the  biblio- 
grapher will  find  on  this  topic,  this  literature  had 
lost  practically  all  interest  until  last  year  (1909), 
when  the  subject  was  resurrected  and  presented 
in  an  entirely  new  light  by  McArthur's  suggestion 
that  the  gall  bladder  and  bile  passages  could  be 
utilized  for  purposes  of  systemic  medication,  hydra- 
tion, feeding  and  stimulation, — the  injected  fluids 
finding  their  way  directly  from  the  gall  bladder  by 
the  common  duct  into  the  intestine.  In  the  com- 
munication previously  referred  to,  McArthur  said : 
"In  practically  every  case  of  operation  for  gall 
stones  the  operator  establishes  a  temporary  biliary 
fistula,  either  of  the  gall  bladder  or  of  the  common 
duct,  the  purpose  being  to  relieve  the  cholemia. 
cholecystis  or  cholangitis  by  continued  drainage  in 
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much  the  same  way  as  urinary  cystitis  is  relieved." 
As  the  result  of  his  personal  observations  while 
practicing  irrigation  of  the  gall  bladder,  McArthur 
came  to  the  conclusion  that  this  temporary  fistula 
could  be  utilized  most  advantageously  and  with  sur- 
prising results  in  flooding  the  intestinal  tract ;  a 
mode  of  instillation  or  infusion  which  was  far  more 
effective  than  by  the  now  classical  rectal  or  procto- 
clytic  route. 

For  the  performance  of  enteroclysis  by  the  upper 
duodenal  route,  which  may  be  designated  the 
"cholecysto-duodenal  method,"  he  advises  the  fol- 
lowing procedure:  "If  to  a  tube  draining  the  gall 
bladder  in  an  ordinary  case  of  cholecystostomy  for 
drainage,  we  connect  the  tube  of  an  irrigator  con- 
taining, for  example,  normal  salt  solution,  the  rate 
of  flow  being  graduated  net  to  exceed  5  to  6  drops 
per  second  and  the  pressure  to  be  no  mure  than  20 
inches  elevation,  a  continuous  flow  into  the  duo- 
denum can  be  established  and  maintained  without 
discomfort  to  the  patient.  Too  rapid  flow  or  too 
high  pressure  will  quickly  produce  pain  simulating 
mild  biliary  colic  and  might  deter  one  from  using 
this  procedure,  if  not  cognizant  of  the  facts." 

'When  large  quantities  of  fluid  have  thus  been 
introduced  there  has  been  observed  a  slowing  of  the 
pulse  with  a  filling  out  of  the  vessels,  a  lo<s  of 
thirst,  a  moistening  of  the  tongue  and  a  surpris- 
ingly rapid  increase  in  the  urinary  output  (patients 
complaining  of  the  frequency  of  urination),  "edema 
of  the  feet  in  patients  lying  on  an  inclined  bed."  I 
might  add  to  this  that  the  free  introduction  of  fluid 
into  the  upper  bowel  is  a  powerful  stimulant  to  in- 
testinal peristalsis,  favoring  the  expulsion  of  the 
gases  which  make  the  patients  suffering  from  hep- 
atic toxemia  usually  miserable,  and  also  moving  the 
bowels  in  consequence  of  the  increased  fluidity  of 
the  stools. 

In  the  case  of  gall  bladder  drainage  the  patulous 
state  of  the  cystic  duct  can  be  determined  by  the 
presence  of  bile  in  the  gall  bladder  or  by  injecting 
sterile  salt  solution  through  a  tube  into  the  cystic 
duct  with  a  small  glass  syringe  before  the  abdomen 
is  closed.  McArthur  adds :  "When  I  have  had  to 
utilize  the  common  duct  drainage  I  have  never  tried 
this  procedure  until  the  second  or  third  day  by 
which  time,  if  leakage  occurs,  it  finds  itself  con- 
fined to  the  space  walled  off  by  the  prophylactic 
gauze  drain  inserted  for  such  an  emergency,  and 
escapes  externally.''  In  referring  to  the  indications 
for  this  procedure,  McArthur  justly  lays  stress  upon 
the  following  condition :  "In  chronic  obstructive 
jaundice   we   frequently   meet  an  associated  neph- 


ritic probably  incident  to  the  toxic  effects  of  the 
cholemia.  In  just  such  cases,  especially  after  an 
ether  anesthesia  (which,  by  the  way,  should  now 
be  discarded  for  gas  and  oxygen)  there  is  imminent 
danger  of  a  urinary  suppression.  Under  these  con- 
ditions I  have  sometimes  found  it  possible  to  start 
promptly  an  active  secretion  of  urine,  thus  minim- 
izing the  patient's  dangers."  To  men  of  experience, 
the  anuria  which  follows  operations  in  cases  of 
chronic  jaundice  is  a  well  known  danger.  The  fre- 
quent association  of  parenchymatous  degeneration 
of  the  kidneys  with  chronic  hepatic  disease  was 
long  ago  pointed  by  Frerichs  and,  since  his  day.  by 
von  Leyden.  Nothnagel,  Moebius,  Chauffard  and 
many  others.  The  gravity  of  this  hepatogenic 
anuria  as  a  post-operative  complication  is  well 
shown  in  the  recent  clinical  and  experimental  con- 
tribution of  Clairmont  and  v.  Haberer  ("Ueber 
Anurie  nach  Gallenstein  Operationen"  in  Mitteil. 
aus  d.  Grensg.  d.  Med.  11.  Chinirg.,  XXII,  Bd.  i.. 
1910)  which  is  well  worthy  of  consultation  by  all 
those  interested  in  the  subject. 

It  was  the  result  obtained  in  just  such  a  ca-e, 
when  the  urinary  function  was  restored  and  life 
saved  by  the  timely  application  of  McArthur's  pro- 
cedure that  made  me  a  convinced  believer  in  the 
practical  value  and  in  the  far-reaching  possibilities 
of  the  upper  quodenal  route.  The  effect  of  duo- 
denal infusion  by  the  direct  method  above  de- 
scribed in  diminishing  and  arresting  the  in- 
cessant and  exhausting  post-operative  vomiting 
was  most  notable.  I  can  account  for  it- 
prompt  action  only  by  the  supposition  that  the 
introduction  of  fluid  into  the  duodenum  and  upper 
bowel  starts  an  active  peristaltic  wave  downwards 
which  tends  to  keep  the  stomach  empty  and  free 
from  bile  and  pancreatic  secretion. 

In  the  above  case  and  in  three  others  in  which  I 
have  had  occasion  to  resort  to  direct  duodenal  irri- 
gation, I  have  injected  the  fluid  directly  through  a 
catheter  introduced  into  the  gall  bladder,  thence  via 
the  common  duct  into  the  duodenum.  For  this  pur- 
pose I  have  found  nothing  so  effective  as  an  urete- 
ral catheter  of  large  size  which  is  allowed  to 
penetrate  into  the  bowel  for  one-quarter  or  one- 
third  its  length.  In  cases  in  which  the  catheter 
can  be  introduced  it  is  the  method  to  be  preferred, 
but  it  can  be  readily  conceived  that  there  are  cases 
in  which  catheterization  is  not  practicable  after  the 
abdominal  wound  has  been  closed;  in  such  cases 
the  slow  instillation  of  fluid  through  a  drain  intro- 
duced in  the  gall  badder  in  the  cautious  manner 
recommended  by   McArthur,   is  the  proper  proce- 
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dure  provided  the  presence  of  bile  in  the  drain  dem- 
onstrates tlio  patulous  condition  of  the  cystic  duct, 
rhe    advantage    of    direct    catheterization    over 
simple  installation  of  fluid  in  the  gall  Wadded 

E  pain    from    over  distention    and    the 
certainty  of  injecting  the  desired  amount  of 
fluid  into  the  bowe!  at  a  given  time. 

My  experience  of  the  last  six  months  only  ern- 
es what  McArthur  has  said.     M\  technic  has 
■  1  a  little  from  his.  but  the  fundamental  prin- 
ciple which  he  has  so  ably  established  and 

remains  unaltered.     It  is  quite  evident   that 
ions  will  be  raised  by   mam   who 
have  not  had  an  opportunity  to  tost  the  method  01 
tay  moot  with  exceptional  conditions   which 
may  render  the  method  inapplicable.     Without  at- 
tempting to  discuss  these  objections  we  ma) 

•  •  time  and  further  experience  the  test  "I  the 
true  value  and  legitimate  place  of  this  procedure  in 
our  operative  therapy.  One  fact  will  remain  un- 
disputed, viz..  that  nowhere  is  absorption  so  active 
or  so  normal  as  in  the  upper  duodenum.  Whoever 
has  had  occasion  to  test  the  efficiency  of  the  upper 
as  compared  to  the  lower  (rectal)  route  as  an  ave- 
nue to  the  circulation  must  be  convinced  that  this, 
in  a  physiologic  sense,  is  infinitely  the  more  efficient 
and  preferable,  whenever  it  can  be  made  available 
for  the  purposes  of  the  surgeon. 

In  conclusion,  my  chief  aim  in  this  communica- 
tion is  to  encourage  others  in  the  application  of 
this  valuable  suggestion  in  the  cases  in  which  it  is 
especially  indicated.  It  is  an  added  means  of  ac- 
complishing an  end  when,  for  one  reason  or  an- 
other, in  a  case  of  cholecystostomy  or  choledoch- 
otomy,  the  means  already  at  hand  (ingestion  per  os. 
proctocylsis,  hypodermoclysis,  etc.),  cannot  be  em- 
ployed or  are  insufficient  to  relieve  a  serious  or 
menacing  situation. — Rudolph  Mat  as. 


THE  AMERICAN  JOURNAL  OF  DISEASES 
OF  CHILDREN. 


Of  very  great  interest,  it  seems  to  us,  are  the 
editorial  and  advertising  announcements  in  the 
Journal  of  the  American  Medical  Association  of 
December  3,  1910.  that,  beginning  this  month  there 
will  appear,  monthly,  a  new  pediatric  journal,  Tin- 
American  Journal  of  Diseases'  of  Children,  to  be 
published  by  the  American  Medical  Association. 

A  well  censored  journal  representative  of  the 
scientific  pediatric  work  of  the  entire  country  is 
much  needed.  Its  absence  has  constituted  the  one 
gap  in  American  medical  journalism.  There  can, 
or  should  be.  no  complaint,  therefore,  that  the  or- 


ion  should  itself  undertake  to  fill 
this  gap.  More  than  that,  the  high  class  of  articles 
and   the   press   \\,,rk    that   characterize    The  Journal 

of  the  American  Medical    Issociation  and  The    U 

Ju:cs  of  Internal  Medicine  give  ample  assuranci 
that   The   American   Journal   oj  Diseases  0) 

dren  \-  conceived,  and  will  be  conducted,  under  the 

best  auspices. 

It  is  interesting  to  note  in  the  announcement  tli. 1' 
the  new  pediatric  journal  will  be  devoted  not  only 
to  "the  diagnostic  observations"  and  "therapeutic 
methods,"  but  also  to  the  "surgical  technic  of  clini- 
.inil  investigatoi  working  in  this  special 
field."  We  do  not  possess  and  scarcely  need  a  spe- 
cialty "i  ntrgical  pediatrics,  but  the  recently  issued 
treatises  on  the  Surgery  of  Childhood,  by  Prof. 
Samuel  \Y.  Kelley.  and  by  the  lamented  De  Forest 
Willard,  afford  ample  testimony  that  there  is  much 
that  is  special  in  pediatric  surgery.  We  hope  that 
The  American  Journal  of  Diseases  of  Children  will 
indeed  develop  no  less  the  surgical  than  the  med- 
ical aspects  of  pediatrics. — W    M.   B. 


JOHN  C.  DA  COST  V 
In  the  death  on  December  6th,  of  John  Chalmers 
1  1.1  <  osta,  of  Philadelphia,  at  the  age  of  76,  Amer- 
ica has  lost  a  notable  surgeon.  In  addition  to  his 
accomplishments  in  surgery  and  gynecology,  and 
even  beyond  his  other  important  literary  products 
Da  Costa  deserves  especially  to  be  remembered. 
we  believe,  as  the  author  of  the  best  single-volume 
text  book  of  modern  surgery  in  English. 


Surgical  Suggestions 


Attacks  of  pain  on  the  right  side  closely  re- 
sembling renal  colic  and  associated  with  hematuria 
may  be  due  to  appendicitis. 


If  during  an  operation  for  appendicitis  the 
cecum  or  ileo-cecal  junction  ruptures  the  bowel  is 
profoundly  diseased,  as  by  sarcoma,  ulcerative 
typhlitis,  etc. 


Before  returning  the  intestines  after  appendicec- 
tomy,  make  sure  of  two  things:  first,  that  there  is 
no  mesenteric  thrombosis ;  second,  that  there  is  no 
bleeding  from  the  mesenteriolum  (one  may  bleed 
to  death  from  an  untied  vessel  torn,  for  example, 
when  preparing  the  appendix  base  after  tying  the 
mesenteriolum). 
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Book   Reviews 


Duodenal  Ulcer.  By  B.  G.  A.  Moynihan.  M.  S.  <  Lond.) 
F.R.C.S.,  Leeds.  Octavo;  367  pages;  63  illustrations. 
Philadelphia  and  London  :  W.  B.  Saunders  Company, 
1910. 

Than  Moynihan  no  man  has  done  more  in  the  brilliant 
development  of  the  surgery  of  the  upper  abdomen  that 
has  marked  the  last  decade.  As  much  as  Moynihan  no 
man  has  done  to  establish  chronic  duodenal  ulcer  as  a  clin- 
ical entity,  diagnosticable  by  well-defined  symptoms,  and 
to  determine  by  large  personal  experience  the  technics  of 
its  surgical  treatment.  This  work  comes  to  us,  therefore, 
with  the  authority  of  him  most  fitted  for  its  authorship. 

Moynihan's  work  presents  little  that  might  not  be  gath- 
ered, here  and  there,  and  more  or  less  vaguely  or  timidly 
expressed,  from  others.  But  it  is  none  the  less  epochal, 
for  it  crystallizes  surmises  and  theories  with  the  force  of 
clear  demonstrations,  it  strikes  another  body  blow  at 
"functional  dyspepsia,"  and  in  a  few  terse,  unequivocal 
statements  it  establishes  the  definite  symptomatology  of 
chronic  ulcer  of  the  duodenum! 

The  book  is  no  abstruse  treatise  for  the  special  student 
of  gastro-intestinal  pathology,  nor  a  technical  disquisition 
for  the  abdominal  surgeon.  It  is  a  concise,  clear  exposi- 
tion that  the  general  practitioner  may  read  in  a  few  hours 
and  with  much  pleasure ;  and  to  him  it  will  prove  espe- 
cially valuable,  since  under  his  care  come  most  of  the 
cases  of  duodenal  ulcer  that  are  for  years  treated  as  dys- 
pepsia. To  him  Moynihan  speaks  thus  boldly :  "There  are 
few  diseases  whose  symptoms  appear  in  such  definite  and 
well-ordered  sequence  as  is  observed  in  duodenal  ulcer, 
the  symptoms  of  duodenal  ulcer  are  definite,  and 
not  easily  to  be  mistaken,  .  .  .  they  appear  in  an 
order  and  with  a  precision  which  are  indeed  remarkable." 
(  Page  101.)  "The  symptoms  of  'acid  dyspepsia,'  if  they 
are  intractable  and  recurrent,  are  due  to  the  demonstrable 
lesion,  duodenal  ulcer.  Of  that  there  can  no  longer  be 
any  doubt."  (Page  117.)  "Recurrent  severe  'hyper- 
chlorhydria'  is  duodenal  ulcer.     .      .  In  a  large  expe- 

rience I  have  never  operated  upon  a  case  of  protracted  or 
recurrent  'hyperchlorhydria'  without  finding  a  duodenal 
ulcer."  (Page  112.)  Nor  would  it  seem  that  the  author 
may  have  been  deceived  at  his  operations  by  preconcep- 
tions. "No  'anaemic  spots'  or  trivial,  often  imaginary 
thickenings  do  I  accept  as  being  enough  to  account  for 
protracted  symptoms.  The  ulcer  is  always  a  visible,  tang- 
ible, demonstrable  lesion."     (Page  112.) 

Recurrent  periods  of  "hunger  pain" — epigastric  pain 
and  fulness  coming  on  two,  three,  four  or  even  six  hours 
after  eating,  followed,  with  some  relief,  by  belching,  and 
often  greatly  relieved  by  eating — is  the  cardinal,  accord- 
ing to  Moynihan  the  pathognomonic,  symptom  of  duodenal 
ulcer.  The  history  often  extends  over  very  many  years. 
The  anamnesis  is  all-important  in  the  diagnosis ;  physical 
examination  is  not  essential  to  it.  A  point  of  tenderness 
in  the  midline  of  the  epigastrium  or  to  the  right  of  this, 
may  or  may  not  be  present.  Vomiting  is  rare ;  hemate- 
mesis  occasionally  occurs.  Blood  is  often  found  on  testing 
the  stools,  but  this  has  only  corroborative  value ;  it,  too, 
is  not  necessary  to  the  diagnosis.  The  appetite  is  good. 
Fluid  food  often  brings  on  the  pain  quicker  than  solid  food. 
The  pains  may  be  only  after  the  principal  meal,  or  after 
every  meal.  Characteristically,  it  awakens  the  patient 
about  2  o'clock  at  night.  The  periods  of  attacks  stretch 
over  many  years,  usually  with  longer  or  shorter  intervals 
of  complete  or  incomplete  freedom  from  distress.  The  at- 
tacks are  especially  prone  to  come  in  the  winter  months ; 
in  the  summer  the  symptoms  are  almost  always  absent. 
This,  very'  briefly  stated,  is  essentially  the  clinical  picture 
of  duodenal  ulcer  as  Moynihan  draws  it.  How  familiar 
it  sounds  as  the  history  of  so  many  cases  of  "hyperacid- 
ity," "'nervous  indigestion"  and  what  not,  treated  by  alka- 
lies, lavage  and  diets ! 


After  a  brief  History  of  ulceration  of  the  duodenum. 
Moynihan  in  four  chapters  discusses  and  reviews  the  liter 
ature  of,  respectively,  Ulceration  of  the  Duodenum  111 
Cases  0/  Burns  or  Scalds  (in  which  he  points  out  that 
"Curling's  ulcer"  had  been  clearly  described  by  Lang  of 
Liverpool  a  year  before  Curling's  publication),  Uremic 
Ulcer,  Tuberculous  Ulcer  and  Melaena  Neonatorum  and 
Duodenal  Ulcer.  Chapter  VI  presents  in  22  pages  the 
Symptoms  and  Diagnosis  of  Chronic  Duodenal  Ulcer,  as 
above  abstracted.  Then  follow  chapters  on  the  Differen- 
tial Diagnosis,  Treatment  (Surgery),  Perforation  and 
Pathology  of  chronic  duodenal  ulcer.  Moynihan  hazards 
little  or  nothing  concerning  etiology. 

An  Appendix,  compiled  by  Harold  Collinson,  M.  S., 
F.R.C.S.,  assistant  surgeon  at  the  Leed's  General  Infirm- 
ary, contains  protocols  of  the  186  cases  of  duodenal  ulcer 
operated  upon  by  Moynihan  up  to  the  end  of  1908.  with  a 
statistical  analysis.  In  his  preface  Moynihan  says  that 
"up  to  the  end  of  1909  the  mortality  of  the  whole  series  of 
my  cases  was  1.6  per  cent.,  and  among  the  last  121  cases 
there  was  no  death." 

A  Text-Book  of  General  Bacteriology.     By       Edwin  O. 

Jordan.  Ph.D.,   Professor  of  Bacteriology  in  the  Uni- 
versity of  Chicago  and  in  Rush  Medical  College.  Sec- 
ond  Edition.     Octavo;   594  pages;   illustrated.     Phila- 
delphia   and    London:     W.    B.    Saunders    Company, 
1910.     Cloth,  $3.00  net. 
In   this   edition   the   text   has   been   considerably   revised 
and  amplified  as  shown  in  the  increase  of  37  pages.     This 
increase    is.    in    a    large   measure,    the    result   of   a   proper 
cognizance  of  the  most  important  advances  in  bacteriology 
since  the  first  edition.     Changes  are  noted  throughout  the 
book,  among  the   most   important  of   which   are  Epidemic 
Cerebro-Spinal    Meningitis,    certain   plant   tumors   of   bac- 
terial origin  and  numerous  references  to  the  use  of  vac- 
cines.    It   is    a   pleasure   to   note   that   the   poor   index   of 
the   first  edition  has  been   entirely   revised   and   made   im- 
measureably  more  serviceable. 

Oxford  Medical  Publications.  Puerperal  Infection. 
By  Arnold  \V.  W.  Lea,  M.D.,  U.S.  (Lond.),  B.Sc. 
(Manch.),    F.R.C.S.    (Eng.).     Lecturer    in    Obstetrics 

and  Gynecology,  the  University  of  Manchester;  Surg- 
eon.   Northern    Hospital    for   Women,   etc.     Large   oc- 
tavo ;    384    pages ;    23     text     figures     and     35     plates. 
London:     Henry    Frowde,   Hodder    and     Stoughtox. 
1910.     Price,  $9.00. 
Lea  has  written  a  comprehensive  monograph  which  deals 
with  all  phases  and  aspects  of  the  subject.     There  are  no 
errors  of  omission  or  comission ;  all  views  are  impartially 
stated,  and  all   branches   receive   quite   full  treatment.     In 
spite  of  these   excellences,   the  book   leaves   the   interested 
reader  singularly  cold,  because  the  author  appears  to  have 
carefully  eschewed  expressing  any  preference  for  the  many 
and   varied   opinions,    measures,   etc.,   which   he   describes, 
thus  robbing  the  volume  of  all  and  any  personal  element. 
The    mortality    statistics   of   England   are   of    great    im- 
portance in  studying  the  increase  or  decrease  of  puerperal 
infection.     These   facts   are   very   fully  discussed.     An  ex- 
cellent   bibliography    will    be    found    at    the    end    of   each 
chapter.     The  illustrations  and  plates  are  admirable,  as  is 
the  typography  and  general  get-up  of   the  book. 

Diagnosis  and  Treatment  of  Diseases  of  Women.    By 
Harry  Sturgeon  Crossen  M.D.,  Professor  of  Clinical 
Gynecology,    Washington    University:    Gynecologis 
the  Washington  University  Hospital  and  Director  of 
the   Gynecological   Clinic,   etc.     Second  Edition.  Large 
octavo;    1.025   pages;   744  engravings.     St.   Louis:     C. 
V.  Mosby  Co..  1910. 
This   second   edition  contains  200  additional   pages,  and 
50     new   original    illustrations.     From   the   number   of    il- 
lustrations   it    will    be    noted    that    much    stress    has    been 
laid   upon  this   feature  of  the   book,   so   much   so   that   in 
many  instances  the  text  is  merely  explanatory  of  the  pic- 
tures.    The   chapters   devoted   to  methods   of  examination 
are  unusually  complete,  but  their  value  is  considerably  im- 
paired   by    too    great    subdivision,    which    interferes    with 
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Precis   de   Pathologie    Chirurgicale.    Tome    III.    Mam- 
mary Gland,  Abdomen.     I :     Duval,  Leceni     G 
and   I  10 ;  781  pages;  352  figures; 

ible  binding     Paris;     Masson   .\   Co.,   1911    Price, 
10   francs. 
The  title  of  this  third  of  four  volumes  dealing  in  epito- 
mized form  with  surgical  pathology  is  very  misleading  in- 
asmuch as  the  author's  pi  tic  methods,  symp- 

Is   of  treatment  as  well  as  surgical 
ology  and  anatomy. 

siderable   space   is   devoted   to   the  surgical    diseases 
of  the  mammary  glands;  hydatid  disease  of  the  livei 
the  pathology  of  hernia— and  these  subjects  appear  to   us 
ived   the  best   treatment  at   the   hands 
Many    subjects,    however    appear    to    havi 
sadly     neglected,     and     some     important     topics,     entirelj 
omitted.     Witness  a  page  and  a  half  devoted  to  the  path- 
symptoms,    diagnosis,    treatment    and   prognosis    of 
subphrenic  abscess,  and  the  subject  of  "fibromata"  of  the 
abdominal  wall  treated  with  similar  brevity.     No   descrip 
:    suppurative   pylephlebitis   or  of  multiple    abscess 
of  the  liver  can  be  found. 

The  work  is  generally  up-to-date,  very  recent  observa- 
tions in  the  literature  being  often  quoted.  Sometime-;  the 
authors  go  too  far  in  their  enthusiasm.  For  example,  it 
mains  to  be  proven  that  the  Cammidge  reaction  in 
the  diagnosis  of  pancreatitis  "is  of  great  value  in  the 
diagnosis,"  and  "surgeons  utilizing  the  method  will  be 
highly  satisfied  with  it."  On  the  other  hand  recent  im- 
portant studies  of  the  pathology  of  gastric  and  duodenal 
ulcers  and  their  relation  to  carcinomatous  ulcers  have  not 
even  been  mentioned. 

The  illustrations,  scattered  in  profusion  throughout  the 
book,  are  excellent  and  to  the  point.  The  printing  is  neat 
and  clear.  It  is  perhaps  unfortunate  that  there  is  no  in- 
dex appended  to  this  volume :  it  might  have  aided  the  re- 
viewer of  the  work  to  arrive  at  a  more  favorable  im- 
pression of  the  epitome. 

Urinary  Surgery,  A  Review.     By     Frank     Kidd,     M.B., 
B.C.    (Cantab.),    F.R.C.S..    Assistant    Surgeon    to    the 
London      Hospital.     Octavo ;      429      pages.     London : 
Longmans.  Green  &  Co.,  1910. 
Unstinted  praise  can  be  given  to  this  volume,  the  clear- 
est and  best  expose  of  the  subjeet  from  the  viewpoint  of 
the  general  practitioner  that  has  come  to  our  hands.  The 
subject  matter  is  concisely  handled  on  a  most  up-to-date 
basis,  the  important  principles  and  procedures  are  strongly 
brought   out,   and   theoretical    considerations    are    touched 
upon  only  in  so  far  as  they  have  practical  bearing.     "  \- 
regards  treatment,  this  is  set  forth  in  so  far  as  it  can  be 
carried   out   by  the   practitioner,   but   as    far   as   operative 
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with   rather  than   the    mil   details   thereof,   though   the   main 
features    >if    thl  .ire    outlined."    I      Prefai      I  I  he 

clarity   oi    the   text    is   enhanced   In    numerous   clean-cut 
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to  choose  the  best  chapters  from  these  sections,  but  r  1 
haps  a  perusal  "i  the  chapter  dealing   with   the  develop 

1  the  Kidney  and  tin-  nut.  1  and  thi  chapter  on  ni  ph 
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Tlnre  i-  little  in  this  book  to  which  exception  maj   be 
taken.    We  would,  however,  rathet   nol    ei    a  certain  dog- 
matic spirit  displayed  about   subjei  to  question 
For  1                 i.|.                                           hi    substitution 
1    spina!    for                            thesia   in  several   places.     And   it 
ler  generally  agreed  upon  that  tuberculin  is  of  any 
value  in  the  treatment  "i  tuberculous   ..1111,  (page  176), 
nor   that   the   entire   ureter   must   be   removed    in    i.ises   of 
nephrectomj   foi  renal  tuberculosis  (page  192).  The  author 
ed   upon    the   theories   and   experimental 
work  in  connection   with  so-called  "reflex"  anuria  in  the 
same    manner    in    which    he    dealt    with    the    experimental 
studies  on  cystitis  (page  270). 

But  these  are  all  minor  considerations,  that  may  be  ad- 
justed in  subsequent  edition  of  this  book.  For  we  feel 
that  there  should  be  subsequent  editions  of  a  work  that 
must  satisfy  a  long  want  of  the  general  practitioner  who 
is  interested  in  the  remarkable  progress  made  in  urinary 
surgery  in  the  past  ten  years.  We  cannot  leave  this  book 
without  a  word  for  the  neat  and  attractive  way  in  which 
it  is  put  up  and  a  compliment  to  the  publishers  for  the 
entire  absence  of  typographical  errors. 

A  Manual  of  Nursing.  By  Margaret  Frances  Donahoe, 
formerly  Superintendent  of  Nurses,  Philadelphia  Gen- 
eral Hospital.    Duodecimo;  489  pages;  52  illustrations. 
New  York :  D.  Appleton  &  Co.,  1910. 
This  is  a  convenient  manual  for  the  student  nurse.     It 

condenses  a  great  deal  of  information,  which  is  concisely 

presented. 
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The  Physician's  Visiting  List  for  iqn.  (60th  year  of 
its  publication.)  Philadelphia:  P.  Blakiston's  Son 
&  Co. 

Modern  Dental  Materia  Medica,  Pharmacology  and 
Therapeutics,  including  the  Practical  Application 
of  Drugs  and  Remedies  in  the  Treatment  of  Disease. 
By  J.  P.  Buckley,  Ph.G..  D.D.S.,  Professor  and  Head 
of  the  Department  of  Materia  Medica,  Pharmacology 
and  Therapeutics,  and  Formerly  Director  of  the 
Chemical  Laboratories,  Chicago  College  of  Dental 
Surgery.  Second  Edition.  Octavo;  383  pages;  46 
illustrations.  Philadelphia:  P.  Blakiston's  Son  & 
Co.,  1910    Price,  $2.50. 

Dental  Materia  Medica  and  Therapeutics.  With  Spe- 
cial Reference  to  the  Rational  Application  of  Remed- 
ial Measures  to  Dental  Diseases.  A  Text-Book  for 
Students  and  Practitioners.  By  Herman  Prinz.  M.D., 
D.D.S.,  Professor  of  Materia  Medica,  Therapeutics 
and  Pathology,  Washington  University  Dental  School, 
St.  Louis.  Octavo;  596  pages;  103  illustrations.  St. 
Louis:  C.  V.  Mosby  Medical  Book  Co.,  1909. 
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A  Resume  of  Recent  Literature. 


The  Responsibility  of  the  Tonsil  in  Tuberculous 
Adenitis.  F.  S.  Matthews,  New  York.  Annals  of 
Surgery,  December,   1910. 

Histological  examinations  were  made  of  65  whole  tonsils 
removed  from  children;  57  tonsils  of  patients  not  clinic- 
ally tuberculous  showed  no  tuberculous  lesions.  (  If  eight 
patients  with  tuberculous  cervical  adenitis  the  tonsils  were 
found  tuberculous  in  five.  In  two  of  the  cases  there  was 
evidence  of  other  than  tonsillar  source  for  the  tuberculous 
infection  (.in  these  two  cases  the  tonsils  were  not  tubercu- 
I  ,us). 

The  writer's  result,  therefore,  parallel  those  of  Hurd, 
Judd  and  others.  In  cases  in  which  there  is  clinical  evi- 
dence that  the  tonsils  are  the  source  of  tuberculous  in- 
fection, tuberculous  lesions  in  the  tonsils  have  been  found. 
Nevertheless,  tuberculosis  does  not  greatly  enlarge  these 
tonsils;  according  to  Hurd,  tuberculosis  is  to  be  found 
in  the  small  buried  ones  and  not  in  the  large,  soft  and 
elevated  varieties  of  tonsils.  Matthews  believes  that,  with 
a  recognition  of  the  frequency  of  the  tonsillar  source  of 
infection,  tonsils  will,  in  the  future,  be  more  frequently 
removed  to  avoid  a  reinfection  of  the  cervical  glands  by 
tuberculosis. 

Treatment  of  Tuberculous  Glands  of  the  Neck.  A 
Study  of  649  Operated  Cases.  E.  S.  Judd,  Rochf  5- 
ter,  Minn.,  Annals  of  Surgery,  December,   1910. 

In  a  survey  of  the  anatomy  of  the  glands  of  the  neck 
the  author  points  out  that  although  these  glands  drain  the 
entire  scalp,  skin  and  the  mucous  membrane  of  the  head 
and  face,  there  are  no  lymphatic  vessels  passing  upward 
or  communicating  with  any  point  within  the  skull.  The 
deep  cervical  glands,  best  considered  in  a  surgical  sense  in 
one  group,  lie  almost  entirely  behind  the  sternomastoideus 
in  the  upper  half  of  the  neck;  in  the  lower  half  they  lie 
near  the  muscle  in  the  supraclavicular  triangle.  Most  im- 
portant of  the  facts  indicated  by  Judd  is  the  recently 
made  discovery  that  direct  extension  from  the  cervical  to 
the  mediastinal  glands  is  impossible.  The  glandular  system 
of  the  neck  having  no  direct  relations  with  the  lymphatic 
system  of  the  thorax,  tuberculous  cervical  glands  must  be 
considered  a  local  affection  and  treated  as  such. 

Many  children  between  the  ages  of  four  and  ten  present 
enlarged  cervical  lymph  glands.  The  pathological  picture 
in  these  nodes  is  in  part  tuberculosis,  in  part  hyperplasia. 
It  suffices,  in  most  of  these  patients,  to  remove  adenoids 
and   tonsils,   exhibit  tonic  medication,   fresh   air,   etc. 

Thus   the   large   majority   of -the   patients    radical! 
erated    upon    were    over    15    years    of    age.     Pulmonary 
tuberculosis  is  not  necessarily  a  contraindication.     In   fact 
the   pulmonary   condition   appeared   much   improved    after 
the  removal  of  the  cervical  glands,  in  some  of  the  cases. 

The  technic  employed  at  the  Rochester  Clinic  is,  in  brief : 
The  incision  begins  behind  the  mastoid  tip  and  runs  along 
the  border  of  the  trapezius.  A  little  below  the  middle  of 
the  neck  it  curves  forward  to  end  at  the  clavicular  inser- 
tion of  the  sternomastoideus.  The  latter  muscle  is  drawn 
forward  and  the  dissection  begun  as  low  down  as  the 
omohyoid  pulley.  In  most  of  the  cases  the  entire  deep 
cervical  chain  should  be  removed  in  one  piece.  It  should 
be  removed  with  its  enveloping  fascia,  whenever  possible ; 
not  infrequently  the  dissection  can  be  made  with  the  finger. 
Half  way  up  the  neck  the  superficial  sensory  nerves  are 
met.  These  are  best  divided  to  ensure  good  exposure.  A 
short  distance  above  them  the  spinal  accessory  is  met 
emerging  from  the  sternomastoideus.  The  nerves  should 
be  spared;  if  accidently  divided,  immediate  suture  gives 
good  functional  results.  As  soon  as  the  internal  jugular 
vein  is  exposed  a  packing  should  be  placed  against  it; 
lowermost  exposure  to  avoid  the  possibility  of  air  being 
sucked  into  it.  When  the  dissection  is  over  the  platysma 
should  be  separately  sutured,  and  the  skin  by  a  subcuticular 


stitch.  The  operative  field  is  drained  by  a  stab  incision. 
Submaxillary  glands  are  best  removed  through  a  separate 
incision  parallel  to  the  maxiliary  ramus. 

There  was  no  direct  mortality  from  the  radical  opera- 
tion, in  Judd's  series  of  cases.  In  8.6  per  cent,  of  the 
cases  recurrences  took  place  in  the  region  of  the  former 
operations. 

Surgery  of  the  Middle  Turbinate  Body.  Albert  H.  An- 
drew s.  Journal  of  Ophthalmology  and  Oto-Laryngol- 
ogy,  October,  1910. 
The  author  says  that  the  middle  turbinate  body  being  a 
part  of  the  ethmoid  bone  is  subject  to  the  same  varia- 
tions in  size,  in  shape  and  in  composition  as  characterize 
the  other  portions  of  this  structure.  Among  the  com- 
moner diseased  conditions  which  are  generally  recognized 
as  calling  for  removal  of  the  turbinate  are:  I,  polypi 
springing  from  or  recurring  in  the  immediate  neighbor- 
hood of  the  turbinate;  2,  chronic  disease  of  any  of  the 
anterior  group  of  accessory  cavities,  especially  when  the 
turbinate  itself  is  diseased  or  when  it  lies  so  close  to 
the  lateral  wall  as  to  interfere  with  drainage,  ventilation 
or  with  examination  of  these  cavities ;  3.  disease  of  the 
sphenoid  sinus  or  posterior  ethmoid  cells  when  its  re- 
moval facilitates  the  treatment  of  these  cavities. 

There  are  certain  other  conditions  which  in  some  cases 
need  operative  treatment,  such  as  pressure  of  the  middle 
turbinate  on  the  surrounding  structures,  and  a  hypertro- 
phied  turbinate  with  pains  in  the  eye  or  head,  the  per- 
sistent appearance  of  a  discharge  of  muco-pus  from  under 
the  turbinate ;  where  the  turbinate  is  pressed  upon  by  a 
small  circumscribed  deflection  of  the  septum  with  plenty 
of  room  below  and  where  there  is  a  sensation  of  nasal 
obstruction. 

A  Case  of  Subcutaneous  Surgical  Emphysema.  An 
Unusual  Complication  Following  the  Removal  of 
Faucial  Tonsils.  Benjamin  D.  Parish.  The 
Laryngoscope,  November,  1910. 
A  man  28  years  of  age  developed  alarming  symptoms 
after  removal  of  tonsils  under  ether  anesthesia.  The 
patient  left  the  operating  table  in  good  condition,  there 
being  nothing  unusual  about  the  operation  except  a  slight 
excess  in  bleeding.  On  the  way  to  his  room,  the  patient 
developed  alarming  dyspnea  and  it  was  noticed  that  the 
face  and  neck  were  swelling  rapidly.  Examination  re- 
vealed a  puffiness  of  the  entire  neck  so  that  the  lines  of 
the  neck  were  practically  obliterated,  both  cheeks  and  right 
eye-lid  were  swollen,  and  a  crackling  of  emphysema  was 
easily  detected  over  this  entire  area  as  far  down  as  the 
last  rib  anteriorly,  but  none  posteriorly.  It  was  noted 
that  the  emphysema  which  had  been  increasing  with  the 
neck  in  the  extended  position  remained  stationary  when 
flexed.  Examination  of  the  throat  and  neck  showed  noth- 
ing unusual.  Stimulants  and  enteroclysis  were  admin- 
istered. The  patient  rallied  from  the  shock,  his  respira- 
tion again  became  normal  and  in  about  three  days  the  em- 
physema had  been  absorbed  from  the  neck  and  face, 
though   it  took   two  weeks  to  disappear  from  the  chest. 

Cosmetic  Surgery  of  the  Nose.  Henry  A.  Beaudoux. 
The  St.   Paul   Medical   Journal,    November,    1910. 

The  author  believes  that  paraffin  injections  in  this  con- 
nection have  not  received  the  credit  they  should.  The 
claims  that  many  of  the  accidents  from  paraffin  can  be 
accredited  to  a  poor  preparation  of  the  paraffin,  and  im- 
proper injection  methods.  In  noses  where  the  fascia  is 
bound  down  close  to  the  bony  or  cartilaginous  septum, 
small  amounts  of  paraffin  should  be  used  during  each  in- 
jection as  it  is  dangerous  to  force  too  much  into  the  tissues 
at  one  setting.  Embolus  will  not  occur  if  paraffin' of  a 
proper  melting  point  is  used  nor  will  a  displacement  of 
paraffin  either  in  the  tissues  of  the  forehead  or  above  the 
eyelids  occur  if  too  great  force  is  not  used.  Should  an 
over  amount  be  injected,  by  the  use  of  very  hot  com- 
presses over  the  nose,  one  can,  in  many  instances,  mold 
this   excess,   if   small,   to   the    symmetry   of   the  parts. 

The   external   nasal   deformities   should  be   divided   into 
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Some  Observations  on  Fatal  Cases  of  Pulmonary 
Thrombosis.  E.  Gr.YNN  and  R.  E  Knowles,  Liver- 
pool.    British  Medical  Journal.  November     5.   1910. 

r   than    em- 
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spital.     We 
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specially    abdominal,    and     associated     with     slight 

pyrexia,  suggests  the  possibility  us  pulmonary 

thrombosis  and  of  a   sudden   fatal   termination   about   the 

third  week. 

Cases  of  spontaneous  thrombosis  are  overlooked  from 
the    assumption    that    only    embolism    1  ath    in 

a  few  minutes,  from  neglect  to  remove  and  harden  the 
heart    and    lui  r,    and    trace    the    distribution    of 

the  thrombi  in  situ  in  properly  hardened  specimens,  and 
especially  from  neglect  to  make  a  thorough  microscopical 
examination. 

Even  the  association  of  pulmonary  clots  with  others  in 
the  systemic  veins  does  not  necessarily  prove  that  the 
former  are  embolic.  Both  may  have  arisen  spontaneously 
and  separately  from  similar  causes. 

Active  Lobar  Collapse  of  the  Lungs  After  Abdominal 
Operations.    W.    Pasteur.     Lancet,  October  8,   tqio. 

Pasteur  gives  the  report  of  five  cases.  The  symptoms 
of  active  lobar  collapse  are  the  following:  Sudden  dyspnea 
and  cyanosis,  generally  accompanied  by  pain  in  the  lower 
part  of  the  chest;  cough  is  not  a  prominent  feature;  there 
is  an  immediate  loss  of  mobility  of  the  affected  side  of 
the  chest,  always  the  side  upon  which  the  operation  was 
performed.  The  movements  on  the  healthy  side,  on  the 
other  hand,  are  exaggerated.  There  is  dullness  at  the  base, 
with  weak  breath  sounds,  becoming  almost  inaudible  at  the 
base.  On  the  healthy  side  the  lung  apparently  becomes 
enlarged  by  a  process  of  compensation,  and  the  apex  beat 
becomes  shifted  to  the  affected  side.  This  last  symptom, 
according  to  Pasteur,  is  difficult  to  explain.  The  author 
believes  that  the  collapse  of  the  lung  is  due  to  partial  or 
complete  paralysis  of  the  affected  side  of  the  diaphragm, 
and  the  lesions  are  exactly  similar  to  those  found  after 
diphtheritic  paralysis  of  the  diaphragm.  Pasteur  has  ob- 
served the  lungs  in  about  15  cases  of  lung  collapse  aris- 
ing from  various  conditions.  In  nearly  all  of  them  the 
lower  lobe  was  collapsed,  airless  and  sank  in  water.  The 
condition  should  not  be  confused  with  post-operative 
pneumonia.     Xo  treatment  is  suggested. 


Acute     Thoracic     Empyema;     Avoidance     of     Chronic 
Empyema;    Rib   Trephining    for   Suction    Drainage. 
s    Robinson,   Boston,     Boston  Medical  and  Su 
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tage  in  that  shock  from  lung  collapsi    1    obviated 
For  the  details  of  tins  interesting  reporl   and  opi 
der  is  referred   to  the  original   paper. 
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implj   stating  that  there  is  generallj   no  pain 
in  tin-  suppurating  cysts.    Quenu,  in  an  analysis  ..1" 

oi  cases,  finds  that  pain  is  a  common 
mi    in    the   earlier    stages   of   the   disease,   and    1 
more    frequentlj     present    during    the    coursi      0    the    af- 
independent  of  any  suppuration  or  rupture  of  tin- 

at    the   operating   table. 

'I  lie  painful   cysts  are  not   all  grouped  under  one  type. 
There  is  one  variety,  which  the  author  ti  rm    thi    "p  1  udo 
lithiae"    type,   characterized   by    attacks    closely    resembling 
gall  ■■loi  e  colii       ["hesi    attacks  do  11. a  se<  m  I 
the    situation    of    the    cyst    within    the    liver.     Another   type 
is    the    "gastralgic"    one,    in     which     the    symptoms    may 
closely  resemble  the  gastralgias,  and  may  or  mav  not   be 
panied      by      digestive      disturbances.        The     most 
usual   variety   of  pain,   however,   is  a  more  or  less  con- 
stant 1  ne  in  Hi.    right  hypochondrium.     It  may  at  tin 
intense  and   radiating;   the   radiation   not  assuming  a  con- 
.  iurse  to  the  right  shoulder,  but  extending  to  other 
regions    (left    shoulder,   hack,   abdomen,   etc.").     The    cause 
of   pain    in    these   non-suppurating    cases   is,   as   yet,   quite 
unknown 

The   Operative  Treatment  of  Acute  and   Chronic  Pan- 
creatitis.    (  Beitrage  gur  Operativcn   Behandlung  der 
Akuten      und      Chronischen     Pankreatitis,)      Joseph 
Gabiet,    Wiener   Klinische    Wochenschrift,    November 
24,   ioio. 
Tn    chronic    pancreatitis    associated    with    gallstones,    the 
author   recommends   cholecystectomy  and  drainage  of  the 
hepatic  duct.      If  the  chronic  pancreatitis  is  associated   with 
stagnation  of  bile,  even   though  cholelithiasis  is  not  pres- 
ent, cholecystenterostomy  is  indicated. 

In  addition,  in  every  case  in  which  there  is  an  enl 
ment   and  hardening  of  the  pancreas,   the  author  believes 
that   excision   of   a  portion   of   the   inflammatory   swelling 
and  drainage  are  necessary. 

Permanent    Cure    of    Carcinoma    After    Exposure    to 

Radium.     {Uber     Dauerheilungen     von     Kareinomen 

nach  Radiumbestrahlung).     A.  Exxer,  Vienna,  Muen- 

chener    Medizinische     Wochenschrift,    November    22, 

1910. 

The  author  report-   four  cases  of  prognostically  ha.',  car- 

cinomata     permanently     cured     by     radium     therap  \ 

woman.   42   years    ..1.1.    with    carcinoma   of   the   cheek    the 

size   of   a   cent   piece;    single    exposure    of    one-half    hour 

caused   disappearance   of  the   growth   in   14  days;   ha-    re- 
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mained  well  seven  years.  Woman  73  years  old  with 
tumor  of  cheek  involving  the  mouth  and  adherent  slightly 
to  upper  and  lower  jaw  treated  for  four  months;  she  has 
remained  well  for  seven  years.  A  man,  ~~  years  old,  was 
operated  upon  for  tumor  of  the  jaw  involving  the  antrum; 
parts  of  the  neoplasm  could  not  be  removed :  the  large 
cavity  was  exposed  to  radium  for  14  days;  the  patient 
was  well  until  his  death  two  years  later  from  pneumonia 
The  last  patient,  a  man  of  58  had  a  carcinoma  which  in- 
volved the  entire  upper  lip,  infiltrating  neighboring  tissues; 
for  four  months  interrupted  exposures  were  given,  the 
severe  reaction  necessitating  intermissions;  the  patient  re- 
fused further  treatment;  at  this  time  a  small  piece  was 
i  seised  and  showed  carcinoma,  whose  vitality  was  greatly 
impaired  by  the  treatment;  the  patient  is  still  well  four 
and  on-half  years  later. 

A  Radical  Operation  for  Malignant  Disease  of  the 
Testis.  Russel  Howard,  London.  The  Lancet,  No- 
vember 12,  1910. 

The  question  of  a  radical  operation  for  malignant  dis- 
ease of  the  testis  has  come  more  and  more  to  the  front  of 
recent  years.  In  other  parts  of  the  body  the  operations 
for  malignant  disease  have  been  progressively  elaborated 
until  it  is  an  axiom  that  extirpation  of  the  growth,  with 
the  lymphatic  glands  the  part  drains  into  and  the  inter- 
vening lymphatics  is  the  only  radical  form  of  operation, 
and  that  this  should  be  done  in  all  cases.  In  the  case  of 
the  testicle,  however,  the  deep  situation  of  the  involved 
lymphatics  and  the  important  structures  which  lie  near 
them  have  appeared  to  negative  the  usual  operative  pro- 
cedure, and  surgeons  on  the  whole  have  been  content  to 
perform  castration  and  to  trust  that  the  lymphatics  are  not 
already  infiltrated.  The  very  few  cases  that  escape  sub- 
sequent recurrence  in  the  glands  show  on  what  feeble 
grounds  this  hope  rests,  and  a  radical  glandular  operation 
appears  to  be  the  more  urgent  as  local  recurrence  in  the 
scrotum  is  rare. 

Howard  reports  the  following  extensive  and  radical 
operation  performed  in  July,  1910,  on  a  boy  of  ten,  who 
had  a  small  round-celled  sarcoma  of  the  left  epididymis 
and  testicle : 

An  incision  was  made  into  the  testis  so  as  to  confirm 
the  diagnosis.  This  was  found  to  be  correct,  and  an  in- 
cision was  then  made  over  the  external  ring  and  the  sper- 
matic cord  was  separated  and  ligatured  so  as  to  avoid 
loss  of  blood  from  the  incision  into  the  testis.  A  second 
incision  was  then  made  from  the  external  ring  in  a  curved 
direction  external  to  the  linea  semilunaris  to  about  1^2 
inches  above  the  umbilicus.  All  the  layers  of  the  abdominal 
wall  were  cut  through  and  the  peritoneum  was  exposed. 
This  was  dragged  away  from  the  retro-peritoneal  tissue 
and  was  found  to  strip  readily ;  the  stripping  was  con- 
tinued until  the  aorta  and  the  common  iliac  and  external 
iliac  arteries  were  thoroughly  exposed  from  the  renal  ves- 
sels downwards,  the  peritoneum  being  held  back  with 
broad  retractors.  The  exposure  was  very  thorough,  and 
the  whole  length  of  the  vessels  was  easily  seen  by  the  on- 
lookers. The  tissue  round  the  aorta,  renal  arteries,  in- 
ferior mesenteric,  common  and  external  iliacs,  and  the 
commencement  of  the  internal  iliacs  was  removed  with 
scissors  and  Kocher's  dissector  until  the  vessels  were  quite 
clean  as  in  an  ordinary  dissecting  room  dissection.  Nu- 
merous glands  were  removed  in  the  tissue,  but  none  seemed 
to  be  enlarged.  When  the  big  vessels  were  quite  clean  at- 
tention was  turned  to  the  spermatic  vessels,  which,  with 
the  lymphatics,  had  been  turned  back  with  the  peritoneum. 
The  testis  with  part  of  the  scrotum  was  detached  from 
everything  except  the  spermatic  cord,  and  the  vas  was 
lagatured  as  it  turned  down  into  the  pelvis.  The  sper- 
matic vessels  were  then  stripped  away  from  the  peritoneum 
as  far  as  the  renal  vein,  a  ligature  was  applied,  and  the 
whole  growth,  artery,  veins,  and  lymphatics  were  removed. 
(Fig.  2.)  The  exposure  of  the  vessels,  etc..  was  so  com- 
plete that  the  dissection  was  easily  carried  out  without 
any  danger.  The  duodenum  readilv  turned  back  off  the 
aorta.  After  removal  of  the  testis  the  peritoneum  was  re- 
placed, the  retro-peritoneal  area  was  drained  with  a  tube, 
and  the  abdominal  wall  was  sutured.  Time  of  operation, 
one  hour.  No  marked  shock.  Bleeding  insignificant.  Re- 
covery. 


The  operation  went  a  step  further  than  Jamieson  and 
Dodson's  ideal  operation,  in  that  it  cleared  the  whole  of 
the  external  iliac  artery  and  vein,  instead  of  the  upper 
third  only.  Their  dictum  that  the  operation  "is  exceed- 
ingly difficult  and  dangerous,  if  not  impracticable,"  How- 
ard says,  does  not  hold  good  in  boys,  at  any  rate. 

On  the  Meiostagmin  Reaction.     (Ueber    die    Meiostag- 
minreaktion.)     F.  MlCHELi  and  F.  Cattaretti,  Turin. 
Wiener  Kleinische  Wochenscrift,  November  3,  1910. 
The  authors  confirm  the  results  of  Ascoli  and  others  in 
regard  to  the  value  and  specificity  of  the  meiostagmin  re- 
action.    Of  31  cases  of  undoubted  cancer,  a  positive  reac- 
tion  was  obtained   in   27.     In   42  non-cancer  patients   the 
reaction  was  negative. 

Operative     Treatment     of     Simple     Fractures.       A.     F. 
Jonas,    Omaha,    Journal    American    Medical    Associ- 
ation, November   19,   1910. 
Jonas    discusses    the    open    method    of    treating    simple 
fractures.     He  states  that  experience  has  shown  that  with 
open   operation   the   external   retention  and   fixation   appli- 
ances must  be   of  the   same   design   and   must  be   applied 
with   the   same   care   as   in   cases   in   which   no   incision   is 
made.     He   formulates   the   following   rules : 

1.  All  fractures  that  can  be  adjusted  manually  and  can 
be  fixed  in  a  position  that  will  insure  a  good  functional 
result,  even  though  the  Roentgen  rays  indicate  a  lack  of 
perfect  end-to-end  approximation,  are  to  be  treated  by  the 
closed   method. 

2.  In  all  fractures  with  a  marked  deformity,  such  as 
overlapping,  angulation,  lack  of  contact  of  fractured  sur- 
faces, when  it  is  apparent  that  union  will  not  take  place, 
an  open  operation  is  done. 

3.  In  all  cases  in  which  there  is  an  interposition  of 
soft  structures  or  loose  bone  fragments,  an  open  operation 
must  be  done. 

4.  All  compound  fractures  are  treated  by  operation  if 
the  broken  ends  do  not  fall  into  easy  apposition. 

5.  All  depressed  cranial  fractures  are  cases  for  an  open 
operation. 

6.  All  spinal  fractures  showing  symptoms  of  compres- 
sion are  cases  for  an  open  operation. 

The  Roentgen  ray  must  be  employed  whenever  possible 
to  aid  in  a  proper  estimation  of  the  extent  and  location 
of  the  fracture.  It  must  determine  for  us  whether  bone 
approximation  is  sufficient  after  the  fixation  appliance,  in- 
ternal or  external,  has  been  applied. 

Having  determined  at  the  earliest  possible  moment  that 
manipulation  is  fruitless  to  replace  the  broken  bones,  an 
immediate  operation  should  be  done  before  the  physiologic 
rarefying  process  has  begun,  or  at  least  before  it  is  very 
far  advanced. 

Regarding  technic,  he  says  that  nothing  is  introduced 
into  the  open  wound  that  has  touched  the  skin.  Finger 
contact  is  avoided.  All  parts  of  the  wound  are  handled 
with  sterile  instruments.  In  all  cases  in  which  an  open 
operation  is  found  necessary,  three  forms  of  material  are 
used  to  insure  bone  coaptation,  viz. :  the  silver  plates  of 
Sick,  bronze-aluminum  wire,  and  chromic  gut ;  the  latter 
only  to  reinforce  the  metallic  appliance. 

An   Apparatus    for   the    Conservative   and   Ambulatory 
Treatment    of    Patella,    Olecranon,    and    Os    Calcis 
Fractures.'    <ApMrat    :"r    Konservativen,    Am': 
ten  Behandhing  der  Patella-Olckranon-  und  Kalkaneus 
Krakturen.)      E.    Fisher,    Budapest.      Wiener   Klein- 
ische Wochenschrift,  October  6,  1910. 
The  apparatus  consists  of  a  fleflxible  band  of  steel  with 
sharp  hooks  at  each  end ;   the  strength   can  be   reinforced 
by  additional  bands  which  are  held   in  place  by  a  thumb 
screw.     The  technic  of  applying  this  apparatus  is  as   fol- 
lows :  A  number  of  long  strips  of  adhesive  plaster  are  at- 
tached to  a  strong  band  of  canvas.     The  strips  of  plaster 
are   atttached   in   a  longitudinal   direction   to   the   thigh   in 
such  a  manner  that  the  junction  of  the  strips  to  the  can- 
vas band  lies  just  above  the  patella.     A  similar  arrange- 
ment is  applied  on  the  leg.     The  hooks  of  the  steel  band 
are  then  fixed  to  canvas  in  such  a  manner  that  a  strong 
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The  ■   r  the  application  of  this 

ind  oscalcis. 
Results  of  Exclusion  of  the  Tendo  Achilles  for  Severe 
Flat  Foot  (Nicoladoni.)     {Erfolge  mit  dei  Ausschal- 
tung 

■i.     .1.    Hkkii     ,    I 

[II. 

-   'i'  hi  for  flat- 
:   was  his  impression  that,  since  the   calf-muscles 
rt   plantar  flexors,   it'  the  tendo 
were  divided  the  plantar  muscles  would  functionate 
much   more  active!  ■,  in   the   retun 

-■'v.  in   live   cas 
was  divided  at  the  classical  level,  and 
the  upper  stump  was  tucked  in  upwards  under  thi 
sutured  in  this 
Permanent  results   from  this  procedure  can   now 

From  three  to  -;\  weeks  on  the 

patients   return  to  their  occupation.     Of  all   the  operative 
ni's  is  the  simplest,  relieves  pain  in  the 
-•  time.     It  results  in  the  return  I 
normal  anatomical  structure  of  the  foot.     Severe  disturb- 
ances ■ 

porary.     Despite  the  method  of  treating  the  Achill 
rmal 
time,  and  the  calf  muscles  again  functi 

National    French   Congress   of   Obstetrics.   Gynecology 
and   Pediatrics.     Toul  Re- 

port  contained    in    the    Annates    dc    Gynecolo, 
d'Obstetrique,  October,   ioio. 
There  were  three  subjects  reported  on.     Meriel  ■-■ 
review  of  our  present  views  on  solid  ovarian  tumor-     I  h, 
ultimate  results  following  removal  of  cancer  of  the  ovary 
are  better  than  in  all  other  regions  of  the  body.     T  ii  i  i  r 
and   GUILLEMOT  reported  on   congenital  hypertrophic  sten- 
osis of  the  pyloru-.     In  all  cases  except  those  of  very  large 
and  very  fibrous  pyloric  hypertrophy  they  practice  a  ; 
plasty  without  opening  the  mucous   membrane.      Patel   re- 
ported  on  megacolon.     Tin  se  three  reports  will   be   found 
useful    and    complete    monographs    of   the    subjects    dealt 
with. 

Of  the  many  other  subjects  discussed,  the  following  are 
of  special  interest.  Unilateral  cases  of  non-tuberculous 
pyosalpinx  in  virgins  are  usually  due  to  appendiceal 
trouble,  but  two  cases  of  bilateral  affection  were  probably 
due  to  bacterial  invasion  through  the  uterus.  The  menorr- 
hagia  of  virgins  is  usually  curable  by  curettage.  Many 
cases  of  undisturbed  pregnancy  and  labor  after  nephrec- 
tomy are  reported,  and  the  conclusion  drawn  that  neph- 
rectomy is  no  bar  to  marriage  or  childbirth.  Violet  in 
great  detail  describes  the  anatomy  of  prolapse  which,  ac- 
cording to  his  views,  is  due  chiefly  to  stretching  or  tearing 
of  the  pelvic  fascia  and  not  to  injury  of  the  levator  ani. 
He  describes  an  operation  similar  to  that  proposed  by 
Polk. 

The  Treatment  of  Dysmenorrhea.    {Die  Bchandlung  der 
Dxsmcnorrlwe)    Drenkhahx,    Detmold.     Zcntralblatt 
fur  Gynakotogie,  November  io,,   ioio. 
The    author   has    used    the    following   simple    treatment 
with    uniform    success    for    the    relief    of    dysmenorrhea : 
He  injects  1/60  grain  of  atropin  dissolved  in  a  cubic  centi- 
meter of  water  into  the  cervix,  and  then  introduces  a  dry 
tampon.     If   no   instruments   are   at   hand,   a   small 
tampon  moistened  with  a  1  per  cent,  solution  of  atropin 
and   introduced  to  the   posterior   fornix   acts   equally   well 
and  promptly.     He  also  claims  that  the  same  remedy  will 
afford  relief  in  mild  acute  or  in  chronic  inflammatory  af- 
fections of  the  uterus  making  douches,  sitzbaths  and  tam- 
pons unnecessary. 


Surgery  of  the  Obese.     Roberi     I      Morris,    New    york, 
dia  and  Medit 

In  dealing  with  vcrj    flesh)    patients  it   is 
give   0  hanical 

incisions  through  th<  sue  it 

■  ial  to  m.ik.  rdei 

pi  issible,     In  hai  mi 
I   is  u<  11  to  a\  oid  the  use  of  at  tery   I 
can,   b  amount    of 

tissue  which  must  be  disposed 

the  lymphatii  iundant 

nor  active.  It',  instead  oi  using  arterj  forceps,  we  slip 
.1   ligature   und  r  each  vessel  by  mea  1  die,   it 

imounl   "i   raggi  .1   tis  ue      W  hi  n   we  ■ 
tie  a  ligature  through  a  n  tounl   oi   fal 

included  mu 

must    bi  It  al    degree   of 

cause  the  oil  w  ithit  1  rids  to 

the  ordinary  principle  in  hydrostatics,  and  slowlj  moves 
out  of  the  «  This  may  Ii  avi    the  liga- 

nuglj   enough 
operation 
we  have  to  ligate  a  series  of  vessels  lying  m 
as  in  the   fatty  mesentery,  in  bowel  work  upon  an 
patient,  it    is  e   along 

the  face  of  the  cut  mesentery  with  its  opened  vessels,  and 
;  turn  about  the  vessel  take  a  half  hitch  with  the 

suture.     This     step     in     technic  lie     time, 

avoids  much  injury  to  fatty  tissues,  and  disposes  of  the 
danger  of  loosening  of  the  parts  within  the  grasp  of  the 
suture  material   in  an  hour  subsequent  to 

During  the  entire  time  when  we  are  at  work  with  an 
obese  patient,   free   oil   is   escaping,   and   the   natura 

ency   would   be   to   wipe   this  out   along  with    bl 1    and 

,    but  the   adipose   tissue  must  not  be   bru    ted,    F01 
gauze  or  sponge  injun  tire  and  liber, 

oil.  We  have  to  depend  upon  the  principle  of  filli 
wound  with  salt  solution  and  allowing  the  tree  oil  to 
float  to  the  surface,  and  then  to  float  away  in  an  excess 
of  salt  solution.  This  is  a  very  important  step  in  pro- 
cedure. In  suturing  the  muscles  of  the  obese  we  often 
observe  the  fatty  degeneration  of  muscle  structure,  and 
suturing  through  such  muscle  liberates  free  fat.  Make  it 
a  rule  to  suture  muscle-sheaths  of  fibrous  tissue  as  far  as 
possible  without  carrying  sutures  into  the  muscle  itself, 
if  it  can  be  avoided.  Try  to  make  incisions  in  the  obese 
in  such  a  way  as  to  avoid   muscle-belly   suturing  later. 

It  is  in  final  closure  of  the  wound  that  one's  nicest 
mechanical  sense  is  brought  into  play,  and  here  we  fortu- 
nately have  a  resource  of  remarkable  importance,  but  one 
which  is  commonly  overlooked.  No  sutures  are  to  enter 
the  fat.  The  muscles  having  been  sutured  beneath  the 
adipose  layer,  the  skin  i-  next  sutured,  and  before  making 
the  final  knot  the  adipose  wound  margins  are  pressed  firm- 
ly together  between  the  hands,  in  order  to  express  any 
air  or  fluid.  The  suture  then  being  completed,  atmos- 
pheric pressure  hoLds  the  fatty  walls  together  just  as 
snugly  as  the  wet  leather  disk  of  the  boy  is  held  to  the 
stone,  and  we  get  a  very  much  smoother  line  of  union  than 
was  customary  when  the  special  suturing  for  these  tissues 
was  employed.  If  any  extra  supports  are  required  for  the 
walls  of  the  wound,  we  place  two  squares  of  adhesive 
plaster  at  a  safe  distance  from  the  margins  of  the  wound 
line,  and  then  lace  these  together  through  eyelet-holes 
made  with  a  punch  and  eye-carrier.  The  catgut  or  silk 
lacing  which  actually  touches  the  eyelets  will  not  be  asep- 
tic, but  with  a  little  care  the  part  lying  next  the  wound 
may  be  kept  safe.  In  order  to  allow  the  escape  of  any 
culture  medium  which  may  collect  in  the  wound  during 
the  first  twenty-four  hours,  I  poke  a  tiny  wick  of  gauze 
surrounded  by  gutta  percha  tissue  into  the  wound  at  any 
convenient  point,  and  this  is  removed  on  the  following  day. 
As  a  matter  of  fact,  the  extra  support  made  of  adhesive 
plaster  need  not  be  put  on  until  two  or  three  day-  after 
the  operation,  or  at  about  the  time  when  catgut  sutures 
would  begin  to  lose  their  hold.  The  ordinary  snug  band- 
age or  binder  will  support  the  walls  of  the  wound  well 
enough  until  that  time. 
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VERY     RAPID    INTESTINAL    RESECTION" 

WITH  A  TECHNIC  COMBINING  MURPHY 

BUTTON,     HARTLEY     AND     LILIEN- 

THAL    METHODS. 

William  L.  Wallace.  M.D., 

SYRACUSE,    N.   V. 

"Quick  in  and  quick  out."  with  other  improve- 
ments, as  Murphy  irrigation  and  the  Fowler  po- 
sition, have  cut  the  mortality  in  desperate  surgical 
abdominal  conditions  to  an  insignificant  figure. 

In  intestinal  cases  long  operation  are  so  par- 
ticularly dangerous  that  many  authorities  advise 
enterotomy  with  no  immediate  attempt  at  resec- 
tion. The  after-history  of  enterotomy,  however, 
i-  so  unsatisfactory,  that  most  of  us  have  taken 
great  risks  of  losing  our  patients,  in  order  to  do 
an  operation  which,  if  successful,  will  be  complete 
and  satisfactory.  I  have  found  that  a  lateral  an- 
astomosis with  a  Murphy  button  by  a  method  to 
be  described  may  be  done  with  such  rapidity  that 
an  immediate  resection  may  be  safely  accomplished. 

I  use  the  Hartley  method  in  making  the  lateral 
anastomosis,  dropping  half  of  a  Murphy  button 
into  each  open  end  of  the  gut  which  is  left  after 
resection,  and,  after  closing  the  ends  of  the  gut  by 
the  Lilienthal  method,  I  push  the  halves  of  the 
button  together. 

The  usual  method  of  closing  the  ends  of  the  gut, 
by  tying  and  then  inverting  with  another  suture, 
takes  considerable  time  and  is  not  always  satisfac- 
tory. The  gut  is  more  or  less  swollen  and  edema- 
tous and  is  very  tender  and  vascular.  It  does  not 
turn  in  rapidly  and  it  is  apt  to  bleed  and  pull  out. 
A  poorly  turned-in  end  has  compelled  me  to  make 
a  higher  resection.  It  has  taken  me  a  large  part 
of  the  time  of  the  whole  operation  to  turn  in  the 
ends.     Why  turn  them  in? 

In  a  recent  operation  when  I  was  especially 
pressed  for  time,  I  remembered  that  in  cases  of 
necessity  Lilienthal  of  New  York  had  simply  tied 
off  the  gut  with  twine  instead  of  turning  in  or  sew- 
ing up  the  end.*  I  at  once  applied  this  principle 
as  less  dangerous  than  a  longer  operation,  and  I 
have  now  used  it  six  times  with  six  successes. 

In  three  cases  of  strangulated  hernia.  I  have  re- 

*  Intestinal  Resection:  Preliminary  Report  of  a  Simplified  Meth- 
od. Howard  Lilienthal,  New  York,  American  Journal  of  Surgery. 
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sected,  made  a  lateral  anastomosis  with  the  Mur- 
phy button  by  the  Hartley  method,  tied  off  the 
ends  of  the  gut  with  tine  linen  or  silk  by  the  Lilien- 
thal method,  cut  off  the  ends  of  the  silk  short  and 
dropped  the  gut  back,  closing  the  abdomen  with- 
out a  drain. 

In  one  case  of  strangulated  hernia  I  did  the 
same,  except  that  "ii  account  of  the  evident  infec- 
tion, I  left  a  rubber  drain  down  to  the  closed  peri- 
toneum. 

In  one  case  of  tuberculous  salpingitis  in  which 
resection  of  gut  was  necessarv  it  was  accomplished 
as  above  without  drainage. 

In  one  case  of  appendicitis  in  a  child  of  eight 
the  end  of  the  cecum,  one  and  a  half  inches  above 
the  root  of  the  appendix,  together  with  the  appen- 
dix and  its  mesentery,  were  tied  off  with  one  liga- 
ture and  cut  away. 

Teciixic  of  Operation. 

1.  The  Damaged  Cut  is  Resected.  The  gut  is 
delivered  and  held  up  with  both  hands  so  that  the 
blood  supply  in  the  mesentery  can  be  seen.  An 
electric  light  covered  with  sterile  gauze  may  be 
held  behind  to  make  the  vessels  plain.  The  ves- 
sels at  the  apex  of  a  "V  of  mesentery  which  sup- 
ply the  gut  below  and  well  above  the  strangulated 
bowel,  are  tied  off.  As  each  inch  of  the  root  of 
the  mesentery  supplies  about  three  feet  of  gut,  care 
must  be  taken  not  to  tie  off  the  blood  supply  be- 
yond the  proposed  resection. 

The  bowel  to  be  resected  is  double-clamped  above 
and  below.  The  "V"  of  gut  and  mesentery  is  cut 
out  between  the  clamps  (Figure  1). 

In  a  resection  of  a  strangulated  femoral  hernia, 
if  the  femoral  ring,  after  the  strangulation  is  re- 
lieved, is  not  large  enough  to  allow  intestine  con- 
taining a  Murphy  button  to  be  easily  returned,  the 
incision  should  be  extended  above  Poupart's  liga- 
ment, opening  the  abdomen,  delivering  and  resect- 
ing the  strangulated  gut.  It  is  a  very  great  mis- 
take to  operate  in  any  hernia  without  seeing  that 
the  opening  through  which  it  is  delivered  is  large 
enough  to  draw  out  plenty  of  gut  and  mesentery 
without  the  slightest  constriction.  Such  an  open- 
ing will  usually  be  large  enough  for  the  Murphy 
button.  We  must  not  risk  tearing  the  gut  or  re- 
turning necrotic  gut  or  thrombosed  mesentery.     If 
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mesentery  short,  it  is 

ment  ai  tlu  inguinal  region. 

button  is  Dropped  into 

»ne  of 

ends  is  held  up  and  three  artery  for- 

if  it<  cut  circumference. 

The  intestinal   contents  are   milke 

the  fins  ised,  half  i  I 


in,  and  the  clamp  is  at  once  reapplied 
( Figure 

If  the  bowel  above  is  badly  distended,  instead  of 
reclamping,  I  tie  in  a  long  rubber  tube,  to  discharge 
quarts  of  gases  and  fluids  while  the  other  end  is 
being  prepared.  This  maneuver  take*  no  time  and 
is  a  life  saver. 

Murphy  buttons  with  large  bore  should  be  pur- 
chased and  a  size  should  be  used  which  is  small 
enough  not  to  crowd. 

3.    The  Ends  of  the  Bowel  arc  Tied  Off.    A  fine 
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silk  or  linen  ligature  is  tied  tightly  around  the  end 
of  the  gut  as  the  clamp  is  loosened.  Any  surplus 
end  is  cut  off  and  the  mucous  surface  is  touched 
with  pure  carbolic  acid. 

4.    The  Halves  of  the  Murphy  Button  arc  then 

Joined.     In    lateral    anastomosis    the    results    are 

equally  good  whether  the  bowel  is  left  straight  or 

1.     If  the  bowel  is  folded   with  the  ends  in 

the  same  direction,  the  raw  ends  may  be  placed  to- 


gether with 

fore  p  1  the  bowel  in  the  same 

.Hi 

The  cylinder  of  culi  half  is  pushed  again  1  the 
side  of  the  gul  ai  such  a  distance  from  the 
end  that  it  will  m  [  the  end  nor  lea 

beyond  the  button, 
of  the  button  '  \  lindei    is  cul   and  the  cylinder  is 
pushed  through  1  1  I  be  taken 

not  to  stab  the  knife  down  the  cylindi  1  and  cut  the 
opposite  side  of  the  gut, 

The  two  halves  are  now  pushed  snugly  together, 
making  the  a  In  pu  hing  the 

togethei    care  must   he  taken  not  to  cut  the 
gut  by  pushing  hard  with  the  fingers  on  a  cj 
which   may  be  long  enough    to   protrude  through 
the  button    |  I  igu 

5.  The  "I"'  in  the  Mesentery  is  Closed.  The 
raw  tied-off  ends  of  the  1  brought  tog  I  1  1 
by  the  running  catgut  stitch  which  clo-.es  the  "V" 
in  the  mesentery  (Figure  5). 

6.  The  Abdomen  is  Closed.  In  an  operation  on 
a  very  badly  necrotic  hernia  with  the  patient  in 
great  shock,  I  have  simply  drawn  the  wound  to- 
gether with  a  silkworm-gut  stitch,  leaving  a  drain 
to  the  peritom  um 

Cases. 

Case  I.  March  31,  10m.  Strangulated  Femoral 
Hernia.  Mrs.  D.,  aged  50.  brought  into  the  Good 
Shepherd  Hospital.  Syracuse,  X.  Y.,  at  4  A.  M. 
and  operated  upon  at  4.30  A.  M.  Chloroform  had 
been  given  the  night  before  anil  unsuccessful  ef- 
forts at  reduction  made.  Ether.  Incision  over 
hernia,  constriction  relieved.  Gul  dead:  nine  inch 
es  resected.  Patient  in  bad  condition.  Hartley 
method  with  Murphy  button  used.  T  felt  that  time 
taken  to  close  the  ends  would  be  more  risk  than 
the  Lilienthal  method.  T  tied  off  the  ends,  pushed 
the  gut  back  into  the  abdominal  cavity  anil  closed 
with  through  and  through  stitches,  without  drain. 
Re  overy  perfect,  button  came  away  sixteenth  day. 

Case  II.  April  9,  [910.  Strangulated  Inguinal 
Hernia.  Mr.  W.,  aged  35,  expressman,  had  been 
operated  upon  for  right  hernia  ten  years  before, 
had  had  much  trouble  for  years  with  left  hernia, 
which  the  doctor  bad  reduced  several  times  with 
great  difficulty. 

I  was  called  to  his  home,  ten  miles  north  of  Syra- 
cuse, and  saw  this  patient  two  hour--  after  the  be- 
ginning of  a  very  severe  attack,  which  hi--  doctor 
was  unable  to  reduce.  The  patient  allowed  us  to  give 
chloroform  to  try  to  relieve,  but  commanded  us 
not  to  operate  under  am-  circumstances.  Effort-  at 
reduction  failed,  and  of  course  did  the  usual  dam- 
age to  the  gut.  Twelve  hours  later,  he  begeed  for 
operation  and  we  resected  on  hi-  kitchen  table.  He 
was  in  very  bad  condition,  with  puPe  very  irregu- 
lar ami  intermittent.  Ether.  Incision  found  the 
gut  with  bad  odor  and  black :  twentv-three  inches 
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were  resected  as  above  and  the  wound  closed  with- 
out drainage.  Perfect  recovery.  Kutton  appeared 
the  eleventh  day. 

Case  III.  April  n,  1910.  Strangulated  Hernia. 
Mr-.  M.,  aged  60.  seen  at  eight  A.  M.  at  her  home. 
April  9.  she  had  pain  and  vomiting  and  her  d 
investigated  an  old  hernia  which  had  never  given 
her  any  trouble.  She  felt  better,  but  had  another 
attack    the    following    day    which    again    improved. 


POMSD  TXKOUGH  CUT  JU/c^^Bvrro^ 

11.  at  five  o'clock  she  had  another  very  se- 
vere attack  which  has  lasted  until  ten  A.  M.  when 
rated  at  the  Good  Shepherd  Hospital.  Femo- 
ral hernia,  omentum  and  gut  black.  Gut  ruptured 
a-  I  tried  to  draw  it  down.  Incision  was  extended 
and  clamped  ends  of  bowel  brought  out  of  abdomen 
ab  >ve  Poupart's  ligament,  the  wound  being  pro- 
tected with  gauze.  Thirteen  inches  of  gut  were 
resected  by  the  above  method  and  the  abdomen 
closed  without  a  drain.  The  patient  recovered  per- 
fectly.    The  button  wa-  not   found,  but  the  x-ray 


rve.-f 

' '  ji'ALvej  of  button  'joweo 

■  •  that  it  was  not  present  when   she  left  the 

tal. 

5E  IV.  Mrs.  D..  aged  24,  typical  history  and 
-•i  tuberculous  salpingitis.  Ether.  Opera- 
tion performed  at  Good  Shepherd  Hospital.  Large 
right  and  left  tuberculous  tubes  were  removed.  The 
right  mass  communicated  with  the  ileum  six  inches 
above  the  ileo-cecal  valve.  The  bowel  was  very 
badly  torn  in  separating  it  from  the  ma? 


indie-  required  resection.  The  gut  was  thick  and 
poor  and  the  patient  was  in  very  weak  condition 
and  great  haste  was  required.  1  resected  by  the 
above  method  and  closed  without  drainage.  Re- 
covery was  perfect;  the  button  passed  the  eighth 
day. 

Case  V.  June  13,  19 10.  Strangulated  Femoral 
Hernia.  Mrs.  S.,  aged  64,  sent  into  the  Good 
Shepherd  Hospital.  Syracuse.  X.  Y.,  with  history 
of  having  had  obstruction  of  the  bowels  for  five 
days.  She  had  refused  to  come  earlier.  Pulse  126, 
temperature  96.5  °.  vomitus  very  foul,  general  con- 
dition very  wretched.  Hard  mass  in  left  femoral 
region.  Was  given  a  few  whiffs  of  ether;  the 
stomach  was  washed  out;  incision  over  hern: 
necrotic ;  five  inches  resected  as  above.  Peritoneum 
closed.  Wound  drawn  together  with  one  silkworm- 
gut  stitch,  a  rubber  tube  being  left  tb  peritoneum, 
lerable  pus  in  superficial  wound  for  one  week. 
Reo  very  perfect.     Button  passed  on  tenth  day. 

Case  VI.      Tune  23.    1910.     Gangrenous   Perfo- 


rated  Cecum.  Miss  L.  B..  aged  eight.  Good  Shep- 
herd Hospital.  Acute  appendicitis  for  three 
Temperature  103°,  pulse  120.  distention  and  rigid- 
ity. A  few  whiffs  of  chloroform ;  incision  tl 
right  rectus;  appendix  and  cecum  brought  up,  gan- 
grenous, perforated.  Perforation  of  the  end  of 
cecum  for  one  inch  beyond  base  of  appendix.  Pa- 
tient in  desperate  condition. 

I  tied  a  linen  ligature  around  the  end  of  the  ce- 
cum, including  the  appendix  and  mesentery,  and 
cut  away  and  touched  the  end  with  pure  phenol. 
I  left  the  ligature  long  and  drew  the  closed  end  of 
the  cecum  up  to  the  top  of  the  wound  which  I  closed 
with  one  silkworm-gut  stitch.       1  ht  the 

raw  end  against  the  parietal  peritoneum.     No  effort 
wa-  made  to  clean  out  the  pus.     The  patient  was 
bed  on  the  right  side  with  a  rectal  tip  in  the 
anus  to  prevent  g  the  repair. 

The  '    11    !'.   M.     Xext  morning 
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ligature  which  had 
\v  rl   m  the  '. 

111. I. 

Mire  rather 
'  imp  which  will  prevent  the 
im    burying    the 

en  left 

■  \RY. 

A  v  '"    lone  by  :  i. 

I  a  Murphy  button  into  each  en  I 
-.  tying  up  I  i   the  gut  with  fine  silk 

ligatu  infecting  them  with  carbolic  acid; 

3.  pushing  1  he  halves  of  the  button  together  to 
complete  the  anastomosis;  4.  closing  the  "V"  in 
the  mesentery  w  5.  drawing  the 

iture. 
In  regard  to  the  after-treatment,  water  is  given 
and  the  stomach  is  washed  out  with  a  tube 
quired.     .After   twenty-four   hours,   albumen 
water   and   beef   juice   are   given,   and    after    forty- 
eight  hours  malted  milk.     No  physic  or  hard  foods 
are  given   for  a  week.     The  bowels  are  moved  in 
three  or  four  day-  by  enemata,  and  suppositories. 

This  combination  of  methods  1-  suitable  for  any 
ca-e  demanding  resection  of  the  small  intestin 
it  is  especially  useful  if  great  haste  is  requin 

This  operation  may  be  done  with  local  ane 
sia,  especially  if  a  little  morphine  and  hyoscine  be 
given. 
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The  Surgn  .al  Relation  of  the  Nose  and 

Whether  a  deformity  be  one  affecting  the  shape 
of  the  mouth,  a  deviated  septum,  harelip  or  cleft 
or  all  combined,  and  no  matter  how  exten- 
sive the  defect  may  be,  the  first  principle  to  be 
lered  is  to  bring  the  nose  as  nearly  as  possi- 
ble into  correct  form,  not  only  with  regard  to  its 
external  appearance,  but  also  for  nasal  breathing 
because  upon  this  must  depend  continuance  of 
whatever  beneficial   result   may  be   attained.. 

In  my  experience,  it  is  useless  to  perform  even 
the  most  perfett  lip  operation,  without  correcting 
the  form  of  the  nose,  or  without  readjusting  mus- 
cular attachments  that  may  be  imperfect,  because 
the  shape  of  the  mouth  and  particularly  the  labial 
portion,  is  naturally  subject  to  the  influence  of 
these  conditions. — George  V.  Brown  in  the  Iowa 
Medical  Journal. 


surger}    .md   the   large   nun 

1      ni.it   sur- 

•  mishing  divi 
hi-'  the  manner  in  h  Inch  ; 1 1  > >  1  ■  miinal  i 

hardly  stati  tion  in  this  matter 

u  itln  mt  a  brii     gem   a!    urve)  oi  the  subject .  and, 

n  1  iuld  1  iffer  an  1  iutline  of  the  1  a  •  >  o  im- 
monest  types  of  serious  injuries  usually  met  with  in 
civil  life.  (  It  must  be  recognized  al  the  Mart,  that 
bullet    wounds   .1  ur  in   military   lifi    are 

quite  liiiin  ent  in  manm  r  oi  eception,  in  the  les- 
ions which  follow,  and  the  method  of  treatment). 
hi  pn  ipei  ti  1  >li\  ide  abdi  miinal  injurie  into  two 
great  classes:  contusions  and  penetrating  \> 
eliminating  entirely,  except  in  matters  of  diagnosis, 
the  traumatisms  which  involve  only  the  abdominal 
walls. 

CONTl  SIONS. 

Con:  1     bdomen  have  bei  n  called  "un- 

impi  irtant"  unless  thei  -  eated   thereby 

ge  to  one  or  more  of  the  intraabdominal 
viscera.  \t  first  glance  this  may  seem  reasonable, 
biit  tn  this  there  must  be  offered  two  exceptions: 
First,  the  cases  recorded  in  which  muscular  attach- 
ments have  been  torn  away  or  muscles  rapt 
and  yet  no  visceral  damage  has  been  provoked  ;  this 
occurs  most  commonly  to  the  recti  muscles.  Sec 
"iid.  the  cases  of  immediate  death  from  shock  with- 
out injury  to  the  intraabdominal  viscera,  due  to  im- 
pact against  the  upper  abdomen,  with  bruising  of 
the  solar  plexus  and  the  transmission  of  fatal  im- 
pulses through  the  medium  of  the  pneumogastric 
and  phrenic  nerves. 

In  the  majority  of  ca-e-  of  abdominal  contusion, 
the  question  of  primary  importance  is  "Ha-  the 
integrity  of  any  abdominal  viscus  been  impaired?'' 
To  answer  this  question  we  need  not  only  a  fund  of 
observations  but  thorough  knowledge  of  the  me- 
chanical elements  which  may  be  involved  in  the 
uction  of  abdominal  contusions. 

Injuries  of  this  type  may  result  from  falls 

*  Read  before  tlie   Medi  of  G     ater   New   York,    . 
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varying  height.-,  violent  o  mpression  between  heavy 
bodies,  or  between  one  moving  and  one  stationary 

object,  or  from  blows  received  on  the  abdomen 
from  some  blunt  object.  Often  the  person  injured 
is  in  motion,  as  in  a  fall.  On  the  other  hand,  the 
injury  may  be  received  by  an  entirely  passive  in- 
dividual. The  definite  tuses  of  such  injuries  are: 
i.  Blozvs  from  fi-ts.  kicks  from  horses  or  other 
animals,  flying  objects  of  weight,  or  stones  or  flying 
balls,  wagon-poles,  and  automobile  lamps  or 
fenders. 

2.  Crushing  by  wagon,  car.  or  automobile 
wheels,  between  moving  elevators  and  the  walls  of 
their  well-,  or  between  heavy  bodies,  or  by  falling 
walls  of  buildings,  stones,  trees,  packing  cases,  etc. 

3.  Colliding  with  chairs,  tables,  pillars,  posts,  etc. 

4.  Falls  from  a  height  upon  water  or  upon  the 
angle  of  any  hard  object.  We  should  include  also 
those  cases  in  which  ruptures  of  the  abdominal 
viscera  occur  by  indirect  violence,  as  by  falls  from 
a  height,  when  the  patient  lands  upon  his  feet  or 
•ipon  his  ischial  tuberosities,  or  when  bumped 
violently    while    riding    in    a    conveyance    while    it 

-  over  an  obstructive  object.  In  the  former 
instance  (landing  on  the  feet),  the  mesenterv  may- 
be torn,  or  the  fixed  attachments  of  the  intestines. 
In  the  latter  cases  the  exploded  viscus  is  almost  in- 
variably distended,  the  bladder  or  intestine  torn. 

In  this  connection  I  might  cite  two  cases  of  mine 
in  which  the  distended  appendix  seemed  unques- 
tionably to  rupture  during  transportation  from  home 
to  hospital.  Spontaneous  ruptures  of  hollow  vis- 
cera have  also  taken  place  from  increase  of  ab- 
dominal tension  during  sudden  excessive  exertion. 
No  such  cases  have  come  under  my  observation  but 
I  have  found  a  number  reported  in  the  literature. 
One  author  (not  recalled)  reports  a  spontaneous 
rupture  of  the  splenic  flexure  of  the  colon  when  the 
patient  was   not  undergoing  any  exertion. 

To  a  certain  extent  the  amount  of  damage  re- 
sulting from  contusion  depends  upon  the  thickness, 
the  tone,  and  the  state  of  contraction  or  relaxation 
of  the  muscles  of  the  abdominal  wall  at  the  time  of 
injury. 

In  90  per  cent,  of  the  cases,  muscular  young  men 
in  good  physical  condition  receiving  a  blow  of  great 
severity,  with  all  of  the  abdominal  muscles  tensely 
contracted,  will  probably  suffer  no  injury  to  the 
viscera,  except  from  crushing  between  great 
weights.  On  the  other  hand,  an  aged  man,  a  weak 
woman  or  a  child  with  slender,  relaxed  muscles 
will  be  apt  to  receive  serious  injury  to  the  viscera 
from  comparatively  moderate  contusions.     So  it  is 


important  to  consider  the  muscular  development 
and  general  condition  of  the  patient  and  to  ascer- 
tain the  pn  absence  of  muscular  contrac- 
tion at  the  time  of  injury,  whenever  this  is  possible. 
In  patient-  who  have  a  preexisting  inflammation 
which  has  ]t-ft  many  tangling  adhesions  in  its  wake, 
we  find  an  unusual  tendency  to  visceral  injury. 

Contusions  involving  the  alimentary  tract  in 
serious  injury,  and  those  damaging  the  solid  viscera 
occupy    a    place    by    thi    1  Turning    to    the 

former,  the  alimentary  tract,  we  should  recognize 
four  types  of  injury. 

1.  Crushing  between  the  force  applied  and  some 
portion  of  the  bony  framework  of  the  trunk. 

2.  The  bursting  of  a  more  or  less  distended  viscus 
by  a  sudden  sharp  blow. 

3.  Laceration  or  tearing  near  or  at  the  points  of 
attachment. 

4.  Laceration   of   the   attachments    themselves. 

I.  Crushing  between  the  force  applied  and  some 
bony  substance  as  the  spinal  column,  the  pelvic 
wall,  or  some  movable  object  external  to  the  body, 
as  a  partition  wall,  ground  or  other  object  behind 
the  injured,  is  probably  the  commonest  type  of  in- 
jury which  causes  a  break  in  the  integrity  in  the 
walls  of  the  alimentary  tract.  The  result  of  such 
injury  may  be  an  opening  in  the  stomach  or  in- 
testinal wall,  generally  circular  in  form,  resulting 
immediately;  or.  one  or  two  coats  may  be  torn  and 
the  other  so  compressed  as  to  necrose  later.  Again, 
such  an  injury  may  cause  more  or  less  extensive 
hemorrhage  in  the  wall  of  the  viscus.  This  may 
be  slight  and  unimportant,  or  it  may  be  so  extensive 
as  to  cause  a  necrosis  of  either  the  mucous  mem- 
brane or  peritoneum,  giving  late  symptoms. 
Hemorrhage  here  generally  takes  place  into  the 
submucosa  and  may  dissect  up  the  mucous  mem- 
brane over  a  large  area.  One  hundred  and  fifty 
cm.  of  necrotic  mucous  membrane  has  been  passed 
by  rectum  after  such  injury  (von  Bergmann). 
Hemorrhages  here  may  lead  to  ulceration  of  the 
mucosa.  If  the  peritoneum  alone  is  damaged  spon- 
taneous healing  may  take  place.  If  the  muscularis 
is  torn  with  the  peritoneum  ultimate  perforation  al- 
most invariably  takes  place. 

In  the  second  class  (rupture  or  bursting  of  a 
viscus)  we  have  an  explosion  from  within  outward, 
so  that  the  opening  in  the  mucous  membrane  is 
usually  larger  than  that  in  the  peritoneum.  Dis- 
tension of  the  hollow  viscera  naturally  predisposes 
to  such  a  rupture.  In  these  cases  a  severe  blow 
must  be  so  directed  suddenly  as  to  effectively  com- 
press a  distended   viscus   sharply   against  bone  or 
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,;.     Lacerations  or  tearing  at  or  near  points   of 
take  place  in  thi 

wheels  of 
vehicle-,    in    elevator    casualties,    or    the    crushing 

I  a  wall  by  a  mo 
feet  is  produced,  grinding  the  stomach 

nst  the  firm  vertebral  column  or  the  pelvis. 
4.     I  the    attachments    I 

are  obs  .  ■  ly  in  the  various  mesei 

.■  trauma  or  -bar-,  local- 
ized blows,  and  result  in  the  immediate  cessation 
of  bl<  to  a  definite  area  of  intestine,   in 

the    format:  ematoma    ivl 

eritonitis,   or   in    imn 
copious  hemorrhage  into  the  general  cavity 

neum.     In  some  instances  this  hen 
rapidly   fatal  unless   quickly  treated.     Coils   of   in- 
testine have  become  herniated  through  thi 
produced  b]  of  the  mesentery  from  ab- 

itusion.     Dr.    A.    H.    Bogart    reported 
t  case  before  the  Brooklyn  Surgical  Society  in 
June.  1908. 

The  patient  had  been  injured  by  a  kick.  The  immediate 
shock  was  followed  by  apparently  complete  recovery.  Three 
days  later  symptoms  of  intestinal  obstruction  supervened. 
Abdominal  inspection  revealed  a  hernia  of  the  ileum 
through  an  opening  in  its  own  mesentery.  Resection  was 
done  and  recoverv  followed. 


Ruptures  of  the  stomach  occur  generally  in  the 
lesser  curvature,  although  quite  frequently  the  in- 
tegrity wall  i-  broken.  Such  rup- 
tures arc  i!  1  hing  blow  s,  and 
yet  cases  ere  a  rupture  0 
stomach  has  been  caused  b  tl 
lisms, 

muscli  drinking.     Rup- 

ture- of  thi 

denum,  in  I  ji  junum  or  in  the  lower  ileum, 

iecause  thesi  1    fixed. 

1  .ikev  ire  most  comix*  >n 

in  the  cecum  nding  colon. 

Regarding  the  relative   fequency  of  rupturi 
the    various    portions   of    the   alimentary    tract,    we 
le  from  our  stud  literature  that  in- 

juries nach  occur  in  about  10  per  cei 

ge  intestine  in  about  12  per  cent.,  to  the  small 
78  per  cent,  of  the  total.     The  sig 
i-  mme   frequently  ruptured    than    the    tran 
o  'I  m. 

ttusions  of  thi  causi 

and  pain  varying  in   intensity.     The  pulse  rate  is 
usually  somewhat  increased,  sometimes  very  1 

low.     Vomiting  is  present,  rarely  ab- 
ent.     Shallow  respiration   is  common   but   in- 
variable.    The    facies    resemble    abdominal    I 
even  when  there  is  no  absolute  rupture.     In  these 
difficult   to  iate   between 

shock  due  to  visceral  rupture  and  hemorrhage.    \- 

in   shi  >n  1<  1   be   pn  imptly   applii 
every  such  case,  this  differentiation  is  not  important 
ti  1  the  patient. 

1  extreme  as  to  threaten  im- 
te  dissolution,  but  in  most  cases  it  is  foil 
by  a  more  or  less   prompt   reaction   under  proper 
ures,   viz.,   application   of  heat,   hypodermatic 
stimuli  burg  position  and  inhal; 

of  am  i  -  «en.     The    degn 

shock  unfortunately  does  not  inform  u 
severity  of  the   injury  to  thi  tl    cot 

The  pain  is  usually  rather  severe  in  all  cases.     Its 
rapid  improvement  may  signify  freedom  fron: 

injury,   but    by    taking   this    for   granted    we 
may  be  nt  pain  is  a  cause 

n.     The  pulse,  if  it  improves  during  the 
:;.  may  continue  to  improve  in  quality 
many  hours,  even  though  gastric  or  intestinal  con- 
tents are  pouring  into  the  general  peritoneal  cavity. 
Increasing  rapidity  of  the  pulse  is  indicative  of 
ceral  rupture  or  internal  hemorrhage. 

liting,    if    repeated,    and    especially    frequent 
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vomiting  of  bile  is  indicative  of  gastric  or  intestinal 
rupture.  Vomiting  of  blood  usually  means  rupture 
of  the  stomach.  No  reliability  can  be  placed  upon 
the  absence  of  blood  in  the  vomited  material  or 
the  feces. 

Wavelike  pains  tending  to  spread  to  the  right  may 
indicate  gastric  or  duodenal  rupture.  Hyperesthesia 
of  the  abdominal  surface  is  in  cases  of 

grave  internal  injury.     Blood 

after  an  injurv  demonstrate  a  hemorrhage  into  the 
intestine,  nothing  more.  The  cremasteric  muscles 
are  usually  contracted  in  cases  of  gastric  or  in- 
testinal rupture. 

Many  times  it  is  impossible,  in  the  first  few 
following  the  abdominal  contusions,  to  make  an  ab- 
solute as  to  the  presence  or  absence  of 
visceral  ruptures  without  making  an  exploratory  in- 
All   of   the   ordinary   symptoms   caused   by 
serious  injury  m  nt  without  visceral  dam- 
age, and  the  absence  of  classical  physical  sign 
of  some  of  the  symptoms  are  no  guaranty  of  free- 
dom  from  ruptures  which  may  be   fatal  in  a   few- 
days    unless     they    are    closed.      Tenderness     and 
muscular  rigidity  are  often  absent  in  cases  of  vis- 
ceral rupture.     On  the  other  hand.  I  recall  om 
in  which   the  rigidity  of  the  right  rectus  was  ex- 
treme  and   no   visceral   injury  existed.     Incn 
abdominal  rigidity  invariably  indicates  a  rupture  in 
one  of  the  hollow  viscera.     Radiating  pain  has  been 
considered  pathognomonic  by  many  surgi 

Within  six  to  thirty  hours  after  the  injury,  the 
symptoms  due  to  the  escape  of  the  solid,  fluid  and 
gaseous  contents  of  the  stomach  an  1  intestine  into 
the  abdominal  cavity,  grow  progressively  more 
marked.  The  pulse  increases  in  rapidity,  the  respi- 
ration- grow  more  frequent  and  shallow,  the  face 
es  the  typical  expression,  and  sooner  or  later 
vomiting   appears,   if   indeed   it   h;  at   all. 

The  obliteration  of  the  hepatic  dull  union 

but  cannot  h  cured 

hollow   viscera,   as  gut  may  be 

forced  upw  .  3      te  lower  edge  of  the  In 

beconu  in  front  of  it.     And,  per  contra,  not 

all  cases  of  ruptured  gastric  ulcer  nor  intestinal  rup- 
ture give  these  signs.     Mikulicz  once  obtained 
which  he  could  ignite  by  aspirating  the  peritoneal 
cavity  and  thus  diagnosed  a  rupture  of  the  stomach 
in  a  man  who  had  been  on  a  prolonged  debauch. 

The  rapidity  of  onset  of  the  symptoms  of  rupture 
of  the  hollow  viscera  depends:  (i)  On  the  amount 
of  food,  water  or  gas  contained  at  the  time  of  in- 
jury. 12)  The  location  of  the  injury,  for  the 
chemical  and  bacterial  contents  of  the  lower  portion 
of   the   alimentary    tract   are  more   irritating   than 


those  of  the  upper.     (3)    The  size  of  the  opening. 

determining  to  a  large  extent  the  rapidity  with 
which  contents  are  poured  into  the  peritoneal  cav- 
ity. 141  The  type  of  injury,  whether  complete  or 
partial  mpture  or  the  tearing  of  attachments.  In 
cases  where  a  partial  rupture  or  laceration  of  at- 
tachment has  occurred,  there  may  be  no  grave 
symptoms  for  several  days  or  even  weeks. 

INOSIS. 

The  mortalit)  of  contusions  of  the  abdomen  with 

rupture  of  stomach  or  intestines,  treated  by  the  ex- 

is  within  a  small   fraction  of   100 

.  nt.     Immediate  exploration — within  six  hours 

— reduces  this  to  about  30  per  cent.,  including  the 

extensive     and     hopeless     cases.     Cases    of 

splenic  or  liver  rupture  recover  occasionally  with- 

tive    interference.     Renal    ruptures    are 

often    recovered    from   if   treated   expectantly. 

About  50  per  cent,  of  the  cases  operated  upon 
within  twenty-four  hours  of  injury  recover  and  20 
>nt.  of  those  injured  treated  expectantly  for 
than  twenty-four  hours  or  less  than  forty- 
eight  hours.  Lahoda  saved  a  case  of  rupture  of  the 
stomach  with  well  developed  general  peritonitis  by 
operation  eighty  hours  after  injury. 

Treatment  of  Abdominal  Contusion-. 
In  general  it  may  be  stated  that  in  all  c 
visceral  injury  or  suspected  visceral  injury  an  im- 
mediate exploration  is  indicated.  We  may  allow  a 
brief  period  (one-half  to  three  hours)  to  elapse  to 
permit  partial  recovery  from  severe  shock.  When- 
ever there  is  any  doubt  in  the  mind  of  the  surgeon 
as  to  the  existence  of  a  visceral  injury  an  explora- 
tion under  proper  aseptic  precautions  is  much  safer 
than  waiting  for  the  development  of  the  symptoms 
of  peritonitis.  Especially  is  this  so  when  the  in- 
jury has  been  of  such  a  nature  as  to  constitute  a 
sufficient  cause  for  visceral  contusion.  I  have  never 
been  sorry  that  I  opened  such  an  abdomen.  I  have 
thrice  advised  it  in  cases  of  doubt  when  fatal  peri- 
tonitis has  ensued  after  two  or  three  days  of  use- 
less waiting  and  watching.  Let  me  briefly  detail 
one  of  these  cases : 

An  able  bodied  man  was  felled  by  a  rapidly  moving 
horse  and  two  wheels  of  a  moderately  heavy  wagon 
passed  over  his  upper  abdomen.  The  physician  in  chargr 
immediately  summoned  anothei  surgeon  and  myself  to 
confer  with  him,  as  the  man  showed  alarming  shock.  By 
the  time  we  reached  his  bedside  a  reassuring  reaction  had 
supervened,  and  aside  from  ling"  over  his  liver 

he  was  comparatively  free  from  pain  one  hour  after  in- 
jury. The  pulse  was  90  and  of  fair  quality.  The  ex- 
tremities were  cold,  the  face  slightly  pale,  and  the  right 
rectus  muscle  was  somewhat  rigid.  He  did  not  look  very 
sick.  Abdominal  exploration  was  urged.  My  two  col- 
leagues firmly  stood  for  conservatism.  The  autopsy  three 
days  later  revealed  a  small  rupture  of  the  duodenum  and  a 
moderate  rupture  of  the  liver. 
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watching  him  ,  but  I 

dhere   to   my   usual    rule   in   such   cases   and 

lure  the  patient  con- 

il    heat    were   ordered    and    two 

later   ]    returned    to    the    hospital    inten 
form  ab  meantime  the  pain  had  in- 

1  and  one-sixth  of  a  grain  of  morphine  sulphate  had 
been    administered    hypodermatically.      By   this    mea 
pain  bad  been  at  he  refused  oper- 

ation,  notwithstanding   elaborate   explanations    and   urgent 

ing.     During  the  night  bis  pain  increased  and 
was  prompt! 
formed.     The  peritoneal  cavity  was  soiled  with  fluid 
and  a  general   peritonitis   was   in  iture  of 

the  ileum  two-third  .  ,|  with 

a   purse   string   and    reinforcing   Lembert    sutures   and   thi 
abdomen   was   thon 

position  and  the  ice  coil  were  used  as  the  general  mi 
in  the  after-treatment  and  genermi-  stimulation  was  exhib- 
ited hypodermatically.     The  man  died  from  bis  peritonitis 
on  the  third  day  succeeding  operation. 

Never  have   I  seen  a  more  tragic  illustration  of 

the  disadvantage  of  the  use  of  a  pre-operative  dose 

of  morphine  in  urgent  abdominal  troubles.     It  al- 

masks    symptoms.     Here   it  so  deceived   an 

ignorant  patient  as  to  cost  him  an  excellent  chance 

is  life.  The  only  reasons  for  determining 
upon  operation  in  this  case  were  the  type  of  in- 
jury, which  was  sufficient  to  cause  serious  sub- 
parietal  damage,  and  the  general  impression  created 
by  the  appearance  of  the  patient. 

Contusions  of  the  Appendix. 

Traumatic  appendicitis  occurs  occasionallv  as  the 

result  of  contusion  of  the  abdomen.     For  a  long 

time    this    was    questioned    by    eminent    surgeons. 

Enough  cases  are  on  record,  however,  at  this  time. 


iblish  this  type  of  appendi  linii  al 

Personally,    I    have  observed   but   i 
iu  which  undoubted  blame  could  ' 

I"  injury.     W.ulu >! e,  in  a  clas  >ii  i       m  this 

■  -in  :•!.  al  Si  ■ 
March,  1908,  summed  up  the  subjei  1  in  the  e  •■ 
"Then  traumatism 

1    m    appendicitis."      But   he 
1  loI  It  cited  as  examples  of  trauma- 
tism produi 

ran    v,  thai    the   trauma   was    the 

!  posil 

una 
1 
granted.     *  in  tin  d,  in  an  occa  ii  mal  1  a  1 

we   can    feel    satisfied    from    the   history   and   the 
course  of  clinical  evenl     thai   the  trauma  ha 
the  cause. 

In  my  first  case  was  injur,  d  by  a    ' 

of  a  pile  six  feet  in  height,  strik- 
ing bin 

1  sore  for  three  days,  then  a  chill  su- 
pervened, follow-ed  by  all  of  the  signs  of  a  severe  attack 
of  appendicitis.  I  saw  him  five  days  later,  evacuated  an 
abscess,  and  removed  a  suppurating  appendix.  The  cecum 
at  the  base  of  the  appendix  was  suspiciously  thick  and  soft. 

fistula    ile. 
Complete  recovery    I  ["he   second   case  developed 

following  a  fist  blow   0  nun.     A  gan- 

grenous appendix  was  removed   f  urs  after  the 

1  ,1      Recovi 
C0NT1    SION    "I     THE    KlDNEY. 

Contusion  of  the  kidney  is  quite  common.  There 
may  be  a  comparativel)  slight  bruising  with 
moderate  shock  and  little  pain,  and  thereafter  f  ■ 
a  few  hours  or  days  a  hematuria.  On  the  con- 
trary a  kidney  may  be  mashed  into  a  jelly-like  mass 
of  shreds  and  small  fragments,  torn  from  its  attach- 
at  the  hilus  and  a  rapidly  fatal  hemorrhage 
ensue  into  the  delicate  perirenal  post-peritoneal  tis- 
sue, or  the  peritoneum  may  be  torn  and  the  peri- 
tonea] cavity  flooded  with  the  hemorrhage.  Rarely 
both  kidneys  are  involved,  fnjury  to  the  kidney 
by  contusion  is  almost  invariably  from  direct  viol- 
ence but  rupture  has  been  said  to  occur  fn  mi  in 
violence  such  as  a  fall  from  a  considerable  hei 
Undoubtedly  many  renal  ruptures  are  due  to  the 
compression  of  a  kidney  between  the  object  commit- 
ting the  violence  and  the  vertebral  column.    Again, 

hydraulic  pressure  being  exerted  through  the  bl ! 

vessels  and  the  more  or  less  distended  pelvis  may 
be  the  cause  of  ruptured  kidney  when  the  organ 
itself  is  not  subjected  to  direct  contusion.   (Kn 

It  is  interesting  to  study  the  varietii 
tion  of  renal  tissue  occurring  in  these  injur;. 
slightly  torn  capsules,  moderate  invasion  of  thi 
tex,  -tellate  lacerations  and  tearing  and  mash  1 
the  entire  organ,  or  laceration  of  its  attachments. 
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The  greatest  interest  to  us,  however,  is  the  clinical 
one  and  the  determination  of  the  method  of  treat- 
ment. Hematuria  is  present  in  about  90  per  cent. 
of  the  cases,  varying  in  degree.  The  bladder  some- 
times becomes  filled  with  clots.  Typical  renal  colic 
may  be  caused  by  blood  clots  in  the  ureter.  Hema- 
turia may  be  transitory  or  continue  for  weeks  or 
lis.  Pain,  always  present,  is  variable  in  in- 
tensity and  may  be  definitely  localized  or  radiate 
w  idely.  The  development  of  a  tumor  depends 
largely  upon  the  amount  of  blood  or  urine  extra- 
vasation. Immediate  shock  is  almost  invariable, 
although  in  many  cases  physical  exertion  indulged 
in  by  the  patient  for  some  minutes  or  hours  after 
a  contusion  of  the  kidney  has  often  been  remarked. 
The  result  in  cases  conservatively  treated  may  be : 

1.  Resolution  with  slightly  disappearing  albumi- 
nuria. 

2.  Hydronephrosis. 

3.  Aneurism  of  one  of  the  renal  arteries,  or  one 
of  their  branches. 

4.  Perinephritic  abscess. 

5.  Multiple  small  abscesses  in  the  renal  sub- 
stances. 

6.  Suppuration  of  the  broken  clown  kidney  due  to 
latent  or  active  gonorrheal  infection. 

The  primary  and  immediate  dangers  are  hemor- 
rhage and  anuria  due  to  shock  to  the  governing  sec- 
retory centers. 

The  immediate  radical  treatment  of  renal  con- 
tusion has  usually  depended  upon  the  presence  of 
symptoms  of  severe  hemorrhage.  When  hema- 
turia is  at  all  profuse,  the  pulse  increasing  in  rapid- 
ity and  the  classical  symptoms  of  hemorrhage  ap- 
parent, no  hesitation  should  be  felt  in  undertaking 
an  immediate  exploration.  In  addition  to  this  we 
may  have,  as  guides,  a  rapidly  increasing  tumefac- 
tion and  extensive  tenderness  with  rigidity  of  the 
corresponding  abdominal  muscles.  In  cases  with 
symptoms  less  urgent  than  these,  nephrotomy  under 
aseptic  conditions  is  safer  than  conservative  wait- 
ing in  all  cases  where  we  are  at  all  doubtful  as  to 
the  extent  of  the  injury. 

An  extensive  review  of  cases  leads  to  the  con- 
clusion that  under  conservatism  the  mortality  is 
about  30  per  cent.,  whereas  in  those  treated  by  con- 
sistent radicalism,  excluding  cases  of  slight  con- 
tusion, the  mortality  is  about  6l/2  per  cent.  Where 
nephrectomy  is  required,  the  mortality  is  about  22 
per  cent.  In  secondary  nephrectomies,  Keen  has 
demonstrated  a  greatly  increased  mortality.  Upon 
exposing  the  kidnev  we  may  find  the  suture  of  the 
lacerati  ms  ;    issible  after  clearing  away  the  hema- 


tocele, but  if  this  is  done,  hemostasis  must  be  nearly 
or  quite  complete.  Where  laceration  is  extensive 
nephrectomy  must  be  done  if  the  patient's  condition 
permits.  Occasionally  we  must  be  content  with  firm 
gauze  packing,  but  it  must  be  ever  borne  in  mind 
that  to  carefully  secure  the  renal  vessels  in  cases 
of  extensive  laceration  of  the  kidney  is  the  only 
reliable  cure  for  the  hemorrhage.  Partial  nephrec- 
tomy with  suture  of  the  remaining  fragments  is 
rarely  possible.     I  have  never  seen  a  suitable  case. 

In  instances  of  comparatively  slight  contusion  the 
treatment  should  consist  of  the  usual  measures  for 
overcoming  shock,  cold  to  the  renal  region,  after 
firm  strapping  or  bandaging  is  applied,  and  opium 
or  morphine  to  relieve  the  pain.  I  have  repeatedly 
used  ergotin  and  adrenalin  hypodermatically  but  it 
is  a  matter  of  doubt  as  to  how  much  they  accom- 
plish in  these  cases. 

Contusions  of  the  Pancreas. 

Contusions  of  the  abdomen  rarely  cause  definite 
injury  to  the  pancreas  save  where  huge  crushing 
blows  damage  extensively  the  contents  of  the  upper 
portion  of  the  abdominal  cavity.  Interstitial  hemor- 
rhage followed  by  cyst  formation  or  necrosis  usually 
results. 

Contusions  of  the  Spleen. 

While  contusion  of  the  spleen  may  be  mild  and 
the  interstitial  or  intraperitoneal  hemorrhage  of  in- 
significant proportions  in  the  majority  of  cases  there 
is  extensive  laceration  and  dangerous  hemorrhage. 
Indeed,  many  of  these  cases  perish  from  intraab- 
dominal hemorrhage  before  they  can  be  subjected  to 
operation.  In  all  suspected  cases  prompt  explora- 
tion should  be  done  if  the  symptoms  of  hemorrhage 
exist  in  any  degree — remembering  that  rarely  if 
ever  can  a  positive  diagnosis  of  splenic  rupture  be 
made  until  the  abdominal  cavity  is  opened.  Suture 
of  the  traumatic  clefts  in  the  organ  is  occasionally 

ile  but  it  may  be  followed  by  gangrene, 
curs  sometime  when  a  slight  rupture  is  treated  ex 
pectantly.     In  most  instances  it  is  best  to  excise  the 
organ. 

Contusions  of  the  Liver. 

Contusions  of  the  liver  are  commonly  caused  by 
crushing  forces  and  are  not  infrequently  accom- 
panied by  fractures  of  ribs  and  ruptures  of  other 
viscera.  In  uncomplicated  cases  the  cardinal  early 
symptoms  are  those  of  hemorrhage  more  or  less 
modified  by  signs  of  shock.  The  immediate  symp- 
Jierefore,  depend  entirely  upon  the  extent  of 
the  lacerations  of  the  liver  arid  the  freedom  with 
which  blood  can  flow  from  thse  lacerations  into  the 
general  peritoneal  cavity.     I   have  seen  lacerations 
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Rupture  of  the  Urinary  Bladder. 

•  occurs  when  sharp  blows  over  thi 
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juries  fracture  or  dislocate  the  pelvic   frame 
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ipty  bladder  after  hours  of  continence,  the  in- 
ability to  recover  water  injected  by  catheter,  and 
the  --igns  of  free  fluid  in  the  peritoneal  cavity, 
singly  or  combined,  usually  had  to  an  eas)  and  ac- 
curate diagnosis.  Rarely  the  diagnosis  may  be  dif- 
ficult. Here  again  if  we  even  suspect  visceral  rup- 
ture exploration  is  wise.  The  rent  may  open  into 
the  peritoneal  cavity,  into  the  prevesical  are  ilar  tis- 

ir  into  the  pelvic  floor.     Suture,  with    - 
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fifth,  its  mobility. 

Gunshot  wounds  form  the  most  serious  class  of 
penetrating  wound-  of  the  abdomen,  the  mortality 
being  more  than  double  that  of  stab  wound-  i 
65  per  cent,  as  compared  with  _',}  per  cent.).     1  'n 
reason   for  this  is  the  frequency  with  which  more 
than  one  of  the  viscera  or  more  than  one  coil  of  in 
testine  is  perforated.     Another  is  the  infection  ol 
ritoneum  by  septic  material  carried  within  by 
or   conical    leaden    bullet  -    1 
laceral  i  lern  bulb  t  -  of  the  armii 

practically  aseptic  agents  of  perforation,  whii 
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may  also  cause  visceral  wounds  much  larger  than 
would  be  expected  if  the  size  of  the  bullet  is  con- 
sidered. 
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wounds,  probably  because  of  a  poor  aim  at  the 
heart,  or  oil  account  of  the  movement  of  the  victim 
.luring  the  brief  interval  between  the  aiming  and  the 
tiring  of  the  weapon.  The  gastric  mucous  mem- 
brane is  more  likely  to  prolapse  into  the  perfora- 
tion and  to  form  a  valve-like  protection  for  the 
peritoneum  than  is  that  of  the  intestine. 

Formerly  the  results  of  conservatism  in  the  treat- 
ment of  bullet  wounds  of  the  upper  abdomen  was 
attended  with  surprisingly  good  results,  although 
operative  treatment  has  greatly  improved  our  statis- 
tics. The  protecting  valve  of  mucous  membrane, 
the  comparatively  mild  chemical  and  bacterial  ir- 
ritation of  stomach  contents,  and  the  excellent  op- 
portunity for  the  formation  of  protective  adhesions 
have  been  cited  as  the  reasons  for  this. 

The  possibilities  of  penetration  of  the  thoracic 
duct  or  receptaculum  ciiyli  must  be  remembered  in 
this  class  of  cases.  Perhaps  the  most  notable  ex- 
ample of  this  involvement  was  in  the  case  of  the 
late   President   Garfield. 

'We  should  not  be  deceived  by  the  location  of  the 
wound  of  entrance  in  considering  a  bullet  wound. 
The  position  of  the  enemy,  the  attitude  of  the  vic- 
tim, and  the  relation  of  the  wound  of  exit  (if  such 
exi-ts)  to  the  wound  of  entrance,  may  prove  to  be 
valuable  data,  When  a  bullet  enters  the  thorax,  as 
high  as  the  fifth  or  sixth  intercostal  space,  it  may 
enter  the  abdominal  cavity  and  penetrate  a  viscus 
therein  contained. 

Lack  of  military  experience  forbids  my  passing 
judgment  upon  the  method  of  treatment  to  be  ap- 
plied to  the  bullet  wounds  in  the  abdomen  occurring 
in  modern  warfare.  In  civil  life,  however,  there 
seems  to  be  no  question  regarding  the  advisability 
of  immediately  exploring  every  bullet  wound  in  the 
abdomen  if  aseptic  surroundings  and  reasonable 
skill  are  obtainable ;  first,  immediate  exploration  of 
the  wound  by  incision,  not  by  probing,  of  even- 
wound  to  determine  whether  it  penetrates  the  peri- 
toneal cavity:  then,  if  it  does  penetrate,  thorough 
examination  of  the  abdominal  viscera  and  the  repair 
of  all  visceral  wounds  accompanied  by  the  most 
assiduous  cleansing  of  the  soiled  peritoneum. 

If  the  stomach  or  intestine  is  involved,  there  will 
usually  be  found  wounds  of  both  walls,  an  afferent 
and  an  efferent  one.  Commonly  also  there  will  be 
found  perforations  of  several  intestinal  coils,  and  it 
is  important  to  make  a  careful  search  of  the  entire 
alimentary  tract  in  every  case.  The  course  of  the 
bullet  through  the  abdominal  cavity  may  be  exceed- 
ingly irregular  and  circuitous.  The  wounds  should 
be  closed  by  catgut,  silk,  or  linen  sutures,  after  care- 


ful trimming  of  the  ragged  or  discolered  i 
Small  rents  may  be  closed  by  a  purse-string  suture. 
Larger  ones  require  one  of  the  other  methods  of 
suture  as  the  purse-string  will  narrow  the  lumen  of 
the  gut  to  a  dangerous  extent.  This  point  must 
always  be  considered  in  closing  intestinal  wounds. 
1  always  reinforce  my  primary  suture  by  a  second- 
ary Lembert  stitch.  Excision  of  segments  of  in- 
testine is  rarely  called  for  except  in  the  case  of 
more  or  less  extensive  injury  to  the  mesentery  and 
in  those  cases  where  multiple  perforations  are  close 
together. 

Wounds  of  the  stomach  involve  both  walls  in 
nearly  all  cases  unless  the  bullet  lodges  in  the  organ. 
The  exploration  of  both  walls  is  therefore  of  the 
greatest  importance,  especially  as  contamination  of 
the  lesser  peritoneal  cavity  is  likely  to  give  rise  to 
grave  sepsis.  Where  this  is  feared  the  posterior  as 
well  as  the  anterior  drainage  is  required.  Wounds 
of  the  posterior  wall  nearing  the  cardiac  orifice  may 
be  very  difficult  of  access.  When  treating  a  bullet 
wound  of  the  stomach  we  should  always  recall  the 
great  likelihood  of  complicating  injuries  to  the  great 
vessels,  the  thoracic  duct,  the  pancreas,  the  gall- 
bladder, as  well  as  the  more  usual  wounds  in  liver, 
spleen,  intestines. 

M.  D.,  female,  18  years  of  age,  admitted  to  the  ?  I 
dist  Episcopal  Hospital,  in  June,  1909.  She  was  wounded 
by  a  32  caliber  bullet,  fired  at  close  range,  within  a  small 
room.  When  admitted  she  was  conscious — in  slight  shock. 
The  abdomen  presented  a  bullet  wound  one  inch  above 
the  level  of  the  umbilicus  at  the  outer  border  of  the  left 
rectus.  There  was  moderate  general  rigidity  and  tender  • 
ness  over  the  left  upper  abdomen;  no  mass  was  felt.  A 
five  inch  incision  was  made  over  the  left  rectus  just  in- 
ternal to  the  entrance  of  the  bullet.  Anterior  and  pos- 
terior perforations  of  the  stomach  were  found.  From  one 
of  these  leakage  was  taking  place.  The  posteri.  r 
was  closed  by  prolapsed  mucous  membrame.  The  edges 
of  these  wounds  were  trimmed  and  sutured  by  purse- 
strings  of  Pagenstecher's  linen  and  reinforced  with  Lem- 
bert sutures.  A  gauze  drain  was  led  to  the  posl 
wound.  Xo  other  visceral  wounds  were  found.  About 
ten  ounces  of  blood  and  other  fluids  were  removed  from 
the  periteneal  cavity.  The  bullet  had  made  its  exit  from 
the  abdomen  through  an  opening  in  the  posterior  parietal 
peritoneum  about  one  inch  below  the  lower  extremity  of 
the  left  kidney.  Post-operative  treatment  consisted  in  the 
Fowler  position,  ice  coil  to  the  abdomen,  and  saline  and 
coffee  enemata  at  four  hour  intervals.  She  was  allowed 
one  dose  of  morphine  sulphate  and  one  of  codeine  hypo- 
dermaticaily.  A  temperature  of  1020  F.  was  recorded  18 
hours  after  operation.  Thereafter  she  made  a  most  un- 
eventful recovery  with  primary  healing  of  the  wound,  and 
left  the  hospital  in  excellent  condition  19  days  after  her 
admission. 

Wounds  of  the  liver,  spleen,  or  kidney,  cause 
variable  amounts  of  hemorrhage,  corresponding  to 
the  location  and  extent  of  the  injury.  In  these  or- 
gans we  frequently  see  the  so-called  explosive  ac- 
tion of  bullets.  Sutures  or  packing  are  required 
and  under  some  circumstances  splenectomy  or 
nephrectomy.     Wounds  of  these  organs  occur        5] 
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iiml  hail  ripped  the  skin  for  two  and  om 
the    peritoneum    and    muscularis    of    the     intestine    were 
wounded   for  three-fourths  of  an   inch  was  a 

wound  in  the  mesentery  of  one  and  a  ["hese 

easily  sutured.     The  coil  of  intestine   was  cleansed 
with  sponges  wrung  out  of  saline  solul  entire 

peritoneal  cavity  was  thoroughly  irrigated  with  sain 
tion,  before   the   wound   was  closed.      I  wound 

suppurated;  otherwise  recovery  was  uneventful, 
of  peritoneal   inflammation   de\  eloped. 

Impaling  accident-  often  cause  most  extensive 
visceral  injury  and  rapidly  fatal  hemorrhage.  The 
sharp  object  upon  which  the  patient  falls  may  enter 
anteriorly,  latterly  or  through  the  perineum.  There 
seems  to  be  no  limit  to  the  damage  which  may  be 
created  by  such  injuries  and,  per  contra,  the  most 
astonishing  escapes  with  only  parietal  lacerations 
are  numerous  in  the  literature.  If  there  are  evi- 
dences of  visceral  injury  the  most  searching  ex- 
amination of  the  viscera  through  an  extensive  in- 
cisii  'ii  is  indicated. 

The  peritoneal  cavity  may  be  penetrated  bj 
eign  bodies  within  any  of  the  hollow  viscera.     Ex- 
amples of  such  perforating  wounds  are  those  caused 
by  undigested  foods,  fish  bones,  pins,  tooth  picks, 
bristles,  splinters  of  wood,  needles,  jackstones,  etc. 

An  extraordinary  example  of  perforation  from 
within  the  intestine  occurred  in  my  service  at  the 
Methodist  Episcopal  Hospital,  in  July,   1909. 

A  man  of  21  exhibited  the  symptoms  and  physi- 
cal signs  of  partial  inl  miction.  On  open- 
ing the  abdomen  I  found-  that  the  obstruction  was 
caused  by  a  recent  adhesion.  Upon  releashiR  the 
constricted  coil  from  the  grasp  of  the  adhesion,  a  tiny 
perforation  was  disclosed  from  which  was  plucked  a  firm 
sharp  object  resembling  a  wooden  splinter  %  of  an  inch 
in  length.  After  completing  the  operation  we  found  that 
the  "splinter"  was  a  tightly  rolled  section  of  apple  skin. 

When  symptoms  of  peritoneal  irritations  are  as- 
sociated with  a  history  of  recent  ingestion  of  a  for- 
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quick  action  imperative.  \  reasonable  time  (one- 
half  tn  three  hours)  may  be  allowed  in  cases  of 
profound  shock,  to  promote  a  helpful  reaction. 

2.  Cleanse  the  skin  as  thoroughly  and  a-  widely 
as  in  any  other  abdominal  case,  notwithstanding  the 
presence  of  indication  for  rapid  work. 

.}.  Precede  an  exploration  by  an  intravenous  sa- 
line infusion  or  a  transfusion  of  blood  when  symp- 
toms of  hemorrhage  are  marked.  As  Crile  has 
noted,  "We  may  in  this  way  transform  a  hopeless 
case  into  an  average  risk." 

4.  Make  the  search  for  intraabdominal  injuries 
thorough  and  systematic. 

5.  Cleanse  the  peritoneum  thoroughly  of  septic 
material  and  blood,  or  fluid  of  any  kind.  This  is 
best  done  by  large  gauze  sponges,  followed  b) 
copious  irrigation,  leaving  the  abdomen  partly  filled 
with  saline  solution. 

6.  Secure  absolute  hemostasis  and  water-tight 
repairs  of  all  wounds  and  ruptures. 

7.  Introduce  drain-,  whenever  viscera  have  been 
penetrated  or  ruptured. 

8.  Use  intravenous  infusions  of  normal  saline  so- 
lution infusions  freely  post-operatively  in  cases  of 
marked  shock  or  acute  anemia. 

9.  \dopt  the  Fowler  position  and  the  ice  coil  in 
all  cases  as  soon  as  reaction  from  shock  is  obtained. 

10.  If  intestinal  paresis  supervenes,  lavage  every 
four  hours  will  accomplish  more  than  enemata.  I 
can  record  a  recent  recovery  from  intestinal  paresis 
so  extreme  as  to  be  accompanied  by  frequent  fecal 
vomiting,  by  the  use  of  this  measure. 

Finally  let  me  again  urge  an  immediate  aseptic 
abdominal  section  in  every  doubtful  case  of  ab- 
dominal injury.  Reckless  conservatism  should  pass 
into  history. 

280  Park  Place. 
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THE    MEDICO-LEGAL     ASPECTS    OF    THE 
RONTGEN    RAYS    FROM    THE   STAND- 
PI  UNT  OF  THE  SURGEON.* 
R.  D.  Mason,  M.D., 

Surgeon  to  St.  Joseph's  Hospital. 
OMAHA. 

It  is  now  nearly  fifteen  years  since  the  so-called 
X-rays  overed  by  Rontgen,  of  Germany. 

The  world  was  startled  by  the  announcement  that 
a  new  force  had  been  found  which  enabled  one  to 
see  certain  organs  and  parts  of  the  body  that  in 
the  past  had  been  beyond  the  reach  of  human  vision. 
This  was  one  of  the  most  wonderful  discoveries 
ever  made,  and  was  the  means  of  placing  surgery 
on  a  higher  plane  than  it  had  ever  before  reached. 

As  is  usually  the  case  when  a  new  method  of 
treatment  has  been  announced  which  seems  to  hold 
out  great  promise  of  being  better  than  those  already 
known,  it  was  seized  upon  by  the  profession  as  a 
cure-all  and  more  was  expected  of  it  than  the  facts 
justified.  The  real  uses  to  which  it  could  be  put 
were  unknown,  the  dangers  which  lurked  within  it 
were  not  appreciated,  and  several  martyrs  to  the 
cause  of  science  gave  up  their  lives  in  an  effort  to 
bring  to  light  the  truths  hidden  in  this  mysterious 
agent  so  powerful,  not  only  for  good,  but  also  for 
evil.  The  profession  reveres  the  memory  of  these 
men  and  acknowledges  a  lasting  debt  of  gratitude 
to  them. 

Not  only  was  the  medical  profession  at  a  loss 
as  to  the  exact  status  in  which  to  place  the  X-rays, 
but  the  courts  were  equally  bewildered.  Here  was 
a  new  witness  to  be  reckoned  with,  with  no  pre- 
cedents to  guide  and  no  one  who  knew  whether 
the  shadowy,  ghost-like  image  could  be  relied  upon 
or  whether  it  was  some  trick  of  the  imagination. 

It  has  taken  time  to  straighten  out  these  things, 
but  now  both  the  medical  and  the  legal  professions 
know  that  the  skiagraphy  as  one  means  of  arriv- 
ing at  a  correct  diagnosis  and  recording  what  it  re- 
veals so  that  it  may  be  shown  to  a  jury,  has  estab- 
lished itself  on  a  firm  foundation;  and  all  courts 
recognize  it  as  being  competent  evidence  when 
properly  supported  by  the  testimony  of  one  expert 
in  radiography.  The  picture  alone  is  not  evidence 
at  all,  but  when  presented  as  an  aid  to,  or  as  part 
of  the  oral  testimony  of  him  who  produced  it  or 
knows  of  its  production,  it  at  once  becomes  valuable 
evidence. 

"We  must  remember,  then,  that  a  document. 
purporting   to   be   a   map,   picture,    radiograph,    or 


*  This    paper    was    submitted    for       criticism    to    Attorney    Frank 
Crawford,    who   passed  upon  all  the  legal   points  mentioned. 


diagram,  is,  for  evidential  purposes,  simply  nothing 
except  so  far  as  it  has  a  human  being's  credit  to 
support  it.  It  is  mere  waste  paper,  a  testimonial 
nonentity.  It  speaks  to  us  no  more  than  a  stick  or 
stone.  It  can  of  itself  tell  us  no  more  of  the  i 
ence  of  the  thing  portrayed,  upon  it  than  can  a 
tree  or  an  ox.  We  must  somehow  put  a  testimonial 
human  being  behind  it  (as  it  were)  before  it  can 
he  treated  as  having  any  testimonial  standing  in 
court.  It  is  somebody's  testimony,  or  it  is  noth- 
ing.     .      .      . 

"It  is  immaterial  whose  hand  prepared  the  thing, 
provided  it  is  presented  to  the  tribunal  by  a  com- 
petent witness  as  a  representation  of  his  knowledge. 

"The  objection  that  a  photograph  or  radiograph 
may  be  so  made  as  to  misrepresent  the  object  is  gen- 
erally directed  against  its  testimonial  soundness, 
but  it  is  of  no  validity.  It  is  true  that  a  photograph 
or  radiograph  can  be  deliberately  so  taken  as  to 
convey  the  most  false  impression  of  the  object. 
But  so  can  any  witness  lie  in  his  words.  A  photo- 
graph can  falsify  just  as  much  and  no  more  than 
the  human  being  who  takes  it  or  verifies  it. 

"The  fallacy  of  the  argument  occurs  in  assum- 
ing that  the  photograph  can  come  in  testimonially 
without  a  competent  person's  oath  to  support  it. 
If  a  qualified  observer  is  found  to  say,  'This  photo- 
graph represents  the  fact  as  I  saw  it,'  there  is  no 
more  reason  to  exclude  it  than  if  he  had  said,  'The 
following  words  represent  the  fact  as  I  saw  it,' 
which  is  always,  in  effect,  the  tenor  of  a  witness' 
oath.  If  no  witness  has  thus  attached  his  credit  to 
the  photograph  then  it  should  not  come  in  at  all, 
any  more  than  an  anonymous  letter  should  be  re- 
ceived as  testimony." 

As  far  as  I  am  able  to  learn  the  courts  have  made 
no  ruling  whether  or  not  a  surgeon  can  be  held 
liable  for  the  failure  to  use  the  Rontgen  rays  in 
case  of  fracture,  dislocations,  foreign  bodies,  etc., 
followed  by  bad  results.  The  law  clearly  says 
that  physicians  and  surgeons  when  called  upon  to 
treat  a  case  are  supposed  to  be  possessed  of  the 
reasonable  and  ordinary  qualifications  of  their  pro- 
fession. The  question  that  then  arises  is  what  con- 
stitutes reasonable  and  ordinary  care,  skill  and  dili- 
gence. It  is  generally  construed  to  be  the  care,  skill 
and  diligence  possessed  by  the  majority  of  the 
members  of  the  same  profession  among  whom  he 
may  practice.  "The  law  does  not  expect  a  physi- 
cian or  other  professional  person  engaged  in  the 
practice  of  the  medical  science  who  practices  in  a 
sparcely  settled  district,  such  as  a  village  or  small 
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city  where 
pportunities 

and  appliai  h  per 

■ 

n  in  such  ; 
latient    who   had   been    improperly 
a  result  oi  the  neglect  of  the  n 
attendant   to  employ   the  most  modern 
properly    bring 
ainst  the  attendant,  wh  hon- 

esi  in  his  mi  ti  eatment,  w  ible  it" 

• 

"  rh<  o 

■    the  mi  idem  works  on  surgen  and 
at   the  surgeon  who   fails  to  apply  thorn  in 
ul  cases  may  justly  bi  [ligent 

practi 

"Liability  for  had  results  m 
active  or  passive  acts  on  the  part  of  the  attendant. 
is,  he  may  have  done  things  lii      hould 

ive  done  and  that  arc  contrary  to  the  usual 
n  of  the  profession  in  which  he  resides,  or 
he  may  leave  undone   things   that   he   should   have 
done,  which  would  have  grea  '  him  in  his 

diagnosis  or  treatment.  While  the  law  may  not 
require  a  medical  man  to  make  use  of  modern  sci- 
entific  instruments  of  precision,  such  as  the  A'-ray, 
the  mil  etc.,  yet  it  is  the  general  concensus 

inion  that  he  should  do  -<>  when  lie  is  prac- 
ticing in  a  community  win  re  these  things  are  read- 
ily attainable.  It  (malpractice)  i-  active  when  a 
certain  course  of  treatment  is  adopted  and  i  11 
which  is  not  sustained  by  authority.  It  is  passive 
when    those    things    in    the    treatment    are    on 

should  have  been  done,  in  order  to  obtain  a 
result    approximating    perfection,    "It     might     be 

I  from  this  that  every  physician  woul 
required  to  have  all  the  latest  improved  equipment, 
including  many  delicate  and  expensive  instrument-. 
but  this  would  not  necessarily  follow  as  he  would 
be  expected  only  to  make  use  of  these  things  in 
difficult  or  doubtful  cases,  and  if  it  could  be  shown 
that  he  requested  the  patient  to  be  allowed  to  call 
to  his  assistance  other  members  of  the  profi 
who  are  expert  along  certain  lines  and  the  request 
was  refused  because  of  the  expense  or  otherwise, 
the  surgeon's  duty  has  been  performed  and  his  lia- 
bility ceases.  "If  a  patient  by  refusing  to  adopt 
the  remedies  or  comply  with  the  directions  of  the 
physician,  frustrates  or  defeats  the  endeavor  of 
the  physicians,  or  if  he  aggravates  the  case  by  his 


innot  charge  i"  the  phj  sician  the 

nctl     to  himself.'1 

In  tl  '     bin  n     the  court     In  del  the 

phj  sician  liable  to  the  enl  thai  the}   do  in 

;   any  othet  i  "I   i 

of   injury.      In  this  as  in  all  other  work  thai    the 

m  may  be  called   upon  !■  i  do  tin  '  '■  mai    bi 

unforeseen  condition,  as  an  idio  ■ 

atient,  or  the  facl  that  he  ma; 
iied  with  the  \  i .i>    b)  some  othe: 
tor  without  making  known  the  fact,  oi   man) 
other  things  which  might  produce  a  burn  through 
no  fai  tor.      Ml  these  thing-  should 

anci    and  the  patienl  gi\  en  to 
understand  ent,  so   far  as 

this  cat  without  causing  unni  ce    at  j    feat 

ii  ian  does  nni  take  the  patienl  into 
his   confidence   to  the  fullest  extent,   if   it    can    be 
i    that   he   used   ordinary   skill     uch    a 

a   competent   radiographer,  he  can 
nol  be  held  liable.     Mosl  of  the  severe  bum-  that 
occurred  bi  I  iev\  ol  the  ai  tii  m  of  the  rays 

were  due  to  prolonged  "i    repeated  exposures.     It 

iv; i  uncon in  to  make  an  exposure  lasting  an 

tin    negative  nol   pn  ive  sal  i  I  u 
to  repeat  the  performance  a  da\  or  two  later. 
All  this  is  done  away   with  now,  as  it  is  scarcely 
ever  necessar)    to  make  an   expo  ure   longer  than 
■mute,  and  the  average  time  will  probably  not 
d  fifteen  seconds.     With  the  improved  appar- 
atus now  I"  be  had  an  X-ray  burn  is  not  apt  to  oc- 
cur  in   any    examination    for   diagnostic   purposes, 
but,  should  there  be  one  the  operator  is  more  likely 
to  be  held   liable  than   in   the  earlier  days  of   this 
work  when  |  ratus  was  used  and  little  was 

iruct ive  action  of  this  agent.     In 
using  the  ray-   for  therapeutic  purposes,  it  is  often 
necessary  to  provoke  a  mild  dermatitis  and  in  des- 
perate cases,  where  radical  measures  must  be  taken 
if  any  result  is  to  be  expected,  the  operator  is  jus- 
tified in  provoking  able  reaction.    However, 
■     iatii  n               i  he  informed  or  his  near  relatives 
or  frier                    ••    informed,  in  advance  as  to  the 
ili    result. 
When    a    radiographer    is    called    into    court,    he 
Id    prepare   himself   in    advance   by   a   careful 
study  of  the  parts  so  that  he  may  know  not  only 
the  pathology  involved,  and  he  should  refresh  his 
memory  of  the   normal   anatomy,   physiology,   and 
function.     He  should  take  as  many  negatives  from 
as  many  different  points  of  view  as  may  be  neces- 
sary to  get  a  clear  understanding  of  the  alleged  or 
suspected  injury. 
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!t  is  often  best  to  make  each  negative  in  dupli- 
cate by  placing  one  plate  above  the  other  so  that 
should  one  be  spoiled  in  developing,  or  broken, 
there  would  still  be  a  good  one.  Both  the  plate  and 
the  print  should  be  taken  into  court,  as  either  or 
both  are  admissible  evidence  if  properly  explained. 
The  plates  should  be  marked  in  some  way  so  they 
may  be  identified.  This  is  besl  done  by  the  use  of 
lead  figures  which  correspond  with  a  card  index 
kept  for  this  purpose.  Lead  letters  may  also  be 
used  to  indicate  the  part-,  as  R,  right,  L.  left,  P, 
posterior,  A,  anterior.  1.  interior,  E  exterior.  The 
witness  should  be  able  to  explain  in  plain  simple 
language  the  action  of  the  rays  and  the  method  of 
taking  a  negative,  trying  always  to  use  word-  that 
will  be  understood  by  the  jury. 

Should  the  attorney  ask  technical  questions  with 
a  view  of  confusing  the  witness  it  is  better  for  him 
to  reply  that  he  does  not  know,  rather  than  to  be- 
come tangled  in  a  meaningless  explanation  which  is 
purposely  done  to  make  an  impression  on  the  jury. 
If  niie  confine-  himself  to  facts  and  answers  tech- 
nical questions  in  the  simplest  possible  way  he  will 
but  little  trouble.  A  question  likely  to  be 
asked  is  "Does  a  radiograph  always  show  every- 
thing exactly  as  it  exists?"  If  one  answers  "yes," 
he  may  easily  get  into  deep  water,  for,  of  course,  if 
not  properly  taken  the  picture  may  not  show  the 
parts  as  they  really  are  at  all.  The  object  seen  on 
the  plates  is  only  the  picture  of  a  shadow  and  if  one 
experiments  a  little,  by  throwing  the  shadow  of  an 
object  on  a  white  wall  by  varying  its  relation  to  the 
light  from  which  the  shadow  comes  it  will  be  seen 
how  easy  it  is  to  produce  a  distorted  picture ;  and 
again,  the  picture  does  not  show  the  condition  of 
the  soft  parts  about  the  bone  at  all.  Another  ques- 
tion often  asked  is.  "Does  a  radiograph  always 
show  a  fracture  if  one  is  present?''  I  believe  that 
it  does,  if  properly  taken.  While  it  may  not  show 
fn  im  a  certain  angle  because  there  is  no  misplace- 
ment and  the  fragments  are  overlapped  so  as  to 
obscure  the  line  of  fracture,  if  another  exposure  is 
taken  at  right  angles  to  the  first  one  the  fracture 
will  invariably  be  seen,  provided,  of  course,  the  pic- 
ture is  properly  taken. 

"Does  callus  formation  show  in  a  radiograph?" 
Kassabian  says  that  it  does  after  the  sixteenth  day. 
This.  I  think,  will  vary  somewdiat  with  the  parts 
broken,  the  age  of  the  patient  and  the  exactness  with 
which  the  fragments  were  replaced.  It  is  impos- 
sible to  adjust  a  broken  bone  so  that  it  is  exactly 
in  the  position  that  it  was  before  being  broken, 
and  for  this  reason  callus  usually  shows  about  the 
site  of  a  fracture. 


The  question  is  often  asked,  whether  or  not  a  cer- 
tain bad  result  in  fractures  or  dislocations  might 
nol  have  been  avoided.  This  question  is  really  not 
"iu  that  comes  within  the  province  of  the  radiol- 
ogist,  but  is  purely  a  surgical  one.  The  office  of 
him  who  takes  the  picture  i-  to  -how  the  conditions 
as  they  exist  and  not  to  suggest  treatment,  or  state 
what  past  treatment  should  have  been.  It  is  his 
place  to  "turn  on  the  light"  and  he  is  not  "responsi- 
ble for  what  the  light  show.-." 

The  Rontgen  rays  have  several  times  in  my  ex- 
perience been  the  means  of  settling  damage  suits 
and  accident  claims  by  showing  that  a  fracture 
either  did,  or  did  not,  exist.  Many  times  fractures 
of  small  bones  occur  with  none  of  the  classical 
symptoms  present,  such  as  crepitus,  deformity,  loss 
of  function,  etc.,  and  while  the  injured  party  may 
believe  that  the  bone  is  broken  and  base  thereon  a 
claim  for  damage,  the  insurance  company  or  cor- 
poration may  deny  that  any  fracture  exists  and  re- 
fu.-e  to  make  payment.  If,  however,  a  radiograph 
is  taken  and  a  fracture  shown,  settlement  will  al- 
most  invariably  be  made  out  of  court.  If  the  in- 
surance company  or  corporation  can  be  shown  that 
the  injured  party  has  really  received  a  fracture, 
they  would  much  prefer  to  settle  rather  then  allow 
the  matter  to  go  before  a  jury,  provided  of  course 
it  is  an  injury  for  which  they  are  liable. 

As  showing  the  influence  that  an  A'-ray  picture 
will  have  on  a  jury  the  following  clipped  from  a 
Kansas  City  paper  is  interesting.  The  paper  stated 
that  the  A'-ray  pictures  won  the  case.  I  might  add 
that  they  would  have  been  equally  valuable  for  the 
defendent  had  they  shown  no  injury. 

"A'-ray  photographs  were  offered  as  evidence 
yesterday  in  the  Wyandotte  County  District  Court 
in  a  damage  suit  against  the  Metropolitan  Street 
Railway  Company,  brought  by  Mrs.  Angie  b. 
Brown,  of  272  South  Ferree  street.  Kansas  City, 
Kansas.  She  was  passenger  on  a  Grandview  car 
which  split  a  switch  at  Riverview  station,  throwing 
her  from  her  seat  and  injuring  her  spine.  \V.  G. 
Holt,  her  attorney,  produced  the  photograph-,  -bow- 
ing the  jury  the  nature  of  her  injuries.  Mrs. 
Brown  was  given  a  verdict  for  $2,000." 

The  following  cases  will  show  clearly  how  a 
radiograph  may  at  once  clear  up  the  disputed  point 
so  that  a  settlement  may  be  made  without  the  in- 
tervention of  the  courts. 

Plate  516-R.  Patient  struck  by  street  car  and 
claimed  damages  because  of  fracture  of  bones  of 
wrist.  A  radiograph  showed  no  fracture  present 
and  company  refused  settlement.  No  further  ac- 
tion taken. 

Plate    515-L.     Patient   injured   in    railroad   acci- 
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shoulder.      I  reated    for   fracture 
-.  icle  w  iih  '  ral  months  later  a 

ing    .u 
derable  shortening.    Vn 
i   which  th(  were 

Although   the 
iany  had  settled  with  this  man  and  had 
in  full  for  a  laims,  upon  set  in 

they  paid  him  $100  in  cash  and  a 

Plate  51  i 

[■•  which  struck  him  about  midwa 
tween  knee  anil  ankle.     Claimed  fractun   0 
which  company  denied.     Radiograph  plainly  shows 
nil   pending,   for  company   denies 
l'ii-    case   shows    how    fracture   of    the 
fibula  may  be  overlooked  Tor  it  was  im] 
rnize  the  injury  by  other  methods  oi 
.    51  i-l..     This  patient  was  injured  in  an  ac- 
cident a-  teamster.  His  physician  thought  there  was 
a  fracture  of  the  low  e:  radiu         Occident 

insurance  company    sent   its  examiner   to  see  him. 
ile  thought   then    was   only  an   injury   to   th< 
gl  aph    shows    fracture   tran-\  1 

ni   an«l  one  running  fri  mi 
n]    did  not  hesitate 
.  the  claim  in  full  upon  seeing  the  radiograph. 
In  closing  1  wish  to  repeat  the  word-  oi  Judge 
ed  b)   Kassabian.    "During  the  la-: 
decade  at  least,  no  science  has  made  such  mighty 
ward    as    surgery.     It    is    eminently    a 
scientific  profession,  alike  interesting  to  the  learned 
and  the  unlearned.      It  make-  use  of  all  science  and. 
learning.     It  has  been  of  inestimable  value  to  man 
kind.     It  must  not  be   said  of   the  law  that   it   is 
wedded  to  precedent,  that  it  will  not  lend  a  helping 
hand.     Rather  let  the  court-  throw  open  the  door  to 
all    well    considered    discoveries.     Modern 
has  made  it  possible  to  look  beneath  the  tissui 
the  human  body,  and  has  aide     surgery  in  t<  1 
the  hidden  mysteries.     We  believe  it  to  be  our  duty 
in  this  case  to  be  the  first,  if  yam  please  to  -■ 
sider  it,  in  admitting  in  evidence  a  process  known 
and  acknowledged  as  a  determinate  sci< 
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M.\>.  ritoxitis. 

trie  lavage  should   I  at   once  in  every 

patient  suffering  from  itonitis,  ex- 

cept from  stomach  or  duodenal  perforation,  if  nau- 
sea or  or  gaseous  distention  is  present,  no 
matter  wdiat  other  form  of  treatment  may  he  con- 
templated.—  \.  J.  Ochsner,  in  The  Boston    b. 
and  Surgical  Journal. 


The  literature  of  this  subject  is  nol   1 

1   it  i-  scattered  through  man}  difl 
depai  l  enci        Neurologic  al 

es  and  joun  >f  it  a    a  part  ol 

di  1  ortln  ipedic  w  orks.     '  >th<  1 

found    in   general    surgical    litei 

rim-  a  bibl  1  if  this  subjei  1   1  epi  esents  an 

work  unsuspi  cted   il  I  ;'<   -  iul  1 1 

\n.  ithei   obstacl  ;    tematic  1  tudy  of  the 

led    cases    is   the   varying    standpoints    from 

which  the  historii  1       ted.     One  observer  has 

traumatism    0  prominently  in  his  mind  as  the  1  hii  1" 

causative  factor,  that  his  histories  record  but  little 

except   the  number  of   his  ca-e-   anil   the  nnniln  1    of 

traumata,      ^.nothi       epo       chii  d j    the  static  ci m- 

of  the  foot  itself  and  says  little  of  it-  owner. 

A  third  dwells  largely  on  the  neuropathic  stigmata 

and  tells  little  of  the  local  condition. 

So  that  when  one  attempt-  to  tabulate  the  cases 
little  can 'be  found  in  common  except  two  facts: 
1  1  1  All  complain  of  pain  in  the  foot;  (2)  at  least 
80  per  cent,  of  all  cases  are  women. 

This  certainly  does  not  go  far  toward  establishing 
a  symptom-group  that  can  properly  be  dignified  by 
classification  as  a  disease.  And  the  fact  is  that 
many  important  writer-,  chiefly  among  the  French 
and  <  iermans,  decline  to  regard  this  condition  as  at 
all  an  entity,  but  class  the  reported  cases  as  vague 
neurotic  disturbances  with  no  known  anatomical 
or  as  local  manifestations  of  a  gouty  or 
rheumatic  diathesis,  or  as  synovitis,  periostitis,  bur- 
sitis, 01  l'ii  novitis,  due  to  direct  injury  or  to 
some  local  disease  of  the  bony  tissue  itself,  or  to 
metatarsal  subluxation. 

To  this  group  of  cases,  belonging  parti)    i'      1  1 
era!  of  the  great  divisions  of  medicine,  but  wholly 

ie,  I  'r.   P.  G.  ^;  irti  1  ;  g .i\  e  a  measui 
ence  in  a  -eric-  of  three  papers,  the  first  published 
in  1871  nd  in  [886,  the  third  in   [894.     \- 

fnitii  ni  of  his  i\  -  irk  1  n  the  subjeel  the  con- 
dition has  been  since  most  commonly  called  "Mor- 
ton's neuralgia." 

\i'ut  reporting  his  cases,  eleven  in  number,  Mor- 
ton presented  a  -tudy  of  the  the  meta- 

how  ing  that  the  fifth 
tarsal  is  enough  shorter  than  the  fourth  metatarsal 
to  bring  the  head  of  the  proximal  phalanx  of  the 
fifth  toe  in  line  with  and  against  the  head  of  the 
fourth  metatarsal.    This,  combined  with  the  greater 


Vol.   XXV.     X. 


Riggs     Metatarsalgi." 


Ami  i: 

'    Surgery. 


?7 


mobility  of  the  fifth  metatarsal  caused,  in  certain 
conditions,  the  bones  to  impinge  on  the  articular 
branches  of  the  plantar  nerves  which,  he  said, 
around  the  joints  ami  were  thus  especially 
liable  to  pressure.  In  the  last  of  his  three  papers 
he  presented  radiographs  showing  the  positions  of 
the  metatarso-phalangeal  joints  to  be  as  he  had 
stated  in  his  previous  papers.  He  also  showed  an- 
other radiograph  of  the  foot  of  a  patient  suffering 
with  this  pain,  with  the  fifth  ami  fourth  toes  greatly 
deform(  I  and  turned  toward  the  median  line  and 
with  what  appeared  to  him  to  be  an  approximation 
of  the  fourth  ami  fifth  metatarsal  bones.  This  sec- 
ond point  seems  to  me  not  to  be  demonstrated  by 
the  radiograph  as  onl)  the  phalanges  seem  to  be 
en  >\\  ded  inward. 

Idie  natural  and  proper  treatment,  following  on 
such  a  theorj  of  causation,  was  excision  of  the  head 
of  the  fourth  metatarsal  to  relieve  the  point  of 
counter-pressure.  This  Dr.  Morton  did  repeatedly 
with  good  results  to  his  patients,  hut  never  was 
there  discovered  any  condition  of  the  removed  part 
or  of  those  left  in  situ  to  indicate  that  pressure  had 
occurred  on  these  bones  or  that  nerve  filaments 
were  caught  between  them. 

In  recent  years  it  has  been  shown  that  the  nerve 
filaments  are  not  so  related  to  the  fourth  and  fifth 
metatarso-phalangeal  joints  as  to  be  caught  in  the 
way  Morton  described. 

The  modern  and  more  rational  explanation  of 
this  Morton's  neuralgia  and  of  other  forms  of  neu- 
ralgia originating  in  the  anterior  portion  of  the  foot 
associates  them  with  a  weakening  of  the  anterior 
transverse  metatarsal  arch.  This  relationship  was 
first  pointed  out  by  Paullosen  and  later  by  Rough- 
ton.  Woodruff  and  others,  but  with  especial  clear- 
ness by  Goldthwaite,  of  Boston.  He  shows  the  an- 
terior metatarsal  arch  to  be  made  up  of  the  heads 
of  the  five  metatarsal  bones,  the  first,  fourth  and 
fifth  acting  together  as  the  base  and  the  second 
ami  third  being  on  a  higher  plane,  forming  the  con- 
cavity of  the  arch.  This  arch  is  regularly  obliter- 
ated by  the  full  weight  of  the  body  on  the  foot,  'ml 
under  normal  conditions  it  returns  when  the  « 
is  removed  because  of  the  natural  resiliencj 
structure. 

If  we  now  examine  the  symptoms  noted  in  these 
cases  it  will  at  once  appear  how  perfectly  tin-  flat- 
tened anterior  arch  explains  them. 

Whitman  gives  the  symptoms  as  follows:  ''Typi- 
cal cases  of  Morton'-  painful  affection  of  the  foot 
are  characterized  by  sudden  cramp-like  pain  in  the 
region   of  the   fourth    metatarso-phalangeal   articu- 


lation.    The  pain  may  begin  as  a  burning  sensation 
beneath  the  toe,  as  a  numb  or  tingling  feeling,  as  a 
sudden  cramp,  or  as  a  peculiar  feeling  about  the 
articulation   that   increases  in   severity  until   it  be- 
enmes  almost  unbearable.     Ai  first  the  pain  i-  con- 
fined in  the  neighborhood  of  the  affected  joint,  hut 
unless  it  is  relieved  it  radiates  to  the  extremity  of, 
the  toe,  to  the  dorsum  of  the  foot,  or  up  tto 
In  many  instances  the  onset  of  the  pain  is  pn 
by  the  sensation  of  something  moving  or  slipping  in 
the  foot;  in  some  cases  the  pain  may  be  indue, 
sudden  movements,  missteps,  or  long  standing 
in  practically  all  the  cases  the  pain  is  felt  only 
the  shoes  are  worn.     The  frequency  of  the  recur- 
rent cramp  varies ;  in  some  cases  it  is  felt  only  at 
infrequent  intervals;  in  others  it  practicallv  disables 
the  patient.     When  the  cramp  habit  has  been  ac- 
quired, very  slight  causes  may  induce  the  pain,  for 
example,  a  thin  soled  shoe,  a  hot  pavement,  "the 
sticking  of  the  sock  to  the  foot"  and  the  like,  but, 
as  has  been  stated,  except  in  the  very  advanced  and 
chronic  cases,  the  pain  is  never  felt  except   when 
the  shoe  is  worn." 

Also  there  is  almost  universally  an  uncontrollable 
desire  to  remove  the  shoe — no  matter  how  public 
the  place  or  how  inconvenient  the  occasion  may  be. 

The  location  of  the  pain  varies  greatly,  as  is 
shown  by  the  following  analysis  of  cases  by  Whit- 
man. In  a  total  of  108  cases  the  pain  was  referred 
to  the  fourth  metatarso-phalangeal  joint  in  72;  to 
the  third  and  fourth  in  10 ;  to  the  second,  third  and 
fourth  in  8.  In  only  6  was  the  fourth  joint  free 
from  pain. 

Females  are  much  more  prone  to  the  disease  than 
males.  In  one  group  of  84  cases,  6^  .vere  women. 
20  were  men.  Of  Morton's  original  eleven  cases, 
10  were  women.  In  another  set  24  were  women, 
4  were  men.  The  average  age  of  all  the  reported 
case-  I  could  find  in  which  the  age  was  given  was 
about  30  years. 

The  disease  affects  the  well-to-do  classes  almost 
exclusively.  It  is  almost  unheard  of  in  dispensary 
and  hospital  practice.  There  is  much  varie 
opinion  as  to  the  frequency  with  which  the  condi- 
tion occur-.  It  is  commonly  reported  as  rare,  hut 
orthopedic  shoemakers  claim  that  they  see  thou- 
sands 1  if  cases  which  never  came  under  the  care  of 
the  -urgeon  at  all.  The  common  habit  of  remov- 
ing' the  shoe  when  the  pain  comes  on  is  said  by 
them  to  be  the  cause  of  one  sufferer  becoming  ac- 
quainted with  his  companions  in  misery  and  sending 
them  direct  to  the  shoemaker  where  she  was  re- 
lieved.  Thus  many  cases  may  not  he  reported  at  at!. 
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h  statements,   1 

-  iduction  of 
rest,      [f   we   mean   by 
,  fined  blow 
rain.   1   should   say   that,  in   my  judgrrn 

cause,     [f  we  define  trauma  in  a 
sense  make  it  in< 

the    fool    produced    by 
le    of    walking  or    by    shoes    not 
istribution  of  the  bod)  weight 
upon  the  foot,  or  by  excessive  weight  of  the  body 
imposed  upon  a  too  slightly  formed  fool 
ms  to  me  traumatism  may  be  said  to 
.  immon,  pi  Imost  the  exclusive  cause, 

of  the  condition. 

Whitman  illusti  vividly  the  method  of 

in  at    the    fourth    metal 
phalangeal  joint,  caused    by    crowding    a    heavily 
nto       shoe  too  narrow   for  it,  thus 
holding  rhe  toes  together  and  preventing  the  arch 
I  ng  as  it  should  under  the  bod)   weight,  by  a 
nee  to  a  corresponding  position  of  the  hand 
which  we  can  easily  produce  for  ourselves.     If  the 
extended  hand  is  subjected  to  a  lateral  squeeze  the 
palmar  arch  gives  readily  and  little  or  no  discom- 
fort  is  experienced.     If.  however,   the  fingers   are 
I    thus    fixing    the   metacarpals    and    pre- 
g  an  increase  of  the  arch,  pain  is  expet  ii 
which  is  most  severe  between  the  fourth  and  fifth 
which   is   exactly   analogous  to  the  typical 
Morton's  neuralgia.     If  the  little  finger  is  crossed 
on    the   hack   of   the    ring  finger,    raising   the 
fifth  metacarpal  above  its  own  level  and  pressure  is 
applied   the  pain   is  even  more  pronounced   at  the 
fourth  joint.     Xow  exactly  this  the  tight,  narrow 
shoe  does  to  the  foot.    In  the  narrow  shoe  the  fifth 
metatarsal   is  raised  so  that  the  outer  support    of 
the  arch  is  transferred  to  the  fourth;  this  is  pressed 
down  by  the  weight  upon  it  and  becomes  quickly 
sore  from  the  pressure  on  the  ground — to  which  it 
is  not  accustomed.     Also  the  dorsiflexion  of  the 
fingers  above  described  as  depressing  and  fixing  the 
palmar  arch  is  an  exact  reproduction  of  the  hammer 
toes  so  commonly  found  in  the  wearers  of  narrow 
and  pointed  shoes. 

Rheumatism,  gout,  a  general  neurotic  and  neu- 
rasthenic condition,  has  been  frequently  stated  to  be 
causative  factors  in  the  production  of  these  neu- 
ralgias. Of  course,  it  is  difficult  to  say  with  cer- 
tainty whether  cases  so  reported  may  not  have  an 
undiscovered  obliteration  of  the  anterior  arch.  But 
as  regards  the  cases  occurring  in  neuropathies  is  it 




sensitive  nervi  ms  s)  stems  in  no      easil) 

slight  irritation  located  in  tli 
tion  so  slight  thai  um  i 

tions  the  pain  in  eases  and  thus 

lition  of  the 

enera        ne  has  been   im- 

d  until  the  local  pain  is  no  longer  noticed    We 

inly  see  this  occur  in  othei  portions  of  the  body 

wh)   n.  ■!  hi 

Treatment.     If  we  are  convinced  that  the  prime 
tive   factor  in   th<  m  of  this  pain   is 

the  imperfecl    hoe,  then  the  firsl  indication  Fo 
lief  is  to   have  the  shoes  correctly  ma 
care  being  taken  to  have  the   sole  wide-  enou 
that  lateral  pressure  on  the  arch  does  not  occur  and 
it    the   toes   can   expand   and   can   be    freely 
flexed  and  extended  in  walking. 

Relief  of  the  pain  may  be  further  attained  by  a 
bandage  applied  aboul  the  metatarsus  in  such  a 
i  i  as  to  exaggerate  the  arch.  Adhesive  straps 
are  even  better,  but  they  are  dirty  and  their  pres- 
ence interferes  with  bathing.  Better  still  is  a  tight 
knitted  elastic  anklet  coming  well  down  to  the  toes. 
A  metallic  plate  like  a  flat  foot  plate  but  extend- 
ing a  little  more  forward  and  with  the  anterior  edge 
curved  to  support  the  metatarsal  arch  is  also 

of  treatment.     Or  a  small  oval  leather  pad, 
t"x;i"x'i"-   with  twilled   edges,  ma)    bi 
under  the  arch  and  shifted  until  the  pressure  pain 
is  relieved  and  then  fastened  inside  the  sole  of  the 
shoe. 

After  the  urgent  symptoms  are  relieved  massage 
and  passive  motion  of  the  foot  is  valuable  and  also 
some  gymnastics  to  strengthen  the  nearly  useles 
toes  so  often  found  in  these  cases.  Frequently  re- 
peated flexion  and  extension  of  the  toes  is  of  si  i 
vice  as  the  motion  of  flexion  raises  the  anterior  arch. 
A  thick,  sensitive  callus  is  often  present  under 
the  third  or  fourth  metatarsal.  The  removal  of 
this  and  the  use  of  a  corrected  shoe  will  some  times 
be  all  that  is  necessary  in  mild  cases. 

Following  is  a  brief  report  of  a  case  in  my  own 
practice  : 

Female.  iS  years  old — large  and  heavy,  of  distinct 
history  and  of  a  neurotic  type.  After  a  very  gay  visit 
she  danced  and  skated  a  great  deal,  she  came  home 
complaining  of  some  pain  in  the  left  foot.  Her  familv 
treated  her  for  a  few  days  with  antirheumatics  until  she 
had  an  attack  so  severe  that  she  fainted.  When  I  saw  her 
I  found  the  pain  referred  to  the  fourth  metatarsal  and 
some  tenderness  to  pressure  on  the  sole  of  the  foot  near 
the  head  of  the  bone.  I  relieved  all  the  trouble  by  ad- 
hesive straps  and  a  pad.  and  I  then  had  shoes  made  with 
a  steel  plate  incorporated.  She  is  perfectly  comfortable 
with  these.  She  can  also  be  very  comfortable  with  the  . 
old   shoes  by  having  the  sole  thickened  %  inch  on  the  in- 
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n'er  edge  and  under  the  middle  of  thi  Foot.  With  these 
shoes  she  wears  an  elastic  anklet  compressing  the  arch. 
This  was  three  months  ago  and  she  lia^  been  entirely 
free  from  pain  since  the  adhesive  strips  were  replaced  by 
the  correct  shoes  and  elastic  compression. 
1 17  Montague  Siricet. 


LOCAL  ANESTHES]  V 
By  Arthur  E.  Hertzler,  M.D., 

KANSAS  CITY,   MO. 

(Continued  from  the  December  numbe 

Varicocele. 

Operations  for  varicocele  have  for  their  object 
the  obliteration  of  the  veins  of  the  pampiniform 
plexus,  varicosities  of  which  constitute  the  prom- 
inent objective  symptom  of  the  disease.  Prom- 
inent factors  in  the  symptomatology  are  the 
backache  and  certain  psychic  disturbances  ac- 
companying, preceding  or  following  the  pamini- 
form  dilatation.  Relaxation  of  the  scrotum, 
which  permits  the  weight  of  the  testicle  to  tug 
constantly  upon  the  cord,  is  responsible  in  large 
measure  for  the  backache  and  perhaps  for  some  of 
the  psychic  disturbances.  The  requirements  of 
the  operation  in  any  given  case  will  depend  upon 
the  conditions  present.  Any  desired  operation 
may  be  done  with  satisfaction  under  local  anes- 
thesia and  the  technic  for  the  various  types  1' 
operation  will  be  indicated.  These  will  include 
resection  of  the  veins,  resection  of  the  veins  with 
shortening  id"  the  tunica  vaginalis  through  the 
same    incision,   and   amputation   of  the   scrotum. 

Resection  of  the  Veins.  Beginning  immediately 
below  the  base  of  the  scrotum  a  line  is  infiltrate. 1  in 
the  general  direction  of  the  cord  1  Fig.  t  ).  extending 
downward  iVj  inches.  This  anesthetizes  the  cutane- 
ous nerves  only,  which,  it  will  be  remembered,  are 
branches  from  the  solar  plexus  through  the  peri- 
neal nerves.  The  scrotal  contents  are  supplied 
by  the  nerves  accompanying  the  cord  through 
the  inguinal  canal  and  at  the  point  of  the  oper- 
ation have  divided  into  branches  too  fine  to  be 
blocked  as  described  for  inguinal  hernia.  Peri- 
pheral blocking  must  therefore  be  resorted  to. 
This  is  done  by  grasping  the  cord  between  the 
thumb  and  finger  at  the  base  of  the  scrotum  and 
exerting  firm  pressure  (Fig.  2).  The  needle  is 
passed  at  the  upper  end  of  the  line  already  in- 
filtrated into  the  tissue  imprisoned  between  the 
thumb  and  finger.  About  1  cm  (15m)  are  in- 
jected at  this  point.  This  effectually  blocks  all 
the  nerves  leading  to  the  scrotal  contents.  The 
incision  is  then  begun  in  the  line  already  infil- 
trated. Branches  of  the  external  pubic  are  sev- 
ered and  should  be  ligated.    The  tunica  vaginalis 


is  identified  and  held  by  forceps.  The  cord  with 
the  enlarged  veins  is  separated  from  its  sheath 
and  all  structures  identified.  The  vas  with  its 
accompanying  anew  and  several  small  vein 
separated  to  be  preserved.  Included  with  these 
are  a  number  of  nerve  filaments.  The  bundle  of 
veins  remaining  is  then  selected  for  resection. 
The  veins  are  freed  from  the  vas  and  its  ai 
panying  structures  for  a  distance  greater  than  the 
amount  of  tissue  to  be  removed.  The  upper  and 
lower  limits  are  then  tied  with  catgut  and  the 
intervening     tissue     removed     (a,     Fig.    3.)       The 


severed  ends  are  then  united  by  tying  the  ends  of 
the  ligatures  together  and  additional  security  is 
assured  by  passing  supplemental  stitches  through 
the  stumps.  The  tunica  vaginalis  is  now  closed 
by  a  separate  line  of  sutures  and  the  skin  closed 
over  it,  by  either  catgut  or  silk. 

Instead  of  injecting  the  cord  through  the  un- 
opened skin  the  cord  may  be  separated  after  sec- 
tion of  the  skin  and  tunica  and  then  grasped  be- 
tween the  thumb  and  finger  and  injected.'  This 
method  is  more  easily  accomplished,  but  the  sep- 
aration of  the  cord  before  injection  is  accompa- 
nied by  some  pain. 

Shortening  of  the  Tunica  Vaginalis  at  the  Ba 
the  Scrotum.  If  a  support  for  the  testicle  is  desired 
at  the-  same  time  that  the  veins  are  being  resected 
this  may  be  accomplished  through  the  same  incision 
through  which  the  vein  resection  is  made.  The 
infiltration  of  the  skin  and  cord  is  made  as  in  re- 
section   of    the    vein-.      The     tunica     is     separated 


i    depending  upon  the 
ning  >>i  the  tunica  desired 
en  iloiR-,  the  tunica  is  clamped  with  ar- 
hc  midpoint  ol  tne  in 
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ir  if  the  di- 
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ticular  supp  1  as  sufficient  the 

.  ning  of  the  tunica  ma;  ded  with  at 

By    making    traction   on    the    forc<  i 
tached  to  the  tunica  the  ends  of  the  incision  are 
ipproximate  them  i  The 

ning  of  the  tunica  is  therefore  as  gri 
tin-  incision  in  the  tunica.     This  incision  n 

s  not  sufficient.    The 


-  representing  the  ends  oi  the  incision  arc 
then  united  and  the  incision,  which  was  longitud- 
inal, is  united  transversely  with  the  rounding  of 
the  c<  ientlj    to  make  the  newly  formed 

sack   tit   its  contents.     The  skin   incision   is  then 
united  in  the  longitudinal  direction  (Fig.  5).   The 
operation  has  displaced  in  our  hands  the  ampu- 
of  the  scrotum  and  because  of  its  effective- 
rd  simplicity  is  much  to  be  preferred. 
A  \ii"  1    the  Scrotum. 

The  writer  no  longer  amputates   the  scrotum 
ince  it    is  the  operation  almost  universally 
employed,  it  will  be  described. 

Ordinarily  the  degree  of  shortening  desired  is 
estimated  and  the  distance  determined  is  clamped 
off  with  long  bladed  forceps.  Moynihan's  intes- 
tinal forceps  are  excellent  for  this  purpose.  The 
skin  below  the  forceps  is  then  infiltrated  with 
quinine  or  Schleich  No.  2.  and  the  amputation 
proceeded  with,  the  clamps  l>eing  still  in  position. 


id  through  sutures  are  then  placed  and* 

Since  the  shortening  of  the  nun.  a  alom 

■   .ni.l  the  remova  idental 
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retract    and    the   purpose   ol    the 
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mended  a-  permitting   the  operator   to 

..    with  greatei   exactness  the  desired  amount 

of  the  tunic. 

amount   ..1   the  scrotum   to  be  amputated 
timated   bj    drawing   the   redundant    po 

between  the  fingers.     If  the  operator  doubts  his 

abilitj    1..   foil  '\\    the   imaginary    line   so   formed 


it  will  he  well  to  paint  a  line  with  tr.  iodine.  This 
line  is  then  quininized  about  the  entire  circum- 
ference of  the  scrotum.  The  skin  is  then  cut 
through  to  the  tunica  with  scissors.  The  tunica 
is  then  taken  up  between  the  fingers  and  the 
amount  to  be  removed  estimated  by  drawing  it 
between  the  fingers.  The  hold  i-  retained  anil 
the  tissue  quininized  while  being  held.  The  por- 
tion representing  the  inter-testicular  septum 
ild  receive  especial  attention  because  nerves 
are  abundant  a:  this  point.  The  excision  of  (he 
tunica  is  then  completed,  care  being  taken  to  se- 
cure the  sac  from  retraction  and  any  bleeding 
points  are  caught  up  and  lipated  as  thi 
Careful  hemostasis  should  now  be  made  in  order 
to  secure  every  bleeding  point.  Otherwise,  hem- 
orrhage into  the  sac  will  cause  embarrassment 
during  convalescence.  The  two  layers  of  rhe 
tunica  are  opposed  with  catgut.  The  -kin  i-  then 
united   by    separate   layers,    preferably   by    non-ab- 
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sorbable  interrupted  sutures.  Since  hemostasis 
has  been  accomplished  b)  separate  ligatures  the 
.-km  sutures  should  be  only  tight  enough  to  se- 
cure  apposition  of  the  skin.  Care  on  this  point 
will  greatly  enhance  the  convalescence  from  the 
i  ipei  al  ii  m. 

Cuts  required : 

Estimation  of  amount  to  be  removed. 

Incision  of  skin.  Excision  of  tunica. 

Closure  of  tunica.        Closure  of  skin. 


the  ordinary  hydrocele  operation  a  drain  is  not  re- 
quired. An  interrupted  non-absorbable  suture, 
after  all  hemorrhages  h;  ontrolled,  should 

be  used  to  close  the  \\  i  mud. 

IV.    i'astration. 

The  removal  of  the  testicle  is  the  simplest 
peration    to    perform    under    local    anestl 
Since  this  operation  i>  usually  done  for  malignant 
disease  tin-  question  of  type  of  operation  to  per- 
form must  be  decided  before  the  question  of  anes- 

i      i    i-   considered.     In   tuberculosis   if  the  cord 
be   removed   up   to  the  base  of   the   bladder,  local 


ig.   j 

III.  Hydrocele. 
In  the  radical  operation  for  hydrocele  the  same 
skin  infiltration  is  employed  as  in  the  varicocele 
operation,  but  it  is  placed  lower,  and  may  be 
lengthened  with  advantage.  The  incision  is  made 
through  the  skin  down  to  the  tunica  vaginalis. 
The  cord  is  exposed  above  the  tunica,  loosened 
carefully  with  the  finger  and  forceps  until  it  can 
be  grasped  between  the  thumb  and  finger.  The 
injection  is  then  made  as  in  varicocele.  The  cord 
may  be  infiltrated  before  making  the  skin  inci- 
sion as  in  varicocele.  With  the  infiltration  of  the 
cord  the  entire  area  becomes  insensitive  and  the 
tunica  can  be  separated  with  ease  and  the  de- 
sired resection  made.  Care  must  be  taken  to 
make  the  separation  just  external  to  the  tunica 
for  if  the  separation  is  made  between  the  skin 
and  the  dartos  pain  will  result,  because  the  skin 
of  the  lower  scrotal  region  is  supplied  by  the  peri- 
neal nerves,  which  are  unaffected  by  the  quinini- 
z.ation  of  the  nerves  accompanying  the  spermatic 
cord.  For  the  same  reason,  if  it  is  desired  to 
drain  the  base  of  the  scrotum,  the  skin  must  be 
anesthetized  at  the  desired  point  of  incision.     For 


anesthesia    should    not   be    selected   unless    there 
is  some  contra-indication  to  general  anesthesia. 

Removal  of  the  testicles  together  with  the  cord 
well  past  the  internal  ring  may  be  performed  as 
follows :  the  infiltration  is  made  over  the  base 
of  the  scrotum  or  over  the  inguinal  canal  to  a 
point  above  the  internal  ring.  The  cord  is  ex- 
posed through  a  two  or  three  inch  incision,  freed 
and  infiltrated  as  in  the  varicocele  operation.  The 
nerves  accompanying  the  cord  are  infiltrated  as 
in  operations  for  hernia.  If  the  cord  is  drawn 
out  through  the  inguinal  ring  some  pain  will  be 
caused.  When  withdrawn  as  far  as  possible  the 
point  of  ligation  should  be  infiltrated.  When  no 
necessity  exists  for  the  removal  of  as  much  of 
the  cord  as  is  possible,  the  ligation  may  be  made 
at  the  point  of  original  infiltration.  The  cord 
should  be  transfixed  with  the  ligature.  If  this 
is  not  done  the  retraction  of  the  cord  may  cause 
the  ligature  to  slip  and  annoying  hemorrhage  may 
result.  The  inguinal  canal  is  then  closed  as  in 
hernia.  (  To  be  continued.} 
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.u>o   of   the    brevitj    i  n    remarks 

•    nily  apparei 
of  treatment  that  you  would  naturally 
h  upon  ;  so  1  must  beg  your  indul- 
ngl)   commit  the  sin  of  on 
me  of  commission  in 
\  allotted  time. 

treatment  of  acute  urethritis,  like  every  other 
rests  upon  a  correct  diagnosis,  and, 
mly    dealing    with    gonorrheal    urethriti 
ginning  treatmenl 

the  offending  n.     In 

lly  looking  over  the  last  one  hundred 
ite  urethriti-  among  my  records,  I   find  that 
cent,  were  caused  bj  goi  n  per  cent. 

specific  in  origin,  3  per  cent,  were  caused 
by  chancres  within  the  first  inch  of  tl 
while  1  per  cent,  were  due  to  tuberculosis 
same  canal.  Of  course  these  figures  might  vary 
greatly  in  a  larger  series  of  cases,  but  the  point  is 
well  emphasize. 1  that  every  acute  discharge  from 
the  urethra  is  not  caused  by  the   .  .  and 

that  an   intelligent   line  of  treatment  cannot  be  in- 
stituted   with. mt    first   assuring  ourselves   that   the 
■    wn  diplococcus  is  pn 
We  are  all  familiar  with  th;  individual  who  in- 
that  "Dr.  So  and  So"  treated  him  for  a 
mild  gonorrhea  several  years  ago.  the  attack  only 
g  a  few  days  or  a  week.     Such  a  statement  is 
-ible  as  a  rule,  for  a  true  infection  does  not 
so   rapid    a    recover}',   and   what   the   patient 
really  had  was  a  urethrorrhea  or  a  simple  urethritis 
which  underwent  a  spontaneous  cure.     For  if  gono- 
t,  no  matter  how  few  the  symptoms, 
we  are  never  justified   in   calling  the  case   a   mild 

>r  like  all  infectious  diseases,  serious  co 
cations  may  arise  at  any  hour,  changing  the  whole 
I  of  the  case.  Therefore  by  telling  the  patient 
that  he  has  a  simple  urethritis  and  not  a  gonorrhea, 
the  individual  is  not  tempted  to  make  light  of  any 
subsequent  infection  he  may  acquire,  and  thus 
proper  treatment  unnecessarily.  Again  the  treat- 
ment of  the  two  diseases  differs  so  widely,  that  an 
error  in  diagnosis  is  bound  to  influence  the  course 
of  the  trouble  to  a  very  great  extent. 

Thus    having    isolated    the    gonococcus.    having 
made  the  two  glass  tests  together  with  the  ph 
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findings,  and  any  other  observation  the  case  calls 
for,  we  are  in  a  position  to  determine  what  portion 
of  the  urethra  is  involved,  and  what  the  treatment 
1-  to  be. 

treatmenl  pecific  anterior  urethri 

tis  is  divided  into  thr< 

nal   and   local. 

Hygienic  treatment.  ent's  mode  of  life 

should  be  regulated.     I  fe  must  avoid  ii 

,1-  of  exen  isi  t  mg  v,  alks, 

running,  riding,  di  i\  inj  ii  1  oad  or  aul 

bile  trips,  and  in   fact  should   force  himself  to     il 

di  wn  at  everj    oppoi  tunitj .      Hii 
very  simple  one.  quantities  of  water  arc  taken  be- 
tween meals,  and  costiveness  is  avoided  by  the  use 
of  saline  laxitives.     Constipation  causes  a  stasis  in 
;    ulation  of  the  pelvic  viscera,  which  in  turn 
igestion  of  the  prostate  and  surrounding 
structures.     Cotton  plugs   at   the   meatus  and   the 
mahle  gonorrhoea  bags  are  never  allowed.    In 
place  of  these  a  gauze  dressing  caught  behind  the 
prepuce,  which  for  want  of  a  better  tei 
the    "Fauntleroy   collar."    facilitates   drainage    and 
:-   the   clothing.     A   well    fitting   suspensorj 
bandage   is   worn   and   explicit   instructions   given 
concerning  cleanliness  and  the  dangers  of  infection 
1  the  patient  himself  and  the  community  at 
large.     I  am  at  present  preparing  a  paper  for  the 
Stati     Medica     Society  dealing  with  instruct! 
these  patients  in   which   this   phase   of   the   subject 
will  be  taken  up  in  detail.     It  is  well  to  immerse  the 
penis  in  very  hot  water  at  least  once  a  day  for  its 
antiphlogistic   effect,   while   if   balanitis   is   present 
hot  water  baths  should  be  repeated  every  few 
hi  'in--. 

Internal  Treatment  of  Acute  Anterior  Urethritis. 
We  should  aim  to  keep  the  urine  in  as  bland  and 
unirritating  a  o  mditii  ma  10  ble  while  at  1  he  same 
time  we  strive  to  make  this  same  fluid  a  poor  cul- 
ture medium  for  the  bacteria.  The  fir-;  result  is 
accomplished  by  giving  a  simple  alkaline  diuretic 
■  until  the  burning  on  micturition 
has  ceased.     For  by  securing  alkalinity  of 

the  urine  the  same  becomes  soothing  to  the  in- 
flamed mucus  membrane,  while  the  increased  and 
frequent  urination  acts  as  a  mechanical  cleanser, 
washing  away  the  accumulated  bacteria  and  debris. 

At  the  end  of  the  fourth  day  we  are  ready  to 
prescribe  one  of  the  balsams,  which  if  given  prop- 
erly are  soothing  to  the  lining  membrane  of  the 
urethra,  and  arc  somewhat  inhibitory  to  the  growth 
of  bacteria,  both  in  the  tissues  and  the  urine  itself. 
Of  just  how  much  value  the  balsams  are  for  the  lat- 
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ter  purpose  has  never  been  quite  clear  to  me,  bul  the 
fact  remains  that  a  number  of  patients  receive  not  a 

little  comfort    from    their   use,    while    occasionally 
the  disease  appears  to  be  markedly  checked. 

My  choice  among  the  balsams  has  for  some  time 
been  limited  to  santal  oil  alone,  for  it  possesses  all 
the  good  qualities  of  the  others  while  its  disad- 
iges  are  less  noticeable.  However,  santal  oil 
sh<  uld  never  be  given  in  larger  amounts  than  ten 
minims,  once  in  four  hours,  while  its  untoward 
effects,  both  gastric  and  renal,  must  be  guarded 
against. 

Of  the  numerous  urinary  antiseptic--  which  the 
last  few  years  have  produced,  such  as  hexamethyl- 
letramine,  urotropin,  helmitol,  cystogen.  etc.,  none 
of  them  appear  to  influence  the  growth  of  the 
g  moo  ecu-,  with  the  same  brilliant  results  that  they 
i  1  in  other  forms  of  bacteria]  invasion.  Theoreti- 
cally they  are  wrong,  for  formalin,  upon  which  their 
y  as  antiseptics  depends,  is  only  active  in  an 
acid  medium  which  it  produces,  and  thus  we  are 
defeating  our  own  purpose  in  prescribing  any  of 
these  products,  since  we  are  striving  to  keep  the 
urine  neutral  or  slightly  alkaline. 

Local  Treatment.  It  is,  comparatively  only  a 
few  years  that  the  advocates  of  local  measures  have 
assumed  the  majority  among  the  profession.  For 
dating  from  the  time  of  Neisser's  discovery  it  be- 
comes onlv  a  question  of  time  before  all  medical 
men  would  agree  that  this  is  the  only  rational  form 
of  treatment. 

Our  forefathers  in  the  profession  thought  that 
gonorrhea  was  a  self-limited  disease  which  nature 
would  cure,  possibly  aided  by  a  little  internal  medi- 
cation. Later  the  belief  became  prevalent  that 
local  measures  were  of  value  but  should  only  be 
used  after  the  subsidence  of  the  acute  symptoms. 
This  idea  is  not  only  accepted,  but  is  also  taught 
in  not  a  few  places  to-day,  for  a  number  of  physi- 
cians believe  that  early  local  treatment  increases  the 
inflammation  and  thus  exaggerates  the  symptoms. 
But  why  delay?  In  what  other  form  of  local  in- 
flammation, when  pus  and  bacteria  are  present,  is 
any  delay  in  vigorous  surgical  cleanliness  advised? 
Personally  I  have  never  seen  early  local  treatment 
cause  harm,  but  even  if  the  acute  irritation  does 
appear  to  increase,  we  should  not  let  that  deter  us 
from  intelligently  striving  to  check  the  rapid  in- 
crease of  the  gonococci.  For  if  we  follow  an  ex- 
pectant line  of  treatment,  the  bacteria  not  only 
rapidly  multiply  and  extend  backward,  but  the  tis- 
sues are  exposed  to  the  inroads  of  numerous  other 
pus  organisms.     Therefore,  local  treatment  should 


be  begun  as  soon  as  the  diagnosis  is  made,  the 
methods  and  the  drugs  selected  for  the  iame  being 
governed  by  the  existing  condition-. 

•  No  other  diseases  that  flesh  is  heir  too  has  been 
favored  with  as  many  so-called  "specifics,"  which  in 
itself  proves  that  the  ideal  cure  is  still  undiscovered. 
I  propose  to  mention  only  two  classes  of  drugs 
used  locally,  viz.,  the  silver  salts  and  the  astringents. 
The  former  are  represented  by  silver  nitrate  or  its 
well-known  derivatives,  while  the  latter  are  prac- 
tically confined  to  zinc  and  lead.  Of  the  silver 
nitrate  group,  the  most  prominent,  and  the  order 
in  which  they  have  been  placed  on  the  market  are. 
argonin,  largin,  protargol,  albargin.  argyrol  and 
nargol.  Of  the  first  two  and  the  last  I  had  had 
only  a  limited  experience,  and  for  that  reason  I 
will  confine  my  remarks  to  the  use  of  protargol  and 
argyrol. 

The  local  treatment  of  anterior  urethritis  is  at 
present  confined  to  four  methods,  viz.,  the  hand 
syringe,  Janet  irrigations,  irrigations  with  the  four- 
ounce  syringe  and  retro-irrigations  with  the  soft 
rubber  catheter.  Each  one  has  its  usefulness  as 
well  as  its  disadvantages;  it  is  here  that  the  per- 
sonal equation  of  the  physician  in  his  choice  of 
methods  so  largely  influences  the  success  of  the 
treatment. 

I  have  believed  for  a  number  of  years,  that  the 
principal  reason  why  cases  of  acute  gonorrhoea 
differ  so  much  in  severity,  from  the  one  with  the 
very  slight  discharge  and  almost  no  clinical  symp- 
toms to  the  one  where  the  discharge  seems  to  flow 
in  an  almost  constant  stream  accompanied  with  in- 
tense pain,  etc.,  is  due  largely  to  a  mixed  infection 
or  the  presence  of  other  pus  organisms.  I  at- 
tempted to  prove  this  theory  two  years  ago  by  a 
series  of  culture  experiments,  but  was  unsuccess- 
ful owing  to  a  lack  of  proper  laboratory  facilities. 
When  the  time  comes  that  we  can  cultivate  the 
Neisser  diplococci  with  ease,  I  am  sure  that  we 
will  find  the  symptoms  of  each  case  of  acute 
gonorrhoea  largely  governed  by  the  presence  or 
absence  of  other  forms  of  bacteria.  This  being 
so,  our  treatment  can  be  so  modified  as  to  eliminate 
these  other  micro-organisms,  along  with  the  gono- 
coccus,  and  thus  shorten  the  duration  of  the  com- 
plaint. 

Personally  in  treating  the  majority  of  cases  I 
prefer  the  use  of  the  hand  syringe  aided  in  a  slight 
degree  by  the  use  of  hydrostatic  irrigations.  I  do 
not  allow  the  patient  to  use  the  syringe  himself 
until  the  later  stages  of  the  disease  or  if  in  ex- 
ceptional cases  he  cannot  come  to  the  office  daily 
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g<  ntly  irrigating  tl  i 
i  ihra,  with 
p< :  manganate,  1  then  throw   two 

■ 

I  the  urethra  and  thus  mma  to  the 

I  In-   urethi  a 

ent,   the   patient   then   being 

•lamp 
the    same    region    for    Fifteen    minutes. 
Thus  the  fluid  is  kept  in  contact   with  the  tissues 
long  enough   for 

■  ie   sponsor   for  ] 
mends  beginning  strengths  much  stronger  than  the 
hut    patients    in    this   country    do   not    take 
kindly    to    them.     In    ordering    pi  ilways 

have  it  prescribed  in  a  dark  bottle  a-  exposure  to 
light  causes  decomposition  in  a  few  hum-,  and  the 
n  becomes  very  irritating.  Fro  n  day  to  day 
the  discharge,  the  urine  and  the  other  symptoms 
are  watched  for  the  effect  of  the  treatment.  If 
the  discharge  increases  or  the  first  urine  becomes 
more  turbid  the  strength  of  the  protargol  is  de- 
creased  while  if  the  objective  symptoms  improve 
increasing  amounts  of  the  drug  are  employed. 
After  a  week  or  ten  days  the  protargol  is  ch 
to  a  three  per  cent,  solution  of  argyrol,  this  in  turn 
being  increased  in  strength  up  to  ten  per  centum. 
as  the  conditions  warrant.  It  is  well  known  that  al- 
though protargol  is  the  most  active  bacteriologically 
of  these  silver  salts,  yet  it  has  the  tendency  to  in- 
the  flow  of  mucous.  Again  the  urethra 
shortly  becomes  tolerant  of  any  drug  used  con- 
tinuously, hence  a  change  from  one  to  the  other  is 
usually  beneficial.  Argyrol  by  the  way  must  al- 
be  made  from  the  fresh  crystals  and  not  dis- 
I  from  stock  solutions  as  some  druggists  have 
done;  for  age,  not  light,  causes  decomposition,  and 
its  efficiency  is  destroyed  as  well  as  making  it  very 
irritating. 

In  the  third  or  four  week  when  the  discharge 
takes  on  its  well  known  mucoid  character  we  ex- 
pect the  gonococci  to  have  disappeared.  When  this 
occurs,  microscopically,  an  astringent  is  ordered, 
composed  of  a  grain  of  lead  and  zinc  to  the  ounce, 
plus  a  little  hydrastis  and  glycerine,  the  strengths 
being  varied  as  indicated.  The  astringent  is  first 
alternated  with  the  silver  salts,  using  each  twice  a 
day.  holding  them  in  the  urethra  for  five  minutes  at 
each  treatment.  The  patient  now  uses  the  syringe 
himself,  careful  instructions  having  been  given 
him.    concerning   its   correct  use   and   the    dangers 


emphasized  that  ma)  arise  from  carelessness.  In 
urth  or  fifth  week  the  silver  injections  are 
omitted.  ,m«l  the  astringent  used  twice  daily,  con- 
tinuing the  same  '  after  the  in  ine 
from  shreds.  The  internal  remedies  can  u 
be  discontinued  about  the  third  or  fourth  week 
while  much  more  variety  is  allowed  in  the  diet;  but 

and  coitus  are  not  all<  >w  1 1 
month    has    elap  i 

Following  the  cessation  of  treatment  the  patient 
undergoes  a  thorough  examination  before  a  cure  is 
tnced.  The  urethra  is  striped,  ramonage  is 
practiced,  examination  of  the  prostata  seminal 
vesicles  and  adnexia  are  all  investigate  i  for  any 
latent  complications.  If  thi 
about  the  recovery,  the  beer  test  is  given  or  a 
solution  of  silver  nitrate  is  injected  into  the  urethra 
causing  an  acute  urethritis,  and  the  resulting  dis- 
charge searched  for  gonococci.  A  negative  result 
being  obtained  the  patient  is  discharged  and  allowed 
to  resume  his  usual  mode  of  living. 

But  suppose  the  patient  cannot  visit  the  office 
each  day.  Minute  instructions  are  given  him  in 
the  use  of  the  hand  syringe,  employing  the  same 
solutions  for  injection,  four  treatments  a  day,  how- 
are  ordered  while  each  injection  is  held  in 
the  urethra  for  five  instead  of  fifteen  minutes ;  while 
the  individual  reports  for  observation  at  the  office 
as  often  as  possible. 

So  much  for  anterior  urethritis.  Posterior  ure- 
thritis, which  is  so  closely  related  to  the  above  men- 
tioned variety,  that  some  authors  claim  that  where 
the  one  exists  the  other  is  always  present,  will  tax 
our  efforts  towards  a  complete  cure,  to  a  greater 
degree  than  the  disease  just  mentioned.  In 
of  the  most  careful  treatment  the  infection  will  at 
times  extend  behind  the  triangular  ligament  and 
become  posterior  in  character.  The  treatment  of 
posterior  urethriti-  is  divided  into  the  same  heal-  as 
the  anterior  complaint,  viz.,  hygienic,  internal  and 
local,  the  latter  term  being  used  advisedly. 

Acute  Posterior  Urethritis. 

Hygienic  Treatment.  There  is  no  difference 
from  that  advised  for  the  anterior  form  except  that 
the  regimen  is  more  strict.  An  absolute  milk  diet  is 
insisted  upon  while  rest  in  bed  is  required  in  many 
cases.  The  judicious  use  of  hot  and  cold  water  is 
of  help  at  times.  The  penis  is  frequently  immersed 
in  very  hot  water  for  its  antiphlogistic  effect,  while 
if  pain  is  present  then  urination  is  accomplished 
while  the  penis  is  in  the  hot  bath.  Sitz  baths  be- 
fore retiring  make  the  rest  more  comfortable,  while 
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if  the  prostatitis  is  marked  then  hot  rectal  irriga- 
tions supplement  the  thermal  baths.  On  the  other 
hand  if  chordee  is  annoying  cold  cloths  are  em- 
ployed after  the  bladder  has  been  emptied  and  at 
times  ice  is  called  for.  Careful  watch  is  kept  of 
the  urine  and  adnexia  for  complications  which  in 
turn  suggests  the  use  of  the  vaccine-.  In  the  use 
of  these  preparations  in  acute  anterior  urethritis 
I  have  had  no  favorable  results,  while  in  the  acute 
posterior  infections,  out  of  eight  cases,  two  were 
moderately  benefited.  Most  of  the  literature  as 
well  as  my  own  experience,  express  the  opinion 
that  the  greatest  value  is  derived  from  vaccine 
treatment  in  the  sub-acute  or  chronic  infections 
where  there  is  some  absorption  of  toxins  taking 
place. 

Medicinal  Treatment.  We  still  aim  to  keep  the 
urine  in  as  bland  a  condition  as  possible,  while  if 
there  are  symptoms  of  irritation  about  the  vesical 
neck,  the  addition  of  belladonna  and  hyoscyamus  to 
the  alkaline  mixture  is  indicated.  During  this  stage 
I  am  partial  to  a  mixture  of  the  balsams  composed 
of  santal  oil  and  oleoresing  of  cubeb,  given  in  a 
mixture  of  olive  oil  containing  pepsin  and  salol, 
the  whole  being  placed  in  a  soft  gelatine  capsule. 
In  many  cases  following  the  ingestion  of  this 
prescription  there  is  a  rapid  amelioration  of  the 
most  annoying  symptoms.  If  chordee  becomes  dis- 
tressing an  antiphrodisiac  composed  of  camphor 
monobromate  and  lupulin  is  given,  while  at  times 
the  use  of  opium  is  imperative. 

Local  Treatment  of  Acute  Posterior  Urethritis. 
When  the  infection  extends  behind  the  triangular 
ligament,  thus  causing  the  second  urine  to  become 
cloudy,  AT  OXCE  stop  all  local  measures.  It  is 
almost  universally  acknowledged  that  this  is  the 
only  safe  course  to  follow.  If  the  general  prac- 
t'tioner  would  remember  this  fact,  many  people 
would  be  saved  the  pain  and  loss  of  time  of  an 
epididymitis,  prostatitis,  prostatic  abscess  or  other 
well-known  complications.  After  watching  the 
case  for  a  few  days  to  prove  that  no  complications 
are  occurring,  then  the  question  arises,  as  to 
whether  we  shall  follow  a  passive  course,  trying  to 
relieve  symptoms  as  they  arise,  or  shall  we  resume 
local  measures  in  the  form  of  intervesical  irriga- 
tions? 

Several  years  ago  the  enthusiasts  of  the  Janet 
method,  calmly  shot  their  strong  antiseptic  solu- 
tions into  each  and  every  bladder  regardless  of  the 
condition  of  the  urethra.  Then  the  thousands  of 
cases  of  epididymitis  began  to  be  taken  note  of  and 


a  halt  was  called  in  irrig    tion  'hey  were  blamed 

for  all  these  compl  Recently,  however,  the 

pendulum  of  opinion  has  assumed  a  stand  midway 
between  these  two  extremes,  much  to  the  patient's 
benefit  as  well  as  for  the  physician's  piece  of  mind. 
To  the  physician  who  only  occasionally  has  the  op- 
portunity of  treating  acute  posterior  urethritis.  I 
say  use  no  local  measure-  whatsoever.  But  to  the 
man  equipped  with  the  proper  technique,  irriga- 
tions, in  selected  cases,  used  with  gentleness  and 
care  are  of  vast  benefit,  for  they  decrease  the  pain 
and  tenesmus  and  the  course  of  the  disease  is 
markedly  shortened.  Of  the  three  methods  of  ir- 
rigation, the  four-ounce  syringe  is  the  best,  for  the 
stream  is  always  under  the  control  of  the  operator, 
while  with  care  overdistension  of  the  urethra  does 
not  occur.  The  Janet  method  is  harsh  while  the  use 
of  the  soft  rubber  retroirrigation  catheter,  breaks 
one  of  the  cardinal  rules  of  genito-urinary  prac- 
tice, viz.,  never  insert  an  instrument  or  foreign 
body  into  an  acutely  inflamed  urethra.  There  are 
a  few  exceptions  where  we  may  be  called  upon  to 
use  the  catheter,  but  its  routine  use  should  be 
frowned  upon.  Right  here  allow  me  to  say  a  word 
against  the  use  of  the  medicated  bougies  in  this 
disease,  for  more  damage  than  good  is  usually  ac- 
complished, as  they  not  only  cause  truma  of  the 
mucous  membrane  of  the  urethra,  but  also  carry  in- 
fection to  healthy  areas. 

The  irrigations  with  the  four-ounce  syringe  are 
used  once  a  day  by  the  physician,  employing  pro- 
targol  or  argyrol  in  the  same  strengths  as  in  the 
anterior  trouble.  Occasionally  the  substitution  of 
a  weak  potassium  permanganate  or  boric  acid  solu- 
tion for  a  few  days,  proves  more  soothing  than  the 
silver  salts,  but  in  the  majority  of  cases  the  former 
solutions  are  more  efficacious. 

When  the  tenesmus  ceases  and  the  second  urine 
clears  we  again  allow  the  patient  to  begin  the  use 
of  the  hand  syringe  and  proceed  as  in  the  anterior 
condition.  But  when  is  the  patient  cured?  Alas, 
the  posterior  involvement  has  lengthened  the  treat- 
ment by  many  a  day.  If  the  individual  has  been  so 
fortunate  as  to  have  escaped  most  of  the  complica- 
tions, he  has  not,  because  of  the  location  of  the 
disease,  escaped  some  infection  of  the  prostate. 
This  will  demand  massage  of  that  organ  with  deep 
instillations,  and  possibly  other  forms  of  treatment, 
before  the  seemingly  ever  present  shreds  disappear 
permanently  from  the  morning  urine. 

I  do  not  wish  to  appear  pessimistic  in  my  last 
statement,  but  to  simply  emphasize  the  fact  that 
the    cure    of    a   posterior   urethritis    is    necessarilv 
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A  Simple  Method  of  Removing  S 

An    incision    is    made,    not    over    the    cyst,    but 
gh   the   healthy   skin   alongside   it.   para  ' 
and  the  same  length  as  the   shortest   diam< 

\  small  blunt  hoi  ik  is  then  ii 
the  incision  and  is  worked  round  the  cyst,  •■ 
through   the   adhesions   of   the   cyst    wall,    first    "*i 
the    superficial   aspect,    a-   that    is   where   tin 
wall  is  thinnest  and  most   liable  to  burst,  an 

pletely 
separated,  when  it  can  easily  he  delivered  !>■ 
sure  from  above,  much  in  the  same  way  as 
aract  is  delivered.    A  dab  of  collodion  on  the 
i-   sufficient  dressing. — 11.    Freeth,   in    the   British 
Medical  Journal. 


Surgery  in*  Nervous  Patients. 
The  importance  of   mental    i  nbined    with 

carefully  supervised  hygiene  after  operation,  in- 
cluding such  exercise,  massage,  etc..  as  may  be  ad- 
visable or  available  in  each  case.  i~  capital;  and  no 
greater  error  could  be  made  than  :  upp  e  such 
-  m  on  the  way  to  recovery  merely  because  the 
■  i  >f  the  -urgical  procedure  has  progressed  fa- 
vorably to  healing,  and  under  no  circumstances 
should  thev  be  permitted  to  resume  their  ordinary 
activity  until  in  the  judgment  of  their  advisor  they 
have  a  sufficient  nervous  balance  to  enable  them  to 
withstand  the  drains  which  are  unavoidably  present 
on  thi  g  a  normal  activity. — L.  X.  I. axe- 

hart  in  the  Medical  Record. 
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Isner  in  Jan  to  collect  ap- 

proxii  i  i  i  i 

irting.      The  following  case  seems  of 
special  inu  1 1  e  manner  in  which  it 

was  influenced  by  the  use  i   pituitary 

gland. 
1 1.  1 1  erican.    ] 

Persoi 

d   to  the   house  six 
ncontinence  of   urim 

■  ■'  >       en    i      i  loped   rathi  r   suddenh    a 
n  mities.     When   ex- 
amined later  there  were  found  edema  ol 

ren    ies  and  mi  >di 
heart,   lungs,  and  kidneys  negative.     Placed   in  bed 
diuretic  mixture.     The  swelling  soon  disappeared,  but  re- 
it  this  time  more  marked  on  thi  I 

\\  hen   in  bed  the  swelling  again  subsided  readily, 
but  in  a  few  days  it  reappeared  in  the  right  leg  assi 
ffuse  erythema.    At  that  time  I  suspected  thi 
of  an  incipient  elephantiasis.     The  condition 
irove  after  a  short  time  on  rest  in  bed.  but  wa 
-  d    by   increased   swelling   and    -  nd    ex- 

rness  in  the  right  tibia  throughout  its  length. 
There  was  at  this  time  an  occasional  evening  rise  in  tem- 
Ero'm  .5°  to  i°  F. 

8,  there  developed  pain  am 
end  i  >f  the  right  femur  ass 
■    the  externa'.  '     blood   count 

iwed: 

an    

Red    cell.    5,168,000 

White  cells  7,ooo 

Differential. 

Xeutrophiles    67% 

Small   lymphoevtes    26^% 

2/s% 

cells   none 

Transitional 2j<3% 

About     Inly    rst    there    d  retention 

of    urine    with    occasional    involuntary    def- 
\  prominent  medical  man 

in  July.      He   felt   that  there   was  some  grave  disturbance 
in   the   general   metabolism,  but   was   unwilling  to   make   a 
jested  lactic  acid  bacilli,  which 
■    1   two  weeks  with  no  result.     On  July 
30,   19c?.  the  patient   was  admitted  to  the  Lutheran 
Examination   at   that   time    showed:    marked 
ciation:  at'ri  -ih\  of  the  right  lower  ex- 

tremitj  :  right  tibia  and  femur  painful  and  extremelj 
tive  to  ime  tenderness  over  the  right  ilium  near 

the  posterior  superior  spine  .  marked  cystitis.  The  patii 
placed    in   bed   on    a   diet   of   milk   and   buttermilk :    hexa- 
methylenamine  7^  grs  three  times  a  day.  Codein  sulphate, 
.   was   required   for  pain.     There  was  no   improve- 
ment in  the  general   condition,  the  pain  became  m 
vere  and  required  morphine  hypodermatically  in  doses  of 
Ji    err.    repeated   every   two   or  three  hours.     The  bladder 
was   irrigated   daily   with   boracic   acid   followed   by   silver 
nitrate  solution,  with  marked  improvement  in  the  cystitis. 
On   August  29.   1908    the  patient  received  hypodermatic 
t   extract   of  pituitary   gland,   which    was 
kindly  furnished   me  by  the   Department  of   Experimental 
1'arke.  Davis  &  Co.    On  the  evening  of  August 
nd   again   on   the   evening   of   August  30th.   he   re- 
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quired  for  pain  one  dose  of  morphine,  gr.  \  j.    The  pituitary 

was  given  daih   in  doses  of  25  minims  the 
until  the  discharge  from  the  hospital  on   September  24th. 
Tiie  pain  and  tenderness  so  far  subsidi  ,  lire  n 

1    ol    an         rl   after  the  hypodermatic  injection  of 
Mie  administered  August  30th. 
The    general    condition    improved    slightly    f.  r    a    time  . 
I  Septemh 

that  time  he  was  still  markedly  emaciated,  1  stremely  weak, 
moderate  degree  of  cystitis,  some  nil  in- 

■  [ling  of   the   upper   third 
iia     nd  e?  ir,   fusi- 

ng of  the  middle  of  the  shaft  of  the  ris 
iver  the  posterior  su 
right  ilium,  i 

after  his  return  home  the  patient 
i  y  extract  and  the  pain   r& 

■  where  swelling  was  noted.  The 
tract  was  resumed  with  immedia 
of  pain  and  was  continued  until  the  time  oi 
urinary   sepsi 
ustii  m. 
Autopsy  by  Dr.  T.  H.  Dexter,  October  25,  1908,  j. 
narked   emaciation   and   swi 
in  the  history  were  also  observed  at  autopsy.     Thei 

of   rarifying  osteitis   in   the   calvarium    from 

-s    of    an    inch    in    diami  ter.      Thi  -    were 

roug  taken    from   the   shafts   of   the 

:  bia  and   femur   showed   increase  in  bulk,  and  what 

be  a  hyperplasia  of  bone  about  Yz  inch  thick 

u  the  periosteum  and  the  bone.     Parts  of  the  shaft 

1  i    a   marked   degree  of   rarifying  osteitis.     In  other 

he   Haversian  canals  were  obliterated.     The 

g   osteitis  and   softening  of  the  bodies  of  the  tenth 

and  eleventh  dorsal  vertebrae,  involving  also  the  articular 

extremities  of  the   eleventh   rib   of   each   side.     The  body 

eleventh  dorsal  vertebra  was  partly  telescoped  into 

the  body  of  the  tenth   dorsal  vertebra.     A  section  of  the 

spinal   cord   was   removed   at   this   point,   but   the   sections 

and  no  report  can  be   made  on  them. 

Pituitary   body:   Grossly,  there   was   found   what  appeared 

like  a  very  small  area  of  apparent  hardening  which   may. 

1  r,   have  been   incidental   to   the  age   of   the   patient. 

Microscopic  sections  of  the  pituitary  body  made  by  Dr.  F. 

Tilney  showed  no  changes  from  the  normal  histology. 

I  do  not  intend  to  draw  an)'  final  conclusion?  from 
this  case;  I  wish  to  place  it  on  record  for  what  it 
i-  worth.  However,  it  is  a  fairly  well  established 
fact  that  the  internal  secretions  of  pituitary  gland 

much  to  do  with  bone  metabolism,  as  has  been 
evidenced  by  the  cure  of  a  few  cases  of  acrori 

ing  its  partial  removal.  I  believe  that  in  this 
case,  notwithstanding  Dr.  Tilney's  report,  there  wa? 
some  grave  disturbance  with  the  activity  of  the 
pituitary  gland,  possibly  functional  and 
nizable  by  our  present  day  methods.  It  is  certainly 
a  striking  fact  that  this  patient  was  having  pain  of 
a  character  sufficientlv  severe  to  require  dosi 

ihine  ranging  from  one-fourth  grain  to  two  or 
three  grains  daily  and  that  his  pain  was  completely 

Imost  immediate!}'  relieved  bv  the  exhibiti 
pituitary  extract  during  his  last  two  months  of  life. 
and  that  pain  recurred  during  the  few  days  in  which 
treatment  was   suspended.     Whether  this  was 
to  any  specific  acti  in  on  the  general  disease  pt 
or  to  some  mure  indirect  influence  it  is  impi 

It    might    have   1  een    interesting   had    this 
treatment  been   instituted   earlier  in  the 


the  diesase,  perhaps  before  the  vertebrae  became  in- 
volved. 

Unfortunately  no  observations  were  made  on  the 
blood  pressure. 
442  Greene  Avenue. 

\\  ound  Dressings. 

Unless  wounds  are  suppurating  very  freely,  as  a 
general  proposition  they  are  dressed  too  often. 

Peroxide  of  hydrogen  injected  into  cavities  and 
es  often  carries  the  infection  further  into  un- 
invaded  tissues.     Peroxii  ilso  too  strong  to  ap- 

ply pure  to  newly  healed  tissue. 

Sterilized  gauze  without  dusting  powder  is 
cient  protection   for  any  clean   surgical   wound. 

Sterile  water,  saline  solution,  or  very  dilute  anti- 
septic solution  should  always  be  given  preference 
over  the  stronger  antiseptics,  which,  in  destroying 
the  pus  cocci,  at  the  same  time  destroy  the  new 
epithelial  tissue  by  which  granulating  wound 
covered. 

There  is  no  better  protection  against  infection 
than  the  free  application  of  large  sterilized  pad-  01 
dressings  with  which  they  should  be  abundantly 
covered. 

Absolute  physiological  rest  by  a  properly  applied 
splint,  or  confinement  in  bed,  is  a  great  time  saver 
in  the  healing  of  wounds. 

Silk-worm  sutures  are  much  less  likely  to  pro- 
duce stitch  abscesses,  and  should  be  given  the  pref- 
eience  over  catgut  wherever  practicable. 

Zinc  oxide  plaster  has  a  wider  field  of  usefulness 
as  a  surgical  appliance  than  has  been  given  to  it. 

In  redressing  wounds,  all  materials  should  be 
thoroughly  softened  by  warm  sterile  water  before 
the  dressing  is  removed. — L  Sexton,  in  The  Vir- 
ginia Medical  Semi-Monthly. 


Cleaning  Machinery  Wounds. 
In  removing  the  paint,  dirt  and  grease  incident 
to  machinery  accidents,  spirits  of  turpentine  makes 
one  of  the  best  cleansing  and  antiseptic  agents  for 
rcmoving  grea:*e  and  oils  that  are  so  ground  in  as 
to  be  almost  impervious  to  soap  and  water.  There 
has  recently  come  into  vogue  the  application  of 
diluted  tincture  of  iodine  to  just  such  injuries  as 
above  alluded  to,  with  results  as  good  in  many 
instances  as  the  old  plan  of  scrubbing  with  green 

manipulating  the  parts  and  trying  to  get  rid 
of  materials  that  are  practically  ingrained  into  the 

3.  In  fact,  the  extensive  scrubbing  of  very 
painful  and  lacerated  wounds  and  injury  is  giving 
away  to  less  heroic  washing  and  brushing  at  the 
first-aid   treatment. — L.    Sexton,   in   The   Virginia 

il  Semi-Monthly. 
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THE  PRESEN  I"  S  I  MI'S  OF  "60 
Inasmuch  as  dioxy-diamim  "606" 

or  Salvarsan,  is  now  available  to  the  profession  gen- 
erally, it  seems  opportune  to  offer  a  brief  sui 

of  the  status  of  this  remedy  to  date. 

In  accord  with  experiences  following  the  intro- 
duction of  other  new  remedies,  it  was  to  be  ex- 
pected that  much  of  the  enthusiasm  with  which 
was  greeted  would  be  lessened  after  a  more 
extended  trial.  This  has  indeed  proven  to  be  the 
case.  It  has,  for  instance,  been  definitely  estab- 
lished that  the  "Sterilisatio  Magna,"  in  Ehrlich's 
i.e.,  the  permanent  destruction  of  the  spiro- 
chetes in  the  body  after  a  single  injection  of  "606," 
not  occur  in  the  majority  of  instances.  Re- 
currences of  the  diseases  after  one  injection  are 
being  reported  with  greater  -and  greater  frequency 
the  longer  the  cases  are  observed,  and  it  has  been 
•1  that  these  recurrences  are  more  likely  to 
occur  in  early  syphilis  than  in  the  later  stages. 
Some  observers  report  as  high  as  25  per  cent,  re- 
currences. Despite  this,  it  is  fairly  unanimously 
conceded  that  "606"  far  surpasses  any  other  agent 
at  our  command  in  ridding  the  body  quickly  of 
syphilitic  lesions,  thereby  establishing  the  greatness 
of  Ehrlich"s  discovery  beyond  peradventure.  For 
these  reasons,  it  has  been  held  by  many  observers, 
that  it  is  necessary  to  repeat  the  injection  at  cer- 
tain intervals  in  order  to  bring  about  a  permanent 


cure.     1-  lirlich  himself  admits  this  short  coming  and 
advist  1      on,   the  first   three   to  eighl 

later  and  again  aft  until  a  pei   isl 

ently  negative  Wassermann  reaction  is  obtained. 

nd  thai  the 

as  at';.  I  hrlich. 

in  fact,  recommend  thai  thi 
method  of  treatment  consists  in  the  injecti 
small    ;  |uently.     It   will  be  gathered   from 

marks  thai  opinion  in  regard  ti  1 
method  of  administering  this  drug  has  not  cr)  tal 
lized. 

The  claims  of    the    early    sponsors    that     such 
jrphilitic  diseases  as  tabes,  general    pat 
etc.,  will  be  cured  bj  "606"  have  proven  unfounded 
maladies  are  apparently  as  little  influenced  by 
as  by  mercury. 

Improvements  in  the  technic  of  administratii  1 
perhaps  among  the  most  important  of  the  later  con- 
tributions i"  tin-  subject.     The  original  method  of 
ing   a   neutral    suspension    is   fast   bein 
:  owing  to  the  1  pain,  occasional  in- 

tense general   reaction  and  the  tendency  to 
sloughing  .it  the  site  of  the  injection.     Instead,  the 
method  of  Nfeisser,  who  suspends  the  drug  in  a 
(preferably  Iodipin)   is  slowly  being  adopted.  This 
method   is   not   attended   by   the   disadvantagi 
have  mentioned.     Whether  the  injection  should  be 
made  intravenously,  as  Ehrlich  now  recommends, 
or  subcutaneously,  has  not  been  settle  1. 

Whether  mercury  will  be  ultimately  abandoned 
in  the  treatment  of  syphilis  is  still  a  mooted  ques- 
tion. The  majority  of  observers  reveal  a  notable 
unwillingness  to  abandon  the  older  specific  and  hold 
the  view  that  the  ideal  method  of  treating  syphilis 
will  probably  consist  in  a  proper  coordination  in  the 
administration  of  both  "606"  and  mercury.  At  all 
events,  it  i-  a  striking  fact  that  in  the  most  recent 
reports,  more  permanent  results  have  b<  1 
in  case-  which  have  1  mercurial  therapy 

after  the  immedia  1  has  been  cured  by  "606." 

— U.  I.  W. 


1  iR  \I.  HYGIENE  IX  SURGERY. 
relation  of  "oral  sepsis''  to  diseases  oi 
ive   tract    and    to   some   types   of   anemia,    as 
v..    William    Hunter,   has   been    re- 
peatedly referred  to  by  others  and  has  been  fairly 
accepted  in  principle.     In  practice,    however,    a 
inquiry   into  the  condition   of  the  gun 
preparatory  to  surgical  operation-  is  often 
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forgotten.  Pyorrhea  alveolaris  is  the  most  common 
form  of  oral  sepsis.  In  its  pronounced  type  it  is 
scarcely  apt  to  escape  the  surgeon's  notice  on  pre- 
liminary examination.  But,  unless  deliberately 
looked  for,  a  less  extensive  form  of  the  affection 
may  be  quite  unnoticed  until  past-operative  in- 
testinal  disturbances,  stomatitis,  etc.,  call  attention 

Whether   or  not   pyorrhea  alveolaris   is   of  con- 
•nal    (biochemical)    origin,    as    set    forth    by 
Talbert.:i  it  is  certain  that  in  most  cases  it  cannot 
be  adequately  treated  without  attention  to  the  bod- 
ily   functions.     On    the  other   hand,    whether   con- 
stitutional  or  not   in    its   inception,   pyorrhea   is   a 
nic  process   and  therefore  essentially   a   sur- 
gical condition,  both  in  its  local  aspects  and  in  its 
lities   for   distant  mischief. 
Especially  in   cases   involving  gastric   and   intes- 
tinal operations  j,  it  important  to  rid  the  patient, 
as  far  as  possible,  of  pyorrhea  or  any  other  form 
ral    sepsis.     A   dentist   is   a   desirable  addition 
to  the  regular  hospital  staff;  and  in  all  the  wards — 
medical  and  surgical — the  tooth-brush  might  well  be 
generally  in  evidence.     Lessons  in  the  proper 
the  brush   for  cleansing  the  teeth  and  for 
Talbert  >    taught   in   the    hospitals. 
will  bear  abundant  fruit  by  being  carried  into  many 
homes.— W.  M.  B. 


-Interstitial     gingivitis    or    so-called    pyorrhea-alveolaris. 


JOHN  C.  DA  COSTA— A  CORRECTION. 
In  the  January  issue  we  recorded  the  death  of 
John    Chalmers    Da    Costa,    of    Philadelphia,    aged 
the  author  of  the  best  single-volume  text-book 
of  modern  surgery  in  English.''     This  was  an  error. 
John  C.  I  "J.  Chalmers")   Da  Costa,  the  author  of 
Modern  Surgery  and  professor  of  surgery  at  Jef- 
ferson   Medical    College    is,    we   are   very   glad    to 
say.    still    living   in    his    fifth    decade.     It   was   his 
uncle.  John   C.  Da  Costa,  Sr.,  surgeon  and  gyne- 
jist,    who    died.     As    explanation   of   our   con- 
fusion, there  were  three  members  of  the  Da  Costa 
family  bearing  the  same  name,  residing  in  Phila- 
delphia and  distinguished  in  medicine — John  C,  Sr., 
John  C,  Jr..  the  internist,  and  "J.  Chalmers.7' 


There  is  much  less  chance  of  a  subsequent  hernia 
if  median  abdominal  sections  are  made  not  through 
the  linea  alba,  where  the  aponeuroses  are  fused 
into  a  single  layer,  but  a  little  to  one  side  where 
there  are  three  layers  external  to  the  transver- 
sal^ fascia,  viz..  the  anterior  rectus  sheath,  the 
rectus  and,  excent  in  the  hypogastrium,  the  poste- 
rns  sheath. 


Surgical  Suggestions 


In  the  presence  of  subpectoral  or  parasternal  sup- 
puration be  on  the  lookout  for  a  mediastinal  ab 


For  oozing  from  the  brain  surface,  during  intra- 
cranial operations,  the  application  of  thin  bits  of 
absorbent  cotton,  as  suggested  by  Cushing,  is  ex- 
cellent.   

A  rounded  swelling  situated  over  the  insertion 
of  the  hamstrings  on  either  side  of  the  leg  is  apt  to 
be  an  hygroma  or  ganglion  derived  from  the  tendon 
sheaths. 


Phlegmanous  processes  in  the  neck,  especially  sup- 
puration in  the  deeper  planes,  cannot  be  too  prompt- 
ly evacuated, — they  are  often  followed  by  medias- 
tinal or  pulmonary  infection. 


When  operating  upon  or  dressing  suppurative  le- 
sions (especially  those  of  pleura,  pericardium,  joint, 
etc.),  it  is  a  serious  mistake  to  disregard  aseptic 
technic.  The  danger  of  secondary  infection  must 
always  be  borne  in  mind. 


When  an  injury  to  the  carpus  is  suspected,  it  is 
important  to  have  skiagraphs  of  the  lateral  as  well 
as  of  the  sagittal  view.  The  latter  alone  may  fail 
to  demonstrate  a  dislocation  of  one  of  the  bones, 
and  even  a  fracture  may  escape  detection  in  it. 


If  pain  on  walking  persist  after  a  fracture  of  the 
oscalcis,  or,  indeed,  after  an  injury  in  which  frac- 
ture may  have  been  overlooked,  determine  with  the 
A*-ray  whether  there  is  a  projecting  fragment  or  a 
breaking  down  of  the  inferior  arch  of  the  bone,  or 
both. 


Satisfactory  reduction  is  the  most  important  step 
in  the  treatment  of  Colles'  fracture.  Once  reduced 
the  fragments  have  little  tendency  to  displacement ; 
therefore,  prolonged  immobilization  without  fre- 
quent movement  of  the  wrist  will  result  in  a  stiff 
joint,  for  which  the  nature  of  the  injury  does  not 
provide  excuse. 


If  a  chronic  localized  osteo-perio=titis.  as  shown 
by  the  X-ray,  continues  to  give  pain  in  spite  of  in- 
ternal (specific)  treatment,  the  bone  should  be  ex- 
plored. One  is  very  apt  to  find  a  small  collection  of 
pus  in  the  medulla  of  which  the  radiograph  gives 
no  indication. 
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urgical  Sociology 

Ira  S.  Wile,  M.D. 


\   >,  •  OF  VI  NEREAL   1\ 

riON. 

cent,  of  unmarried  men  contracl 

ea  and  thai 

philitic  infections 

-.  and  this  is 

emely  difficult  to  obtain  reli 
uencj  of  venerea]  dis< 
.1  yeai 

uent  history  possible,  ft  seenu 
articularly  useful,  fpr  the  | 
kvard   instruction   of  exual 

e,  and  the  difficult  point  to  di 
such  instrui 

I  any  value,   should  be  ob- 
:  from  men  in  goi  d  a\ 
venereal  clinic. 
As  examining-  physician   for  an   insui 
pany    (in    New    York),    I    have   examined    a   large 
number    of    applicant-    and    during    the    last    few 
months,  after  finishing  liar  medical  exam- 

ination i  and  assuring  them  that  their  answers  had 
nothing  to  do  with  the  insurance  and  were  n 
on  the  application)  I  have  put  a  series  of  questions 
:h  of  them. 
All  of  these  nun  belonged  to  what 
middle 

Up  1  ;ent  I  have  a 

-   with  data  as  to  age:  nati 
at   what  agi 

-ease,    ackn 
nied:  shreds  in  the  urine  as  revealed  in  th< 
sample  obtained  for  insurance  work. 
Nil 

i 

of  the  210  married  men  ack 
before  being  married,  and  21 
nied  previous 

Of  these  22  the  urine 

- 
>efore  marriage. 

"  the  210  acl 
having  had  one  or  more  attacks  of  gonorrhea  when 
young;  the  urine  of  9  of  these  showed  evide 
this,  while  the  urine  of  the  other  9  was  normal. 

m  the  evidence  offered  by  the  urine  alone 
57.4  tier  cent,  of  the  188  who  acknowledged  ex- 
posure before  marriagi  -  >f  gonorrhea, 
and  the  urine  1  f  42.6  per  cent,  appeared  r.<  n 


Seventy    ix  (84.4  per  cent.)  of  the  90  single   ■• 
\  ledged  intei  0  »ui  se,  and  14  (15.6  pei  ceni 

ure. 

Of  tlu'  1  1  who  denied  exposure,  the  urine 
ed  e\  idence  ■        eaving  12 

men,   ;'.   ,'.,    [3.3   pel    (  ent,   W  hi  1   Ilia)    nol    ha\  1 

exposed, 

Xin«  1. 1  per  1  ent.  1  acknow  li 

having  had  gonorrhea,  and 
d  -  in  the  urine. 

tl  the  urinary  e\  61.8  pei    cent, 

of  the  76  -ingle  men  who  acknowledged  ex- 
had  111  1  a,  and   ill  nt.  the  urine 
'  nial. 
From  these  figures  it  is  evident  that  there  i 
tically  no  difference  between    the    figures    foi 
01  K  and  group  perci 

en  gavi 

i.     ■;  I  II 

i  the  men  1  exposi 
tween  the  sixteenth  and  twentieth  year,  and  1 
cent,  were  1  their  sixteenth  birl 

ibvious  from  this  list  that  any  instruct! 
much  value  must  be  begun  b  i      enth  ni- 

nth year. 
Of  hi  n  questioned  only  one  acki 

;n-    had    syphilis  and    from   the   ph 
■1  hi  1  evidence  of  obtai 

in  any  of  them. 

John  Willi  vsis  Coe,  M.D.. 

S  E W    VORK    CITY. 


e    I  >ark    \.ges  belong  to  the  history  of  man 
kind.      Ml  mankind  starts  life  with  an  inabili 
,ee.     Some    1  always  live  in  the  Dark  Ages 

v.  In  ise  real  b  have  suffered  the 

loss  of  n  understand.     We  hear  of  a  Helen 

Kell.i;  ura    Bridgman,  but  little  doe 

world  know   of  tin 

ual  darkness  who  have  not  h;  tunity   1  r 

ability  to  rise  above  their  blindness. 

The  brilliance  of  a  cataract  operation,  the  11 
wonders  that  are  attributed   to  careful   refra 

the  sad  fact  that  falls  for  the 

Hi,  the  cati  preventable 

and   1  '1    should 

ill  the  child 
the  bli 
medial 
mia  neonal 

birth-    re. 
State  durii  toll  of  blin 

e  state.     The  qui 
iphthalmia    acquired    during 
hood.  ■  tirely   ignored.     In   the 

Unite  1  Male-  there  are  from  6,000  to  7.000  pe 
totally   blind    from   gon  iphthalmia.      This 

number  does  not  include  those  under  the  strain  of 
partial  blindness.     The  official  census  1  < 
in   Xew  York  State  -bowed  that  there  were  6,200 
in  the  State  and  that  32  per  cent,  became  blind  from 
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this  single  preventable  cause.  At  the  Pennsylvania 
School  for  the  Blind  ^^3  per  cent,  of  the  admis- 
sions for  the  years  1900-1907  was  due  to  ophthal- 
mia neonatorum. 

In  cold  financial  terms  the  average  cosl  to  the 
State  of  a  person  blind  from  birth  is  $10,000.  How 
much  blindness  would  the  proper  use  of  this  sum 
prevent?  It  is  no  dream  that  the  time  is  approach- 
ing when  the  public  mind  will  grasp  the  economic 
necessity  of  spending  for  the  preservation  of 
instead  of  for  trying  to  make  an  impossible  atone- 
ment for  the  disability  that  might  have  been  averted 

The  great  problem  does  not  lie  in  the  training 
of  the  blind  in  massage,  piano  tuning,  knitting,  or 
broom  making.  The  chief  concern  should  be  the 
elimination  of  blindness  as  dependent  upon  con- 
genital syphilis,  ophthalmia  neonatorum,  occupa- 
tional diseases,  industrial  accidents,  or  the  accidents 
arising  in  the  course  of  such  celebrations  as  the 
Fourth  of  July. 

For  the  years  1903  to  1907,  on  the  strength  of 
patriotism  ('  ?),  88  persons  became  totally  blind,  and 
389  suffered  the  loss  of  one  eye.  On  July  4.  1910, 
seven  persons  were  completely  blinded  and  33  lost 
each  one  eye. 

It  is  difficult  to  compile  the  results  of  work  acci- 
dents and  to  definitely  ascertain  the  number  of  cases 
of  blindness  arising  from  burns  from  lime,  molten 
metals,  or  sulphuric  acid.  The  injuries  of  the  eye 
among  miners,  stone  cutters,  etc..  through  foreign 
-  penetrating  the  cornea,  are  difficult  to  esti- 
mate though  easy  to  prevent. 

Moderate  defects  of  vision  do  not  throw  workers 
out  of  industry.  It  has  been  estimated  that  a  skilled 
laborer  with  .75  normal  vision  or  an  unskilled  work- 
er with  .50  normal  vision,  suffers  little  loss  of  earn- 
ing capacity.  The  loss  of  one  eye  requires  the 
re-adjustment  of  a  worker  to  his  environment  and 
that  often  means  the  acquiring  of  a  new  trade  or 
vocation  and  late  in  life  it  means  dependency. 

Bottle  maker's  cataract  has  been  scheduled  as  an 
industrial  disease  and  this  condition  is  due  to  the 
effect  of  intense  light  and  heat.  Two-thirds  of 
these  cararacts  occur  to  workers  under  the  age  of 
50  years. 

The  types  of  blindness   that   are  attributal 
toxic  substances  like  methyl  alcohol  are  also    'iffi- 
cult  to  estimate,  but  the  reality  of  the  condition  is 
not  to  be  questioned. 

In  Xew  York  State  the  losses  of  eyes,  complete 
or  partial,  for  the  years  1901  to  1905  varied  only 
slightly  in  a  few  industries. 

Lumber    Industry 3cc   of  all  accidents 

Textile  Industry 2'',    of  all  accidents. 

Electrical  Industry 4rr   of  all  accidents. 

Metal  Industry 6%  of  all  accidents. 

These  figures  agree  closely  with  the  calculations 

of  the  industrial  accidents  in  the  United  Kingdom 

for  the  years  1896  to  1905,  during  which  time  the 

1   one  or  both  eyes  was  .2rh    for  males  and 

.4c'c   for  females. 

There  has  been  an  attempt  at  organized  effort  to 
overcome  the  blindness  due  to  ophthalmia  neonato- 
rum by  legislative  measures  in  the  States  of  Xew 
York,  Massachusetts.  Maryland  and  Ohio.     There 


has  been  a  total  failure  to  grasp  the  principle  that 
all  forms  of  avoidable  blindness,  whether  from  dis- 
ease or  accident,  must  be  prevented.  The  Russell 
Sage  Foundation  has  maintained  for  two  years  a 
Committee  on  the  Prevention  of  Blindness  and  its 
aim  is  to  attack  the  problem  in  all  it-  phases.  The 
Xew  York  State  Commission  on  the  blind  in  1907 
led  that  of  each  1,000  cases  of  blindness  in 
the  State.  450  were  possibly  avoidable,  and  325 
surelv  preventable.  Let  the  causes  be  enucleated 
rather  than  the  c 
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The  Treatment  of  Disease:  A  Manual  of  Practical 
Medicine.  By  Reynold  Webb  Wilcox,  M.A.,  M.D., 
L.L.D.,   Professor  of  Medicine    (retired)    at  the   Xew 

-•.-Graduate    Medical    School    and    Ho-; 
Consulting  Physician  to  St.  Mark's  and  to  the  N 
Hospital :  formerly  Pre.-ident  of  the  American  T 
neunc  Society,  etc..  etc.     Third  Edition.    Octavo;  102.? 
pages.     Philadelphia:    P.    Blakiston's    Son   and   Co., 
1910.    S7.50  net. 
This  edition  shows  revision  not  only  by  a  great  increase 
in  the  text,  but  also  by  the  addition  of  42  diseases.     The 
work  is  more  than  the  title  indicates.     It  is  really  a  Prac- 
tice of  Medicine  in  which  therapy  is  elaborated  and  em- 
phasized.    The  treatment  is  prefaced  by  a  systematic  and 
condensed    exposition    of    the    disease    in    question.      The 
author  has  wisely  omitted  general  remarks  on  treatment,  a 
feature  common  in  books  on  therapy,  and  plunges  directly 
into   a   special   discussion   of   each   disease.     The   work   is 
most  comprehensive  and  includes  not  only  the  commoner 
diseases  that  are  met  with  in  this  country,  but  also  all  the 
rarer  maladies  and  those  endemic  to  distant  and  tropica, 
countries.     Furthermore,  the  author  reveals  himself  a  close 
student  of  the  latest  medical  literature  by  including  diseases 
which  have  only  been  recently  recognized  as  clinical  enti- 
ties.    As   instances,   we   may   mention   Brill's   disease,   dis- 
eases of  the  parathyroid  glands,  and  Ballz's  disease.     In 
fact,   we   know    of    few   books    which   are   more   complete 
nosologically  than  this. 

The  author's  views  on  therapy  are  orthodox  and  1 
a  thorough  acquaintance  with  the  most  modern  measure-. 
While   the   text    is   largely  concerned   with   medical    trea- 
ment,   surgical    indications   are   duly   recognized   and 
titting  emphasis.     The  only  criticism  that  may  be 
is  that  in  many  instances  recommendations   are  indicated 

guely.     Our  impression  is  that  the  author  has 
ordinated  his  own  experiences  unduly.     Reference? 
have  greatly  added  to  the  value  of  the  book,  but  v 
ognize   that   these    would   have   increased   the   size   of   the 

to     unwieldy     proportions.       The     ind 
"ihorough. 

Treatise  on  Disease  of  the  Skin.     For  the  use  of  Ad- 
vanced   Students    and    Practitioners.      By    Henry    W. 
:.    M.D..    Ph.D.,    Professor   of   Dermatology 
in   the   Jefferson   Medical   College,   Philadelphia:   Der- 
matologist   to    the    Howard    and    Philadelphia 
pitals;   Consulting  Dermatologist  to  the   P 
Institution   for  the  Deaf  and  Dumb,  to  the   Per 
vania  Institution  for  Feeble-minded   Childr 
the  Widener  Memorial   School  for  Crippled  Chi' 
etc.     Sixth  Edition.     Octavo;  1105  pages;  2S0  illi 
tions  in  the  text,  and  34  colored  and  half-tone  plates. 
Philadelphia  and  London:  W.  B.  Saunders  Company. 
1910. 

The  five  previous  editions  of  this  voluminous  work  on 
diseases  of  the  skin  have  met  with  a  most  cordial  reception 
by  the  medical  profession.  The  author  has  included  in 
one  volume  the  most  important  facts  relative  to  skin 
diseases,  arranged  and  classified  in  a  simple  manner.  Not 
only  is  the  description  of  diseases  all  that  could  be  de- 
sired, but  the  illustrations,  particularly  those  in  colors  and 
ihe  plates,  are  beautiful  and  clear. 
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■  i    the 

tilers. 

■  kind. 
Disease   of   the   Pancreas:   Its   Cause  and   Nature.     By 
'. 

i         I  mber  of  tin 
kefeller     Institute     for     Medical     Research,     and 
-  Pi    sbj  terian  Hosi  York 

I  ■ 

illustrated  ia   and   London:   J.    I 

cott  Co.,  ioio. 
The  immense  advance  that  our  know! 
disease  has   made   in   the   last   seven   j 
by  the  difference  between  the  first  and 
this   work.     With    few   exceptions   our  become 

clarified,  and  Opie  is  thus  lude  not  only  those 

•   that  depend   upon  the  peculiar  of  the 

- — acute  hemorrhagic  pancreatil 
diabetes    mellitus — but    als 
changes  found  in  other  organs — tuberculosis, 
culi.   cyst,   carcini  m  en    tin- 

pancreas    and    other   glands    of    internal    sect 
phasizi  importance   of  the    I 

hans  in  diabetes  is  apparently  accepted  as  settled.  Opie. 
with  great  skill,  has  correlated  the  numerous  clinical  and 
experimental  data  in  such  a  fashion  as  to  leave  but  few 
gaps,  and  has  wisely  refrained  from  indulging  in  much 
theoretical  speculation.  Most  readers  would  welcome 
a  summarizing  paragraph  at  the  end  of  each  chapter  in 
order  to  emphasize  the  facts  which  are  somewhat  hard  to 
grasp    when  much    experimental    and 

casuistic   detail.     Tl  iph   is   a  valuable   contribu- 

tion to  our  medical  literature. 

The  Practice  of  Surgery.  GREGORY  Mumford, 

M.D.,  Visiting   Surgeon   to  the   Massachusetts  Genera! 
■  ry  in  the  Harvard  Medi- 
cal School  the  American  Surgical  Associa- 
te.    Octavo;      1.015     pages:     682     illustrations. 
lade'phia    and    London:     W.    B.    Saunders    Com- 
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than  a  treatise  on  practical 
His  of  the  author.     Under- 
lying   surgical    principles    are    outlined   but   no    attempt    is 
:idate  them,  tl  object  being  to  pre- 

it   is   seen   at  the   bedside, 
lie    th  tei  ial    in    a   way   that   is 

i     important    diseases    are 
fully    described,    and    the    rarer    conditions    are    but 
depicted.     It  is  therefore  evident  that  a  preliminary 
f  surgery  is  required  before  one  may   intelli- 
-tudy  this  book. 

large  fund  of  practical  information  stored  up 
information 


limns  must,  however,  be  taken  except  '      •  review 

can    Call    attention    tO    but    a    i 

: 

sigmoid 

in  tin  Wi       1  undi 

ures  fail,  Fini 
rational  meth  ' 

s    when    the 
abdomi  n  is  opened 

that  all   tins, 

.in   what   b 

•  lotomy 
me   in  the   1 1  1  Lit  "the 

urine  for  several  weeks."    This  statc- 
ntrary  to  the  experi,  eons. 

The    I  minor 

surgery.     Thi  a   recast   of   a    former    work  of 

the  author  on  the  subject  and  is  most  admirably  presented. 
No  a^  iphy,  yet  we 

cannot    avoid    criticism    of    the    fact    that    almost    all    the 
es    i"    the    surgical    literature    an     1..    the    Boston 
school.     Nobody  questions  the  important  pari  thai  Boston 
iment  of  modem    surgery  but   it 
import- 
ant  ob  '1    from    that    1 

Tin    b  as  it  is 

in  an  appealingly  straightforward  style.  Ii  appears  en- 
tirely   free    from    typographical    errors.     The    illusti 

cellentlj    reproduced    and.    in    m  ■  -.    very 

illuminating,  and  the  appearance  of  the  volume  is  most 
attracth  e. 

Vorlesungen    Ueber    Harn    Krankheiten    Fuer    Aerzte 

und   Studierende.    C.   Posner,    \    1  '  an  der 

Kgl.     Friedrich     Wilhelms     Universitael     zu     Berlin. 

avo;    3SS    pages.       Berlin:     \i,.r-:    Hirschwald, 

10,1  I. 

Iii   this  collection   of   a   series   of   led  by  the 

author,  we  have  another  excellent  addition  to  the  German 
publications  thai   ha   1  I  in  the  past   few  years  as 

reviews  of  the  subject  of  diseases  of  the  urinary  passages. 
The  book  is  written  for  the  general  practitioner  who 
usually  first  sees  eases  of  diseasi  111  the  genitourinary 
tract.  To  a  large  extent,  tin-  author  presents  his  own 
ts   he  covers. 

The   chapter  on   general   diagnosis   and    therapj    is   well 
written    an,!  areful    perusal      Cystoscopy   and 

ureteral  catheterization  are  carefully  described,  Posner  not 
favoring  the  urinary  "separator  in  mosl  eases.     Tin- 
part   of   the   bo  -  a    and   its   complica- 

tions; tuberculosis,  calculi  and  minors  of  the  genitourinary 
tract.  No  new  theories  or  methods  of  treatment  are  ad- 
vanced, hut  the  standard  ones  are  fullj  and  fairly  de- 
scribed. 

Illustrations  would  have  enhanced  thi 
in  many  places,  yet   the  work  must   1,     :  msidered  as  valu- 
able   because    clear    and    thorough. 

Dawn  of  the  Fourth  Era  'n  Srreerv-  By  Robert  T. 
Morris.  A.M..  M.  D.,  Professor  ,,1'  Surgerj  in  the 
New  York  Post  Graduate  School  and  Hospital,  etc. 
Duodecimo:  14.;  pages.  Philadelphia  and  London- 
W.  B.  Saunders   Company,  ioio. 

This    little    volume    consists    ii 
that  had  originally  bei       mblisl  ed  in  various  medi  :al  jour- 
nals.    The  author  has  gathered  them  to  r  than 
have  reprints  made  of  two  of  the  articles  for  which  many 
requests  have  been  made. 

Those  not   already   familiar  with  these  short   e  says  will 
find   this   little   book   interesting   reading. 
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The  Distribution  of  Appendicitis,  with   Some  Observa- 
tions on  Its  Reaction  to  Diet.  I  VMS, 
urini!.  Decembi  r  31,   [910. 

As   chairman   of  the   Science   Committee  of   the    I 
Medical  "■       ams  has  collected  a  large 

of  statistics   Fi 
mis  : 

11   wi  uld  1»'  unw  ]-'■  to  draw   a  ductions  from 

ive  incomplete  statist  hat  appendicitis  has 

a    markedly    different    incidence    in    various    countrii 
that  this  different  incidence  may  be  very  largely  a  question 
of  diet 

Many    theses   have   been   advan  lain   this   rela- 

tionship to  diet.     Tl  tistics,   if  they   show  any- 

thing, show  that  where  there  is  a  large  meat  eating  popu- 
lation there  appendicitis  is  a  common  disease,  whet 

c  amtries   where  little  meat  is   eaten   appendicitis  is 
rare  if  not  almost  unknown. 

There  is  no  doubt,  according  to  most  people,  that  apart 

from  improved  diagnosis  appendicitis  has  greatly  increased 

in   the  British   Isles   in   the   last   few-   decades.     Very   little 

ce  has  so  far  been  advanced  to  any  explanation  of 

this.     The  greatest   change   in   the   diet   of   the   people   has 

itedly     been    the    marked    increase    in    meat    eating. 

With    the   amount   of    foreign   meat   and   canned   food   the 

■    /lasses  even  are  now  able  to  supply  themselves  in 

fair  quantity  with  meat  of  varying  kinds,  more  particularly 

mutton. 

The  fat  of  meat,  more  particularly  of  mutton  and  beer, 
is  characterized  by  the  small  amount  of  unsaturated  fatty 
acid  they  contain.  That  the  fat  in  the  food  determines 
the  nature  of  the  fat  in  the  tissues  is  well  known.  From 
the  clinical  and  chemical  work  quoted  above  it  would  seem 
that  this  factor  determines  the  nature  of  the  soaps  to  be 
found  in  the  wall  of  the  intestinal  tract  (probably  as  a 
manifestation  of  their  excretion),  and  where  these  soaps 
are  the  calcium  soaps  of  saturated  fatty  acids  there  is 
usually  some  evidence  of  disease,  either  a  mucous  colitis 
or  an  intestinal  lithiasis.  In  appendicitis,  with  which 
these  two  condidtions  are  clinically  associated,  there  is  tht 
-aine  occurrence  of  these  calcium  soaps  in  the  wall  or  in 
the  lumen. 

In  my  opinion,  therefore,  there  is  some  evidence  t" 
connect  the  nature  of  the  fat  in  the  food  with  the  incidence 
of  the  disease. 

Further  observations  are  being  made  on  the  lines  indi- 
cated at  the  beginning  of  this  paper,  and  investig; 
are  being  carried  out  as  to  the  nature  of  the  fats  in  the 
the  tissues,  and.  more  particularly,  in  the  intestinal 
tract.  Experiments  which  have  been  recorded  show  that 
the  fats  in  the  tissues  are  not  neutral  fats  but  complex 
phosphatides,  the  fatty  acid  radicles  of  which  are  largely 
unsaturated,  and  evidence  is  being  obtained  which  would 
tend  to  show  that  these  unsaturated  fat  y  acid  radicles 
are  those  which  are  used  for  the  immediate  use  of  the 
body,  and  it  is  possible  that  the  calcium  soaps  above 
mentioned  are  evidei      -  n    excreting  process  of  the 

intestinal   tract    for  the   put  ing   either   the 

calcium  or  saturated  fatty  acid  radicle. 

Appendicitis  in  Childhood,  with  a  Report  of  300  Cases. 
H.  C.  Deaveh,  Philadelphia.    Journal     '     1  Wedi- 

1  lecember  2,  1910. 
In  a  paper  based  on  the  analysis  of  300  cases,  Deai 
sists  on   the  importance   and   frequency  of   appendicitis   in 
childhood.     The   number  of   cases   increases   in    fri 
with   age.   from  birth  to  puberty,  and  it  is  more  common 
in  males.     The  course  is  more  often  severe  than  in  adults. 
There  is  less  tendency  to  formation  of  strictures,  but  fecal 
concretions    are    more    frequent.      As    predisposing 
he  mentions  enteric  fever,  intestinal  catarrh  and  influenza. 
but  other  infections  and  nasonharyngeal  trouble  are  hardly 
to  be   considered   as   etiologic   factors.      The   symptoms    in 


irregular    and    misli 
frequent  than   the   statistics   show.      In 
•  Icier   children   acute   attacks   occur   sudi 

wis  even  more  frequently  than  in  adults.  Chronic 
appi  ndicitis  indicate  -  ironic  autot  >xemia  with 

all   it~   bad   results.      He  believes   that   all   casi  - 

uble   in  children   should  he   con>i 
until    proved    otherwise.      The  uld    be 

1]   catarrh  or  worms,   right-sided  pneu- 
monia   or    sacroiliac    disease,    torsion    or    ovarian 

ric   cysts,   cystitis   and   rectal   abscess.     With   early 
-:s  and  operation  the  prognosis  is  favorable,  but  it 
rapidly  becomes  worse  after  twenty-four  hours.     In 
appendicitis  an  acute  attack  with  perfot 
be   feared.      In   intra-appendiceal  appendicitis 

appendix  and  the   diseasei  dings  is 

N 1  in-operative  treatment  is  indicated  in  local- 
ized abscess  with  diffuse  peritonitis.  Opium  and  purga- 
tives  are  absolutely  contra-indicated.  Operation  is  even 
non  suitable  to  children  than  to  adults  and  postoperative 
treatment  is  very  important.  The  Fowler  position  must  not 
be  kept  up  for  more  than  thirty-six  hours  in  drainage 
cases  lest  intestinal  obstruction  be  set  up.  The  symptoms 
of  obstruction  are  sudden  severe  pain,  becoming  parox- 
ysmal and  by  a  nausea,  spitting  up  and  vomiting.  Later 
symptoms  result  from  toxic  peritonitis.  The  temperature 
and  pulse  are  of  little  significance.  With  numerous  ad- 
-.  ileocolostomy  is  the  best  procedure.  Secondary 
abscess  must  be  watched  for.  Its  presence  is  revealed  by 
a  rise  and  continued  high  temperature,  with  a  high  leuko- 
cyte count  and  local  signs.  Contagious  diseases  should  be 
recognized  at  once.  Drainage  is  to  be  employed  only 
when  the  exudate  is  purulent  or  profuse.  It  produces 
adhesions  and  predisposes  to  intestinal  obstruction.  A 
wet  dressing  is  the  best  for  absorption.  A  tabulated 
ment  is  given  of  his  cases. 

Practical     Method     of     End-to-End     Anastomosis     of 

Bloodvessels  Using  Absorbable  Magnesium  Rings. 

V.   I).   LespinassEj  Carl  Fisher  and  J.  Eisekstaedt, 

Chicago,    /'ii/'.'  1         a      Medical 

November  19,  1910. 
The  authors  first  describe  the  physical  qualities  of  mag- 
nesium, especially  its  solubility  in  saline  fluids  and  the 
body  fluids  and  the  non-toxic  character  of  the  products, 
and  then  describe  the  technic.  This  requires  the  illustra- 
tions for  its  perfect  understanding,  but  several  methods 
are  employed,  eae:h  of  which  is  described.  The  method  of 
repair  of  a  longitudinal  slit  in  a  bloodvessel  is  also  de- 
scribed. The  period  in  which  the  magnesium  rings  are 
absorbed  varies  from  80  to  100  days  for  complete  absorp- 
tion. There  is  nothing  inside  the  lumen  of  the  vessels 
after  the  operation  is  completed,  and  if  trauma  to  the  in- 
tima  is  avoided  and  the  vessel  washed  free  from  all  clots 
and  not  tied  tightly  enough  so  that  the  rings  cut  the  intima 
where  it  bends  outward  to  form  the  flange,  thrombosis  will 
not  occur.  Secondary  thrombosis,  such  as  occurs  in  the 
Payr  operation,  is  impossible.  Primary  stricture  cannot 
occur  if  the  vessel  is  accurately  measured  and  a  proper 
sized  ring  is  at  hand  with  which  to  make  the  anastomosis. 
Secondary  stricture  has  never  occurred  in  any  of  the  ex- 
perimental operations.  Primary  hemorrhage  could  not 
occur  and  there  is  no  danger  of  embolus  unless  there  is 
thrombosis.  Hence  to  avoid  embolus  avoid  thrombosis. 
The  following  principles,  the  authors  say,  must  be  kept 
in  mind  in  making  bloodvessel  anastomosis  with  magnes- 
ium rings:  "1.  The  vcs-el  must  be  accurately  and  cleanly 
dissected.  2.  All  wound  hemorrhage  and  oozing  must  be 
checked.  3.  All  clots  must  be  removed  from  the  ends  of 
the  bloodvessel.  4.  A  proper  sized  ring  must  be  used. 
5.  The  rings  must  be  tied  together  under  more  than 
6-pound  pressure.  6.  Traumatism  to  the  intima  behind  the 
line  of  union  must  be  avoided  absolutely.  7.  Gentleness 
and  accuracy  in  all  manipulations  is  absolutely  essential. 
8.  Perfect  asepsis  must  be  maintained."  The  authors  be- 
lieve  that   the   operation    is    we'll    within   the   skill   of   the  • 

e  surgeon,  is  safe,  certain  and  easy,  and  should  be 
done  in  all  wounds  of  the  large  vessels,  both  venous  and 
arterial,    and    in    all    false    aneurisms    and    arteria- 
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Surgery  of  Musculo-Spiral  Paralysis.      A      11      B 

jury.   Win  r.  ;.ls  and 

■ 

as   infection   n 

;ually   returns  first  and  in  s  s  has 

the    in- 
case.    In  anastomosis 
feet  may   be  overcome  by 
ire  a  distance,  and  in  otl  anasto- 
juturing  a  sliver  of  the  median  to 
he  musculo-spiral  nei 

Forannitti's  "Tubulization"  Method  of  Nerve  Suture  with 
Report  of  Case.      Gaston    Torrance,    The   Ala 
Medical  Journal,  September,  1910. 
Forannitti's  aim  was  to  isolate  the  ends  of  the  nerve  in 
a  tube  which  would  serve  as  a  guide   for  the  growth   in 
the  restoration  of  the  normal  functions  and  prevent  cica- 
tricial adhesions  around  the  point  of  future.     It  was  es- 
sential  that  the   tube   be  of  material   that   would   not   act 
in  the  tissues  and  of  such  a  texture  that 
the  nerve  would  not  become  adherent  to  it. 

found  that  for  general  use  the  vein?  and  arteries 
taken  from  a  freshly  slaughtered  calf  combined  all  of 
these  features.  The  artery  after  being  stretched  over  a 
glass  rod  or  tube  was  hardened  in  a  five  or  ten  per  cent. 
formalin  solution  for  48  hours,  washed  in  running  water 
for  29  hours,  boiled  for  20  minutes  and  then  placed  in 
95  per  cent,  alcohol. 

In   1907   Hashimoto   and   Tokuoka  reported   fifty  opera- 
tions done  on  forty-seven  patients  by  this  method.     Then 
were  uniformly  good  when   operation   was   under- 
taken early  enough.     Good  results  were  obtained  in  some 
cases  2CO  days  after  injury,  but  the  prospects  were  much 
more    promising    when     undertaken     earlier.      They    had 
ne   satisfactory   results  out  of  the  fifty  operations. 
None  were  good  after  the  300  days  had   elapsed-     Neu- 
ralgia vanished  at  once  or  soon  after  the  operation.    Res- 
function    and   normal    nutrition,    in    the 
limb,  did  not  become  manifest  in  less  than  six  months  to 

The  author  reports  a  case  of  musculo-spiral  nerve  par- 
:  the  nerve  were  freshened  and  sutured 
-   with   fine  catgut  in   an  absorbable  tube  prepared 
from  the  artery  of  a  cow.     Complete  regeneration 
nerve  took  place. 

A  Further  Report  on  the  Treatment  of  Facial  Neural- 
gia by  Alcohol  Injections.  ( 1.  G.  T.  Kiliani,  Xew 
York  .cord.  December  to.  1910. 

Since  the  publication  of  his  last  report  (May,  1909), 
Kiliani  has  had  68  cases  of  facial  neuralgia.  In  every  pa- 
tient the  injection  of  alcohol  w;  by  relief  of 
symptoms.     The  author  ascribes  his  greater  success  in  this 
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The    Orthopedic    Treatment    of    Spinal    Paralysis.      F. 

Until    recently,    t'  acute 

Lange 
und,  howf  ver,  that  I 

column   present  in   many  acute   attacks  entir 
upon    the   application    of   a   plaster   ja 
trunk.  jacket  should  b 

as  soon  "-is  is  made. 

For  the  first  year  after  the  attack — the  period  'luring 
which   paralyzed   muscles   may   recovi 

be  dot  muscles   regain   thi  The 

writer    especially    warns    against    too    firm    and    too 

ing.      Orthopedic   apparatus    is   of   course    essential 
for  the  prevention  of  contracture.-,  but   there  is  a  strong 
tendency    toward   the  use   of   very  heavy   apparatuses  that 
greal  harm  bj   pn  1  mus- 

cles. There  is  a  further  harmful  tendency  towards  wear- 
ing apparatusi  ds  of  time  that  are  far  too  pro- 
longed. In  the  course  of  time  most  patients  want  to  be 
relieved    from  their  apparatus. 

Several  operative  methods  may  be  employed:  Redresse- 
ment  with  or  without  tenol  transplantation,  ar- 

d  tendon-transplantation.  All  authors  are 
agreed  that  redressement  is  always  necessary  as  a  pre- 
liminary operation  when  contractures  have  already  oc- 
currnl  before  the  patient  comes  under  observation.  Some 
authors   belie  ressement,   combined   with   tenot- 

omy, is  sufficient  operative  treatment  for  most  cases. 
Lange's  observation-.  1       indicate  that   the  deformi- 

ties (of  the  paralytic  type)  will  recur  after  such  treat- 
ment. 

Neuroplasty  may  he  an  operation  of  the  future  for  cases 
.tic  deformity.  Up  to  the  present,  however,  Lange 
has  not  seen  a  perfect  result  in  a  single  case  of  nerve 
transplantation  in  poliomyelitis.  Arthrodesis  is  the  opera- 
tion of  choice  for  cases  in  which  there  is  paralysis  of  all 
or  nearly  all  the  muscles  of  the  part.  Cut  in  cases  in  which 
there  are  a  few  well  preserved  and  strong  muscles,  ti 
transplat  -   the  best  results. 

Early  in  his  experience,  Lange  found  that  tendon  trans- 
plantation after  Xicoladoni's  method  (in  which  bellies  of 
healthy  muscles  are  implanted  into  paralyzed  tendons)  re- 
sulted in  many  failures  an  I  d«  vised 

4  the  invigor  il 
directly   into  the   periosteum.     In   addition   Lange   employs 
silk  strands  :.-  dons,  with  the  object  of  length- 

ening the  muscles.  The  latter  procedure  has  proven  of 
great  value.  Finding  that  the  subcutaneous  implantation 
of  silk  was  prone  to  lead  to  infection,  Lange  prepares  the 
silk  by  first  boiling  the  strands  in  bichloride  of  mercury 
and  subsequently  imbedding  them  in  paraffin. 

There  are  numerous  methods  of  operation  that  vary, 
of  course,  according  to  the  conditions  found.  But  Lange 
has  always  kept  his  technic  simple  by  acting  on  one 
principle:  Unimportant  functions  must  be  sacrificed  and 
attempts  should  be  made  to  re-establish  only  the  most 
important  movements.  Careful  supplementary  treatment 
with  night  splints  and  supports  must  follow  any  of  these 
operations. 


\  OL.     -\X 


Progress  in  Si  r 


Desmoid  Tumors.  R.  Mosison  and  If.  Drummond, 
Newcastle-upon-Tyne.  Lancet,  November  5,  1910. 
The  authors  report  seven  cases.  Desmoids  are  tumors 
arising  from  the  sheath  of  the  rectus  and  are  either  fib- 
rous or  fibro-sarcomatous  in  structure.  Nearly  all  the 
reported  cases  have  occurred  in  women  who  have  borne 
children  and  who  not  infrequently  give  a  history  of  diffi- 
cult labor  or  of  injury  to  the  abdominal  wall.  In  the 
authors'  series,  six  occurred  in  women  and  one  in  a  male. 
The  tumors  are  never  tender  except  in  the  later  stages, 
when  the  peritoneum  is  involved.  They  become  more 
prominent  when  abdominal  muscles  are  made  tense,  and 
do  not  move  with  respiration.  These  two  features  are 
common  to  all  tumors  of  the  abdominal  wall  and  serve 
to  distinguish  such  tumors  from  intraabdominal  masses. 
As  desmoids  increase  in  size  they  grow  longitudinally  in 
the  direction  of  .least  resistance.  The  only  treatment  is 
thorough  excision.  Of  the  authors'  seven  cases,  two  died 
from  recurrence,  the  remainder  are  well. 

Cancer  in  Tar  Workers.  J.  F.  Schamberc,  Philadel- 
delphia.  The  Journal  of  Cutaneous  Diseases,  Decem- 
ber,  1910. 

In  an  examination  of  about  twenty  men  whose  work 
in  a  large  tar  factory  caused  them  to  be  besmeared  with 
tar,  Schamberg  found  four  individuals  showing  evidences 
of  beginning  or  well  marked  for  cancer.  In  the  first 
place  the  dorsal  surfaces  of  the  hand,  wrists  and  fore- 
arms of  these  patients  were  studded  with  "tar  blackheads" 
— follicular  keratoses.  Besides  these  lesions,  each  of  the 
patients  presented  one  or  more  pea-sized  to  bean-sized 
flat  epithelial  growths  in  the  skin.  One  case  that  per- 
mitted of  microscopical  examination  demonstrated  a  typi- 
cal  epithelioma. 

Some  of  the  other  workers  presented  cutaneous  lesions 
that  appeared  to  be  forerunners  of  epithelioma.  "It  would 
seem  that  the  carcinomatous  changes  are  prone  to  occur 
as  the  patients  near  the  fifth  decade  of  life." 

An  analysis  of  the  scant  literature  of  cases  of  cancer 
in  paraffin  and  tar  workers  shows  that  in  not  a  few  in- 
stances the  lesions  occurred  on  the  scrotum.  Schamberg 
sees  a  close  analogy  between  these  cancers  and  the  chim- 
ney-sweep cancer.  He  is  under  the  impression  that  all 
these  carcinomata  are  due  to  the  activity  of  radioactive 
substances  contained  in  coal  and  tar.  An  examination  of 
a  specimen  of  tar  made  by  Mr.  Kabakjian,  of  the  Univer- 
sity of  Pennsylvania,  shows  the  presence  of  a  radioac- 
tive substance. 

The  Value  of  a  Urinary  Finding  in  the   Diagnosis  of 
Carcinoma.    {Ueber  die  Verwertung  des  Harnbefun- 
des  :ur  Carcinom   diagnose.)     E.   Salkowski,   Berlin. 
Berliner  Klinische  Wochenschrift,  December  12,  1910. 
In  a  series  of   10  patients  afflicted  with  carcinoma   Sal- 
kowski found  that  the  nitrogen,  exclusive  of  that  in  cont- 
inuation in  urea,  was  present  in  proportions  varying  from 
2.15   to  4.62^.     The   average   was   3.03.     In   healthy   indi- 
viduals   the   average   was    1.22%,   and    in   no   cases    did    it 
reach    anywhere   the   minimum    found    in    cancer    patient-. 
The  author  does  not  regard  this  finding  as  pathognomonic, 
but   believes   that   it   may   prove  of   confirmatory   value   in 
suspected  casi 

Traumatic  Rupture  of  the  Fixed  Portion  of  the  Male 
Urethra.  O.  J.  Gaub.  Pittsburg.  Journal  American 
Med.  on.     December  10,  1910. 

Gaub  describes  the  anatomic  mechanism  of  rupture  of 
the  fixed  portion  of  the  male  urethra,  and  describes  the 
methods  of  its  treatment.  He  points  out  that  it  is  an  in- 
jury of  serious  import  and  should  receive  prompt  atten- 
tion when  it  occurs.  If  the  condition  of  the  patient  permits 
immediate  operation,  the  call  to  restore  the  natural  pass- 
age is  imperative.  This  can  be  done  at  any  point  of  the 
urethra  through  a  median  perineal  incision.  The  question 
of  shock  should  be  considered  as  a  primary  measure,  and 
leakage  of  the  urine  in  the  early  hours  is  not  to  be  feared. 
Proper  drainage  should  be  instituted  to  prevent  infection. 
Gaub  lays  special  stress  on  the  position  of  the  patient  dur- 
ing operation.    The  exaggerated  dorsal  position  is  advised. 


using  the  old  Clover's  crutch,  supplemented  by  a  sand  bag 
under  the  sacrum,  which  flexes  the  pelvis  on  tin-  \ 
column  so  as  to  bring  the  perineum  in  the  horizontal  plane 
and    render   the    structures    taut,    permitting   an    anatomic 

dissection. 

The  Effect  of  Treatment  on  the  Wasserman  Reaction. 
Homer  F.  Swift.  New  York.  Archives  of  Internal 
Medicine,  December  15.  1910. 
Swift  has  noted  a  parallelism  between  the  durati 
treatment  and  the  Wasserman  reaction.  In  other  . 
the  longer  the  duration  of  treatment,  the  less  frequently 
are  positive  reactions  obtained.  This  is  more  evident  in 
the  earlier  stages  of  syphilis  than  in  the  later.  Also  in  tiie 
earlier  stages  a  serum  reacting  negatively  is  more  liable  to 
become  positive  when  treatment  is  intermitted  than  in  the 
later  stages.  While  treatment  has  as  great  an  effect  in 
producing  negative  reactions  in  the  late  as  in  the  early 
stages,  most  of  the  reactions  which  became  negative  in  the 
late  stages  were  only  partially  positive  at  the  time  of  the 
first  reaction.  Stronger  positive  reactions  in  the  late 
stages  are  harder  to  influence  than  positive  reactions  in  the 
primary  stages.  This  would  speak-  strongly  for  energetic 
treatment  in  the  earliest  stages  of  syphilis.  In  th 
cases  in  which  treatment  was  stopped  because  of  a  nega- 
tive reaction,  the  positive  reaction  appeared  again  in  a 
shorter  time  in  cases  in  the  early  stages  than  in  those  in  the 
later  stages. 

Extradural  Anesthesia  in   Operative   Surgery.       I 
Extraduralanacsthesie  titer  Chirurgische  Operatio 
A.  Laewen,  Leipsig.  Deutsche  Zeischrift  fuer  Chirur- 
gie.  Vol.  108,  Parts  I  and  II. 

It  was  Cathelin  who  first  experimentally  discovered  that 
a  local  anesthetic  injected  into  the  sacral  canal  produced 
anesthesia  in  the  region  supplied  by  the  sensory  sacral 
nerves— the  pudendal  region,  perineum  and  buttocks.  The 
results  were  in  general  unsatisfactory  in  the  attempts 
made  to  employ  this  method  of  anesthesia  on  the  human 
subject   by    Cathelin    as    well    as   others. 

Laewen  obtained  far  better  results  in  a  series  of  8n 
cases  by  modifying  the  original  technic.  In  the  first 
place,  he  employed  his  anesthetic  in  concentrated  form  and 
m  large  amounts.  After  considerable  experimentation  he 
found  that  two  per  cent,  of  novocain  in  sodium  bi- 
carbonate solution,  in  a  dose  of  20  cubic  centimeters, 
worked  successfully.  Secondly,  Laewen  had  his  patients 
sit  up  during,  or  immediately  after,  the  injection.  Thirdly, 
one  must  wait  about  twenty  minutes  before  satisfactory 
anesthesia  is  secured. 

Anesthesia  begins  to  disappear  after  one  hour.  The 
scrotal  contents  are  not  anesthetized.  A  few  drops  of 
adrenalin  should  always  be  added  to  the  novocain  solu- 
tion. In  five  of  the  author's  series  of  operative  cases, 
symptoms  of  absorption  developed,  but  in  no  case  were 
they  serious  and  to  no  case  did  any  untoward  after-ef- 
fects appear. 

The  technic  of  administration  can  be  acquired  only  after 
a  number  of  injections  have  been  made.  Because  of  the 
difficulty  in  locating  the  sacral  cornua  in  very  obe<e  sub- 
jects, such  patients  have  not  been  submitted  to  extra- 
dural anesthesia. 

In  some  cases  the  anesthesia  is  complete — in  others  only 
analgesia  is  present.  The  method  of  anesthesia  is  best 
adapted  for  such  conditions  as  hemorrhoids,  fistula  in  ano, 
low    rectal   tumors,   lacerated   perineum,   etc. 

The    Influence   of   the   Trendelenburg   Position   on    the 
Quantity  of  Urine  Excreted  During  Anesthesia.     J. 
Wesley    Bovee,    Washington.      American    Journal    of 
Medical  Sciences,  January,   1911. 
In  a  series  of  16  patients,  in  whom  careful  observations 
were  made,  it  was  found  that  the  excretion  of  urine  was 
markedly  interfered  with  while  the  patient  is  in  the  Tren- 
delenburg position.     The   diminution    in    quantity   of   urine 
was  greater  when   chloroform   was  11  -td   as   an  anesthetic 
than  ether.     In  the  author's  opinion,  therefore,  the  Tren- 
delenburg  position    introduces    an    element    of    da; lg 
patients  with  renal  insufficiency,  cardiac  and  renal  lesions. 


' 


A  Simple  and  Effective  App.ir.iuis  tor  the  Adm 
.ind  Chloroform   Vapor. 

- 

the  hand   is 

nh  or 
!    lube 
ngl  <      n  d  fi  1 1 

is    placed    well    down    ii 
is  thrown  into  the  larj  n: 
and   fitted   with   rubber  tips,    t2 
he   ail- 
Anesthesia  in  Traumatic  Surgery.     G    Torranci      Jour- 

1  (ecember  24,  1910. 
Torrai  replies  to  a  circular  letter 

■  in  this  country  and 
abroad,  inquiring  as  to  their  experience  with  anesthesia  and 
■ics  in  traumatic  surgery.     Over  twenty  replies  are 
1  d.     The  majority  of  surgeons,  both  here  and  abroad, 
■   chloroform.    A  num- 
ber  prefer   nitrous  oxide   with   0: 
and  two  (Jones  of  Liverpool  and  Buchanan 
speak  of  dispensing  with   anesthesia  altogether  in  opera- 
•  ir  surgical  injuries,  in  certain  kit  tones 

claims  remarkable  improvement  in  mortality,  etc.,  and  that 
the  operation  was  well  borne  by  the  patient.  His  colleagues, 
though  - .   afterward   became  enthu 

they  observed  the  results.     I  rmed  twenty- 

>[>erations  in  this  way.  including  the  amputation  of 
an  arm  and  a  leg  in  the  same  patient.    Buchanon  finds  that, 
s   of   pronounced   shock   in   which   a  general   anes- 
is   contraindicated,  operations  of  necessity,   such   as 
amputations,  can  be  done  without  anesthesia  without  ma- 
adding  to  shock  if  done  quickly.     Abdominal  sec- 
nd   internal   manipulations  are  also  well   endured   if 
implicated  or  prolonged. 

A  Case  of  Fatal  Sodium  Chlorid  Poisoning.       Harlow 
Irchives   of  Internal   Medicine, 
iber  1?.  1910. 
ung  woman  was  operated  upon  in  the  internal  for 
chronic  appendicitis.     The  operation  was  quickly  done  and 
tht    patient   left   the   table   with   a  normal   pulse,   tempera- 
ture   and    respiration.     A     rectal     injection    of    one    pint 
physiological    salt    solution    was    ordered    every    hour    for 
three   doses.     One  hour  after  the  first  enema,  the  patient 
became    restless,    nervous    and   complained    of    thir- 
the   second    dose,   the    symptoms    were   more   exaggerated 
and    s:  tinuously    for   the  bed   pa;i.     A    third 

enema    was    given,    after    which    the    patient   became   un- 
us:  the  pulse  was  small.  120;  the  temperature  was 
'.    The  temperature  rapidly  rose  to  109°  F.,  the  res- 
ns  became  very  rapid,  shallow  and  difficult,  and  the 
■    1  lied  eight  hours  after  operation.     A   few  minutes 
death   about  one  quart  of  blood-stained  gelatinous 
.'.    was   discharged    from  the   intestine.     Respiration 
five    minutes    before    cardiac    action.      'I  he    urine 
I   no  albumen.     Xo  autopsy  was  permitted.     Sevi  ral 
.r'terward    it    was    discovered    that    the    nurse    had 
•he    enemata    from   a   stock   bottle    containii 
urated    sodium   chloride   solution.      The   patient    had    thus 
received  nearly  nine  ounces  of  sodium  chlorid. 

Brooks  found  that  the  symptoms  in  rabbits  to  whom 
saturated  sodium  chloride  had  been  fed  (by  stomach 
tubel  corresponded  exactly  to  those  of  the  patient  whom 
he  had  reported 


Idiopathic  Circumscribed  Spinal  Serous  Meningitis.  I 
ll  and    G     P     Mullbb,     P 

Am  , 

191a 

1    ara 
tl 

dura    : 

1  ura   \i   opei  1  d  .   the 
quantity  of   serum  prei      1      \i\ 

o    ectii 
ery  slow  gri 
The  author  summarizes  these  symptoms  a: 

1.     Si  of  a  numb,  burning  char- 

part    or    all    of    a    limb    which    vary    from    day    to 
their  distribul 

-'■      M  taring    in    one 

limb   and   later   in    b  tic   or   flaccid 

nubility  in   1 
which  may  be  increased  or  diminished   in  consecutive  ex- 
aminations.     All    the    reported    cases    thus    far   hav 

-id  clinically  as  spinal  cord  tumors,  but  the  authors 
that  with  a  close  study  of  the  symptoms  and  course 
disease,  a  positive  diagnosis  is  possible.  The  dis- 
ease has  no  definite  etiology;  many  of  the  reported  cases 
are  idiopathic ;  in  a  number  of  instances  the  disc.- 
ascribed  to  a  trauma:  this  was  the  cause  in  the  authors' 
case.  Operation  (splitting  of  the  dura)  usually 
prompt  relief,  especially  if  done  early  in  the  course  of 
the  disease.  In  the  authors'  case,  a  complete  and  prompt 
cure  was  obtained. 

Subcutaneous  Traumatic  Rupture  of  the  Liver.  E.  C. 
Riebel.     Quarte  western  Med- 

ical School,  September,  1910. 
A  case  of  this  rarely  reported  condition  serves  as  the 
basis  of  an  article  that  reviews  the  literature  of  the  sub- 
ject for  the  last  five  years.  The  features  of  the  symp- 
tomatology are  shock,  defense  musculairc,  dulness,  al 
general  abdominal  distension.  The  nature  of  the  trauma 
is  an  essential  factor  in  the  diagnosis.  While  cases  of 
ruptured  liver  do  recover  without  operation,  safety  re- 
quires  early  operation  even  if  hemorrhage  is  not  threaten- 
ing. The  mortality  of  the  44  cases  gathered  from  the  lit- 
erature was  43.1  per  cent.  The  paper  is  enriched  by  a 
brief  resume  of  the  cases  collated  and  by  a  bibliography 
of  the  subject. 

Thyroid  Grafting  and  the  Surgical  Treatment  of  Ex- 
ophthalmic Goiter.  E.  W.  Hey  Graves  and  C.  Joll, 
Bristol,   British    Medio!   Journal,    December   24. 

Graves  and  Joll  report  a  case  of  exopthalmic  goitre  in 
which  the  symptoms  were  relieved  temporarily  after  re- 
moval of  a  lobe  of  the  thyroid  arate  occasions. 

After  both  lobes  were  removed  symptoms  of  mj 
ma  developed.  A  piece  of  thyroid  removed  from  a  pa- 
tient who  was  operated  for  thyroid  adenoma  was  tran-- 
planted  into  the  neck,  whereupon  all  the  symptoms  of 
myxoedema  disappeared.  It  is  of  interest  to  note  also 
that  symptoms  of  tetany  which  appeared  after  the  exter- 
pation  of  botl  ■.-,•  re  found  to  be  largely  psych- 

ical   and    disappeared    after    hypnotism.       The   authors    re- 
view the  literature  of  thyroid  transplantion   fully. 

The  Treatment  of  Splenic  Anemia  by  Splenectomy.     G. 

A.  Sutherland  a  I    rghard,  Lond 

December  24,  1910. 
The   authors   report  two   cases,  one   a  girl   of   13   years. 
the  other  a  child  of  six  years,   in  whom  splenectomy  was 
1  by  a  complete  cure.     In  the  first  case,  4V2  _years 
have  elapsed   from  the  date  of  the  operation  and  the  pa- 
tient   is    perfectly    well.      The    patient's    haemoglobin    has 
risen  from  56  per  cent,  to  90  per  cent,  and  the  red  cells 
from  2,500,000  to  4,500,000.     In  the  second  patient,  operated 
three  months  ago,  the  haemoglobin  has  already  risen  from 
34  per  cent,  to  72  per  cent,  and  the  red  blood  cells  from 
2,500,000  to   5.550,000.     Inasmuch  as  this   form   of   anemia 
is  nearly  always  fatal,  splenectomy  is  therefore  to  be  ree- 
ded. 
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REMARKS    ON    THE    INDICATIONS    FOR 
GASTRO-ENTEROSTOMY. 

Josi  m   B.  Bissell,  M.D., 

Visiting  Surgeon  to  Bellevue  and   St.  Vincent   Hospitals. 

NEW    YORK. 

Before  entering  upon  any  surgical  operation, 
the  indications  for  such  procedure  should  be 
definitely  and  clearly  understood.  The  greater 
the  operation  the  greater  the  necessity  of  under- 
standing why  it  is  to  be  performed.  Before  an 
operation  is  decided  upon,  we  should  have  a 
fairly  clear  idea  of  what  we  may  be  called  upon 
to  do.  Surgical  interference  with  the  viscera  of 
the  abdominal  cavity  may  be  imperatively  called 
for.  <  >n  the  other  hand,  this  operation  has  been 
done  within  the  knowledge  of  all  of  us.  when  the 
necessity  for  so  doing  was  not  apparent,  and  pos- 
sibly the  diagnosis  could  have  been  made  equally 
well  without  surgery,  and  therefore,  without  sub- 
jecting the  patient  to  the  risk  of  a  capital  opera- 
tion. Laparotomy  is  practised  so  frequentl\-  that 
the  ordinary  risk  in  these  cases  is  apt  to  be  over- 
looked. We  are  too  prone  to  assure  the  patient 
and  his  friends  and  family  of  the  ease  and  im- 
munity with  which  this  particular  surgical  ven- 
ture can  be  entered  upon.  We  forget  that,  no 
matter  how  skilful  the  operator,  there  is  always 
present  not  only  definite  risk  of  death,  but  also  a 
risk  of  disability,  discomfort,  and  what  may  be 
of  more  importance,  certainty  of  loss  of  time  with 
more  or  less  mental  and  moral  distress  to  the  pa- 
tient and  relatives,  not  to  mention  the  material  fac- 
tors of  cost  in  money  and  business  interests. 

If  possible,  and  it  ought  to  be.  we  should  be- 
fore operating,  obtain  an  accurate  knowledge  of 
the  nature,  extent  and  probable  course  of  the  dis- 
eased conditions  if  uninterfered  with.  In  draw- 
ing our  conclusions  it  should  also  be  remembered 
that  the  autopsy  room  shows,  according  to  Mr. 
Fenwick,  that  80%  of  the  cases  of  simple  acute 
gastric  ulcer  heal  during  life.  The  indications 
which  present  themselves,  and  which  in  our 
opinion,  call  for  surgical  procedure  should  be  well 
marked  and  indisputable  in  such  a  grave  opera- 
tion as  the  one  under  consideration.  The  indi- 
cations for  this  operation  are  clear,  exact,  unmis- 

*  Read  before  the  City  Hospital  Alumni  Association.  Jan.  12.  1910. 


takable  and  forceful.  Only  'in  a  few  ca- 
there  debatable  ground.  The  pathology  of  the 
various  lesions  in  the  stomach  and  duodenum  tor 
which  we  may  be  called  upon  to  perform  gastro- 
enterostomy is  often  confused  and  difficult  of  dif- 
ferential diagnosis.  Symptoms  of  any  one  of 
these  lesions  resemble  symptoms  of  the  others 
to  such  a  degree  that  it  is  often  impossible  to 
separate  the  various  lesions  or  parts  affected  one 
from  the  other.  This  differentiation,  however, 
is  not  absolutely  essential  for  a  similar  operation 
is  required  in  all  these  different  conditions  as  a 
rule.  At  times  we  may  even  have  to  open  the  ab- 
domen to  determine  the  final  indications,  but  when 
found  they  point  unerringly  to  the  necessary  surg- 
ery. Indications  differ,  depending  upon  whether 
the  case  be  one  for  emergency  or  for  an  operation 
of  election,  or  for  prophylactic  reasons. 

Operations  of  Emergency. — The  imperative 
stomach  operations  are  usually  called  for  by  a 
series  of  symptoms,  as  follows :  severe  pain, 
vomiting,  restraint  of  the  diaphragm,  sensitive- 
ness and  tenderness  over  the  involved  point,  anxi- 
ous facies,  fever,  leucocytosis.  This  demand  may 
not  be  for  gastro-enterostomy.  but  that  opera- 
tion is  frequently  an  adjunct  to  whatever  primary 
operation  is  necessary.  The  operation  of  election 
is  almost  always  one  of  the  varieties  of  gastro- 
enterostomy, that  is,  gastro-duodenostomy  or 
gastrojejunostomy,  anterior  or  posterior.  The 
main  objects  to  be  attained  by  this  operation  are 
rest  and  drainage  of  the  stomach,  with  avoidance 
or  irritation  of  the  lesion,  whether  it  is  in  the 
stomach  itself,  in  the  pylorus  or  in  the  duodenum. 
The  disease  may  be  such  that  it  is  impossible  ot 
a  cure,  but  by  this  operation  we  can  relieve  many 
and  severe  symptoms,  stop  for  a  time  at  least  the 
progress  of  the  disease  and  give  the  patient  many 
weeks,  months  and  even  years  of  comfort  and 
rest.  If  the  disease  is  only  a  simple  ulcer  re- 
peated cures  have  followed  this  operation. 

In  order  to  obtain  a  cure  the  organ  must  be 
relieved  from  work,  it  must  be  at  rest.  If  the 
disease  be  a  malignant  one,  relief  can  be  best 
obtained  by  resting  the  organ.  The  only  way  to 
obtain  rest  of  the  stomach  is  to  keep  it  as  empty 
as  possible,  stopping  its  function.     The  best  meth- 
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:  gasti     enter- 
i  ration  of  election  to  accom- 
plish •  In  this  way  we  carry  the 
as  quickly  a 
n  the  shorti  >und  the  lesion  or  the 
■  the  intestinal  tract,  beyond  the 
where  the  physiological  ac- 
stion  may  still  be  continued.     In 
track  the  objectional  p 
alimentary  canal.    In  addition  this  con 
'"  the  stomach  at  its  in 

A    certain    indication    for  this  operation   i 
e   pylorus   of   whatever   class,    . 
arising  e  wall  of  the  si 

tricial  contraction,  peri-gastritis,  extra- 
adhesions,  pyl  duodena]  flexures  or 
lis  of  any  kind  pressing  upon  or  closing  the 
pyloric   opening.     The   drainage  of  the  sto 
thus   produced,   will   cure   a   simple  stenosis   and 
nly  will  relieve  temporarily  the  other  vari- 
.  while  giving  time  for  other  sur- 
gical  procedures   to   remove  the  exciting  causes 
<•[   the  trouble,  and  thus  relieve  it  permanently 
where  possible. 

Chronic  ulcers  in  any  part  of  the  stomach  or 
the  duodenum,  as  well  as  malignant  di 
imperatively  for  gastro-enterostomy.  Duodenal 
cancer  and  cancer  of  the  pylorus  cause  obsl 
ive  symptoms  which  may  be  relieved  for  a  con- 
siderable period  of  time.  Various  distortion-. 
contractions,  spasms,  and  dilatation  of  the  stom- 
ach, even  if  it  is  pronounced,  call  for  this  remedial 
method.  Perforation  is  an  imperative  demand 
n  and  gastro-enterostomy  may  or  may 
not  be  a  coincident  remedy  with  a  primary  opera- 
tion. Pyloric  retention,  due  to  reflex  spasm  or 
when  due  to  a  short  pyloro-hepatic  ligament  is 
another  imperative  indication.  Duodenal  ulcer 
amendable  to  this  operative  treatment  as  is 
ic  ulcer  and  the  indications  are  equally  posi- 
tive. In  fact,  all  chronic  ulcers  in  the  stomach 
and  duodenum  call  for  this  operative  interference. 
Formerly  a  long  period  of  time  was  wasted  by 
the  treatment  of  these  lesions  in  the  hands  of  the 
internist.  Xow  we  consider  that  the  best  treat- 
ment is  by  surgery.  So-called  callous  or  indur- 
ated ulcers  cannot  be  cured  by  medication.  The 
inflamed  region  must  have  the  opportunity  of 
repair.  The  reaction  of  repair  is  always  exce--ive 
and  results  in  the  formation  of  extraordinary 
amounts  of  new  connective  tissue.  The  gastric  se- 
cretions in  these  cases  are  intensely  irritating  and  if 


imulate    in    I  .1    they    only 

excit 

and  more  new  connective  tissue.  The  contrac- 
tion which  is  characteristic  of  new  connective  tis- 
sue c.iu>e>  a  large  am. .tun   of  puckering 

ach  wall  itself.     E>  idences  of  th 
in  all  autopsies  of  old      1  n      The 

vascular   supply    of  tl  n  is  cut  off  exactly 

as  happens  in  old  indurated  ulc<  ' 
the   i'l  is   irri- 

I  by  the  gastric  secretions  and  the  constant 
churning  of  food  over  this  lesion,  the  greater  the 
ulceration,  the  greater  th.  1   the 

er  the  am. iun1  of  scar  tissue  which  is  fi 
in  the  neighborhood.     Sometimes  tin 

i  bj  a  slow  ly  pei  ih   ulcer  will 

be  of  astounding  size,  from  that  of  a  -mall  peanut 

'--tie  in  perpetu- 
us!   producing   tissue   denutrition    and    cou- 
nt ulceration. 

The  mechanical  dispi  tl ntents  of 

the  stomach  produced  by  this  operation  i<  at 
ome  seen  to  be  of  greal  value.  By  means  of 
drainage  of  the  irritating  stomach  fluids  and  re- 
moval of  the  other  contents  from  the  left  hand 
tomach  immediately  into  the  in- 
nal  tract  great  relief  is  afforded  to  the  ulcer- 
ated surfaces  further  along  in  the  stomach  and  in 
the  duodenum.  Moreover,  gastro-enterostomy 
relieves  this  portion  of  the  alimentary  tract  from 
the  exercise  of  it-  function.  An  inflamed  or  dis- 
eased besl  treated  by  being  put  at  rest 
and  as  much  as  possible  relieved  of  its  functional 
activity.  The  o]  dure  under  con- 
sideration docs  this  to  a  much  greater  extent  than 
could  be  accomplished  by  any  medicinal  re 
or  any  other  means  within  our  knowli 

I  am  aware  of  the  fact  that  lately,  according  to 
some  recent  writers,  theoretically  food  and  fluids 
in  the  stomach  do  not  pass  out  readily  from  the 
stomach  into  the  jejunum  through  the  artificial 
fistula.  Practically  drainage  takes  place  through 
this  opening  and  certainly  the  food  must  pass 
through  there,  because  in  the  case  of  obstruction 
of  the  pylorus  where  this  operation  has  been  per- 
formed, it  is  demonstrated  by  the  presence  of 
fecal  movements,  that  food  taken  into  the  mouth 
has  passed  on  through  the  intestinal  tract. 

The  question  of  how  long  we  should  wait  for 
medical  treatment  to  demonstrate  its  power  in 
the  treatment  of  these  lesions  is  one  which  it  is 
verv    difficult   to   decide.      Deductions    from    the 
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facts  stated  in  this  paper  would  seem  to  prove 
that  after  a  diagnosis  has  been  made  the  sooner 
the  patient  is  turned  over  to  the  surgeon  the  bet' 
ter.  The  question  of  whether  to  operate  in  cases 
of  gastric  neurosis  is  always  of  considerable  in- 
terest to  the  stomach  specialists  and  alienists,  as 
well  as  to  the  interne  and  the  surgeon.  The  ease 
with  which  laparotomy  and  gastro-enterostomy 
can  be  performed  and  the  willingness  with  which 
the  patient  of  to-day  enters  upon  such  grave 
operations  tend  to  make  the  medical  man  and  the 
general  consultant  less  cautious  in  advising  this 
grave  operation  than  he  would  be  if  it  were  at- 
tended with  more  immediate  danger  and  risk  to 
the  patient.  If  this  were  not  so,  I  do  not  believe 
so  many  of  these  cases  of  neurosis  would  come  un- 
der the  knife.  My  own  rule  is  this,  that  unless 
there  is  some  decided  physical,  chemical  and 
bacterial  evidences  of  disease,  such  cases  ought 
not  to  be  operated  upon,  and  this  agrees  with 
the  experience  of  Murphy.  Of  course,  there  are 
exceptions  to  this  rule,  and  there  are  surgeons 
who  believe  that  some  of  these  cases  do  better 
following  an  operation.  These  exceptions  are 
few.  and  the  surgeons  advocating  a  surgical 
remedy  are  fewer. 

Following  is  a  case  in  point  to  cover  some  of 
the  statements  made  above: 

G  S.  E.,  aged  49,  a  literary  man,  came  to  me  in  August, 
1908.  He  had  been  suffering  for  nearly  ten  years  with  at- 
tacks of  acute  pain  following  ingestion  of  food  and  vom- 
iting. He  had  weighed  180  pounds :  when  I  saw  him  in 
August  his  weight  was  under  100.  He  had  become  a  mor- 
phine fiend  and  has  taken  at  times  as  much  as  20  grains 
a  day  to  relieve  his  pain.  The  pain,  which  was  in  the  right 
epigastric  region,  and  which  had  originally  occurred  only 
after  taking  food,  was.  at  the  time  of  his  visit  to  me,  al- 
most constant.  Vomiting  followed  the  taking  of  small 
quantities  of  food  or  fluid  and  was  almost  constant.  Re- 
cently the  pain  had  become  so  severe  after  every  attempt 
a:  nourishment  that  he  had  to  resort  to  washing  out  his 
stomach  for  relief.  He  had  become  expert  at  this  and 
carried  a  tube  around  with  him  for  use  at  any  moment. 
His  stomach  was  enormously  dilated  and  could  be  mapped 
out  extending  almost  to  the  pubic  bone.  What  was 
thought  to  be  a  tumor  was  palpated  extending  from  the 
border  of  the  right  costal  cartilages,  well  down  toward 
the  umbilicus  and  into  the  right  lumbar  region.  The  diag- 
nosis was  made;  of  chronic  ulcer  of  the  stomach  or  duode- 
num with  large  cicatricial  deposit:  this  deposit  caused  the 
obstruction  at  the  pyloric  end  of  the  stomach.  The  possi- 
bility of  malignant  growth  of  the  pylorus  was  also  consid- 
ered. 

The  patient  was  sent  into  the  hospital  and  gastro-enteros- 
tomy was  performed.  The  operation  was  a  posterior  one 
and  the  opening  in  the  stomach  was  made  as  close  as 
possible  to  the  greater  end  of  the  fundus.  In  the  right 
hypogastric  region  and  extending  in  all  directions  below 
and  to  both  sides  from  the  pyloric  end  of  the  stomach  was 
a  large  white  translucent  mass,  certainly  five  inches  in  diam- 
eter, apparently  obstructing  an  enormously  dilated  stomacn. 
Posteriorly  were  found  numerous  nodules  in  the  perito- 
neum and  retroperitoneal  tissues.  It  was  thought  that  the 
mass  was  malignant  and  several  small  glands  were  re- 
moved for  microscopical  examination.    The  pathologist  re- 


ported that  the  tissue  was  simply  inflammatory   with   no 
evidences  of  neoplasm  in  it. 

The  abdomen  was  closed,  the  wound  healed  kindly  and 
the  patient  did  well  and  was  out  of  bed  at  the  end  of 
two  weeks  and  back  at  his  business  in  two  weeks  more. 
All  vomiting  ceased  after  the  anesthesia  was  recovered 
from,  pain  disappeared  and  the  patient  immediately  began 
to  gain  in  weight  and  presented  himself  to  me  recently 
with  no  symptoms  of  stomach  or  duodenal  or  alimentary 
obstruction,  after  he  left  the  hospital,  which  was  some 
time  ago. 

This  case  illustrates  not  only  the  ease  and  im- 
munity with  which  we  can  enter  the  abdominal 
cavity  and  examine  it,  do  things  in  it,  and  close 
it  up  again  with  expectation  of  rapid  healing,  but 
it  also  represents  a  very  frequent  condition  of 
these  extensive  ulcerations.  It  shows,  too,  how 
easily  one  may  mistake  a  simple  benign  for  a 
malignant  growth ;  without  question  this  man 
had  no  malignant  growth  in  his  abdomen.  It 
also  illustrates  the  ease  with  which  these  patients 
seek  morphine  for  relief,  and  the  difficulty  with 
which  we  are  confronted  in  order  to  break  up  the 
habit.  In  spite  of  the  fact  that  this  man  tells  me 
he  is  not  taking  morphine,  he  still  has  some  evi- 
dences that  are  very  characteristic  of  the  mor- 
phine habitue. 
46  W.  55th  St. 


CYSTOSCOPY    AND   URETHERAL   CATHE- 
TERIZATION IN  YOUNG  CHILDREN.* 
Edwin  Beer,  M.D., 

NEW   YORK   CITY. 

Nobody  could  have  dreamt  of  the  great 
changes  that  the  routine  use  of  the  Nitze  and 
other  cystoscopes  would  effect  in  the  pathology, 
diagnosis  and  therapy  of  bladder  and  renal  dis- 
eases. The  changes  were  revolutionary  indeed. 
Into  a  dark,  unclear  field  light  was  literally  intro- 
duced. The  frequency  of  disease  in  this 
anatomical  system  became  evident;  the  diagnosis 
became  accurate,  the  treatment  more  effective, 
and  the  prognosis  more  definite.  Now  every 
adult  patient  has  the  benefit  of  the  accumulated 
experience  of  the  last  decades.  Up  to  date,  how- 
ever, practically  no  systematic  attempt  has  been 
made  to  apply  all  this  knowledge  to  the  elucida- 
tion of  diseases  in  the  urinary  tracts  of  children 
though  occasionally  a  few  instances  of  cytoscopy 
in  children  are  published. 

In  the  1907  edition  of  Nitze's  Work  on  Cytos- 
copy on  page  163  the  situation  of  cystoscopy  in 
young  males  is  described  as  follows :  "In  boys 
under  ten  years  the  narrowness  of  the  urethra 

*  Read    before    the    Genitc-Urinarv    Section    of    the    New    York 
Academy  of  Medicine,  January,   1911. 
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dren, ns  as  well  as  clin- 
shown  that  children  are  by 
no  means  tree  from  d  the  kidneys  and 
bladder,  but  owing  to  the  lack  of  a  serviceable 
.  diagnosis  has  been  lamentably  inac- 
curate. 

While  my  work  was  in  progress,  in  fact  after 
I   had  used   my   instrument   repeatedly,   Portner 
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published  a  paper  in  the  Deutsche  Medizinische 
Wochenschrift*  describing  a  catheterizing  cys- 
toscope** on  the  Xitze  pattern  made  by  the 
I.oewenstein  firm  of  Berlin  with  a  report  of  its 
successful  use  in  a  number  of  cases.  This  is  the 
only  more  or  less  complete  study  of  the  ques- 
tion before  us  that  has  come  to  my  notice.  In 
1908,  while  in  Vienna,  the  manufacturers  kindly 
forwarded  me  one  of  these  instruments  for  in- 
spection and  I  found  it  in  several  regards  un- 
satisfactory for  this  particular  work. 

Though  made  with  this  firm's  usual  care  and  per- 
fect in  itself,  it  is  not  suitable  for  work  in  children 
even  though  its  caliber  is  approximately  No.  17 
French,  as  its  shaft  is  much  too  long  and  flexi- 
ble. Moreover,  the  shaft  is  too  markedly 
flattened  from  side  to  side.    The  latter  are  more 


the  unwieldly  length  and  aggravating  flexibility 
of  the  foreign  (Loewenstein)   instrument. 

My  catheterizing  cystoscopes  measure  15  and 
18  millimeters  in  circumference  respectively. 
Their  shafts  up  to  the  beginning  of  the  catheter 
tunnel  are  9  1/2  cm.  and  12  cm.  in  length  re- 
spectively. The  smaller  instrument  is  particu- 
larly useful  in  small  boys.  Wherever  conditions 
permit  the  use  of  the  larger  instrument,  as  in 
most  young  girls,  it  should  be  used,  as  it  is  easier 
to  interpret  the  findings  by  virtue  of  the  larger 
field.  In  some  cases  with  abnormally  wide  ure- 
thra even  the  adult  cystoscopes  may  be  employed. 
Each  instrument  is  so  constructed  that  the  single 
catheter  tunnel  can  be  readily  detached  and  re- 
applied as  desired,  making  thus  an  examinin 
and  in  catheterizing  cystoscope  in  one.      This   is 


B    (No.    43). 
**  He  also  reported  an  examining  cystoscope.     This  instrument  is 
practically,    as   he   admits,    a   copy    of    the    original    examining   cvsto- 
•cope  made  by   Reiniger-Gebbert  &   Schall   for  oral  cases  as  well  as 
for  my  work. 


•  Nitze— Lebrbuch  der  Kystoskopie,  page  97,  1907. 
••  Nitze — Ibidem. 

***The    examining    instruments    are   approximately    Xos.    loYi 
Viy.    F.   in  caliber. 
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a  distinct  economic  advantage.  The  optical  ar- 
rangement is  practically  that  of  the  Xitze.  The 
Albarran  finger  for  guiding  the  catheter  is  in 
most  respects  the  typical  arrangement,  except 
that  it  slides  in  and  out  of  the  tunnel  as  it  is 
This  was  so  constructed  in  order  to  save 
space  and  reduce  the  caliber  of  the  whole  instru- 
ment. The  cross  section  of  the  cystoscope  is 
practically  circular  and  with  the  catheterizing 
tunnel  attached  it  becomes  ovoid.  The  whole 
instrument  is  solid  and  firm.  The  shaft  is  not 
flexible. 

Both  cystoscope  admit  a  small  catheter,  4-5 
French.  If  both  ureters  have  to  be  catheterized 
specimens  can  be  taken  from  one  ureter  after  the 
other  or  use  may  be  made  of  two  long  whalebone 
bougies  which  have  been  made  for  me  by  Stohl- 
mann.  Pfarre  &  Co.  of  Xew  York.  These  are 
passed  into  the  ureters  and  left  in  place  while 
the  cystoscope  is  withdrawn.  Then  over  these. 
open  end  ureteral  catheters,  that  glide  readily 
over  the  bougies  (Xos.  5-6),  are  threaded  and  in- 
troduced into  the  ureters.  As  yet  I  have  had 
only  one  occasion  to  employ  this  technic  in 
children  after  I  had  tested  it  in  adults.  It  may 
lead  to  slight  traumatism  at  the  meatus  of  the 
ureter.  At  times  there  seems  to  be  some  diffi- 
culty in  obtaining  specimens  through  the  very 
small  catheters.  The  explanation  for  this  is  as 
yet  not  evident  to  me. 

The  optical  apparatus  is  very  clear  and  the 
pictures,  though  small,  are  very  accurate  so  that 
with  a  little  experience  one  can  do  work  which 
is  comparable  with  that  done  in  adults.  I  have 
employed  these  cystoscopes  more  than  a  dozen 
times  and  now  that  I  deem  them  perfected  instru- 
ments I  do  not  hesitate  to  lay  them  before  the 
medical  public,  with  the  hope  that  they  will 
prove  very  serviceable  in  the  hands  of  many  with 
resultant  benefit  to  numerous  little  patients 
whose  condition  with  the  older  methods  could 
not  be  accurately  determined. 

As  far  as  the  technic  is  concerned  it  is  much 
the  same  as  in  adults,  except  that  anesthesia  must 
be  used  more  frequently,  especially  in  boys.  An- 
other difference  is  in  the  fact  that  the  infantile 
bladder  is  situated  more  in  the  abdomen  than 
in  the  pelvis  and  this  allows  the  trigone  to  be 
pu-hed  forward  necessitating  marked  depn  - 
of  the  ocular  end  of  the  cystoscope  to  get  a  good 
view.  It  will  be  found  to  be  a  distinct  advantage 
to  employ  a  deep  injection  of  10  c.cm.  of  a  Y^fc 
sterile  indigo  carmine  solution  to  establish  both 
the  landmarks  of  the  ureters  and  the  activitv  of 


the  two  kidneys.  I  have  used  between  two  and 
three  ounces  of  fluid  in  the  bladder  and  found  the 
dilatation  very  adequate.  Another  point  to  bear 
in  mind  is  that  the  patient's  rectum  should  be 
thoroughly  emptied  for  obvious  reasons. 

The  youngest  patient  cystoscoped  by  me  was 
a  little  girl  of  fourteen  months  and  the  picture  of 
traumatic  ulcers  and  cystitis  following  the  use 
of  a  stone  searcher  were  readily  seen.  The  young- 
est male  child  that  I  have  cystoscoped  was  five 
vears  old.  The  youngest  patient  whose  ureters 
I  have  catheterized  was  a  girl  of  five  years.  This 
was  done  without  anesthesia.  The  youngest  boy 
was  ten  years  old. 

116  West  58th  Street. 


IX JURIES  TO  THE  KIDXEYS.  WITH  END 

RESULTS.* 

Pall  M.  Pilcher,  A.M.,  M.D., 

BROOKLYN,  N.  Y. 

Injuries  to  the  kidney  are  most  frequently  the  re- 
sult of  a  direct  force,  either  a  blow,  a  fall  or  a 
crushing  accident.  Xumerous  cases,  however,  have 
been  seen  which  were  the  result  of  muscular  force 
alone. 

Kiister  in  a  series  of  experiments  showed  that  it 
was  by  no  means  easy  to  cause  a  laceration  of  the 
kidney  unless  the  organ  itself  were  filled  with  fluid. 
If  a  kidney  drained  of  all  of  the  contained  fluids 
was  dropped  from  a  height  to  the  floor,  no  laceration 
took  place.  When,  however,  Kiister  injected  the 
bloodvessels,  tied  them  and  filled  the  pelvis  with 
fluid,  a  kidney  dropped  from  the  same  height 
would  be  badly  lacerated. 

As  to  the  mechanism  of  the  laceration  within  the 
body,  it  is  believed  that  usually  it  is  brought  about 
by  the  kidney  being  forcibly  driven  against  the  ver- 
tebral column,  or  perforated  by  a  rib,  or  crushed  be- 
tween two  solid  objects.  Gunshot  and  stab  wounds 
of  the  kidney  are  occasionally  seen  and  need  no  ex- 
planation. 

All  degrees  of  injury  occur,  varying  from  simple 
contusion  and  minor  lacerations  of  the  parenchyma 
to  complete  purification  of  the  organ. 

It  is  interesting  to  note  that  ruptures  of  the  kid- 
ney may  take  place  from  muscular  effort  alone. 
Watson  reports  a  case  in  which  a  woman  in  reach- 
ing up  and  drawing  down  the  upper  sash  of  a  win- 
dow was  seized  by  a  severe  pain  in  the  right  kidney. 
She  showed  signs  of  severe  shock  and  soon  hema- 
turia appeared.     The  symptoms  continued  and  then 

*  Read  at  the  I9th  Annual  Meeting  of  the  New  York  and  New- 
England  Association  of  Railway  Surgeons. 
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ital  in  Brooklyn,  there  were  twenty-three 
umatic  injury  oi  the  abdominal  viscera  which 
came  to  autopsy.     In  this  series  there  were  ten  in- 
juries due  to  railway  accidents,  five  injuries  to  per- 
.  er  by  wagons,  and  eight  due  to  falls, 
kick-  and  blows.     This  series  represents  only  the 
serious  class  of  cases,  all  of  whom  died  within 
a  few  hours  after  admission  to  the  hospital. 

In  the  twenty-three  cases  there  were  thirty  rup- 
cera,  of  which  nine  occurred  in  the  liver, 
five  in  the  kidney,  five  in  the  spleen  and  seven  in 
the  intestine.  This  shows  a  percentage  of  seven- 
teen occurring  in  the  kidney.  Four  were  of  the  left 
kidney,  one  in  the  right,  and  two  of  both  organs.  In 
three  of  the  cases  there  was  also  a  rupture 
spleen,  and  in  one  case  an  extensive  rupture  of  the 
liver.  The  autopsy  reports  by  Dr.  William  X.  Bel- 
cher showed  that  in  the  first  case  the  upper  end  of 
the  left  kidney  presented  several  stellate  lacerations 
occupying  nearly  one-half  of  the  entire  surface;  the 
right  kidney  showed  hemorrhage  into  the  pelvis  of 
the  organ.  Tn  the  second  case  the  left  kidney  was 
the  seat  of  radiating  pulpefying  lacerations,  the  pel- 
vis of  the  organ  being  full  of  blood ;  the  right  kidney 
was  likewise  the  seat  of  a  small  laceration  at  the 
hilum,  the  pelvis  of  the  organ  being  full  of  blood.  In 
the  third  case  the  left  kidney  was  ruptured  immedi- 
ately cephalad  of  the  point  of  exit  in  the  ureter,  the 
right  kidney  being  normal.  In  the  fourth  case  the 
left  kidnev  presented  three  medium-sized  lacerations 
on  its  superior  surface,  the  pelvis  of  the  organ  being 
generally  lacerated,  the  lacerations  of  the  kidney 
proper,  however,  being  superficial  and  not  extending 
into  the  parenchyma  of  the  organ ;  the  right  kidney 
was  normal.  In  the  fifth  and  last  case  the  left  kid- 
ney was  normal,  while  the  right  organ  was  entirely 
surrounded  by  and  imbedded  in  an  extensive  area  of 
dark  clotted  blood,  the  pelvis  containing  consider- 
able clotted  blood.  In  all  of  these  lacerations  there 
was  but  one  in  which  there  was  marked  destruction 
of  the  kidney,  the  remaining  cases  showing  com- 
paratively superficial  lacerations,  the  deepest  of 
these  being  about  a  millimeter. 

The  majority  of  these  ruptures  of  the  abdominal 
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;   injury  on  the  abdomen  or  back.     The  disti 
fell  wa  ■  nty  feet.     His 

ing  pain  in  the  right  lumba 
creasing  pulse  rate.     A  catheter   was  passed  and 
the  presence  of  large  quantities  of  bio 
emorrl 
within  two  hours  an  operation  was  done  bj    Dr.  Wai 

ng  the  region  of  thi  i  v.      The  organ  was 

found  -  d  as  soon  as  the  kid- 

ney was  disturbed  a  large  clot  of  blood  was  lil 
near  the  pelvis,  and  there  was  an  enormous  gush  of  blood. 
The   vessels   were   secured,   the   kidni 

there  were  found  to  be  tw  dividii  g 

the  kidney   into  halves,  and  the  second  a  deep   lao 
running  off  at  an  angle  from  the  i  ing  at  the  edge 

of  the  pelvis.     The  renal  vein   had   been  torn.     After  re- 
moval of  the  kidney  the  patient  made  a  uneventful  recov- 

Case  II.     Rupture  of  Kidney  from  Kick  of  Hoi 
boy  sixteen  years  of  age  was  brought  to  the  German 
pital   with   the  statement  that  he   had   ju.-t   been   kicked   in 
the  flank  by  a  horse.     He  was  in   a   condition  of  marked 
shock,  and  after  his  entrance  to  the   ho 
removed  bloody  urine   from  his  bladder.     Within   a 
time  thereafter  Dr.  Pilcher  saw  him,  at  which  time 
rallied  somewhat  from  his  shock,  but  there  were   fulln<    -. 
tenderness    and   ecchymosis   in   the   region   oi 
All  the  conditions  pointed  to  a  serious  contusion 
kidney. 

The  usual  lumbar  incision  for  exposing  the  kidney  was 
made.  After  cutting  through  the  superficial  layers  and 
coming  down  the  periren;  region,  an  extensive  hema- 
toma was  revealed  and  '  vithin  the  hematoma 
a  fleshy  mass,  which  was  identified  as  the  lower  portion  of 
the  kidney  completely  torn  off.  Upon  the  removal  of  the 
blood  clot  and  sponging  out  the  cavity  which  had  been 
opened  up  by  the  manipulations,  an  active  hemorrhage  was 
;,i  :  he  remnant  of  the  kidney 
that  was  still  attached.  For  the  control  of  this  bleeding 
it  was  evident  that  that  kidney  should  be  re- 
moved, which  was  done  at  once.  The  patient  made  an 
uncomplicated   recover)-   after   the   nephrectomy. 

Case  III.     Partial  Laceration — Intestinal  Paresis — 
VV.   H.,  aged  26,  was  run  over  by  a  coal  wagon  and  was 
admitted   to  our   service   in   a   condition  of   shock.       I 
was  tenderness  over  the  sternum,  the  abdomen:  and  a 
the  lumbar  spine.    The  abdomen  was  not  rigid  and  it  pre- 
sented no  evidence  of  fluid.    Urine  analysis :    Specific  grav- 
ity 1015.  acid,  large  amount  of  albumen,  few  pus  ceil         d 
many  red  blood  cells.    After  admission  he  had  some 
iting:  the  abdomen  was  markedly  distended  and  there  was 
no  rigidity.     The  bowels  were  moved  by  enema.     Highest 
temperature   100.20  :  the  pulse  improved  in  force  and  be- 
came less  rapid.     On  the  night  of  the  sixth  day  the  abdo- 
domen   suddenly  became  distended,  and  the  bowel- 
not   be   moved    by   enema;    the   patient   became    delirious. 
Operation  eight  days  after  injury.     Median  abdominal  sec- 
tion.   Bloody  serum"in  peritoneal  cavity.    Intestines  great- 
ly   distended.      Large    hematoma    over    left    kidney.      Xo 
other   intraabdominal   injury.     Distention   of  gut   relieved 
by   multiple   puncture   and    suture.     Abdomen   closed.     A. 
lumbar   incision    was   made   over   the   left   kidney    and    a 
large  cavity  filled  with  blood  of  a  urinous  odor  was  evac- 
uated and  drained.     The  patient's  condition  became  worse 
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,-ed  by 
:  ation  and  he  died  twelve  hi  mrs  later. 

The  case  represents  a  certain  class  in  which  no 

■  ation  of  the  peritoneum  can  be  demonstrated, 
but  in  which  intestinal  paresis  ultimately  proves 
fatal. 

Case  IV    Laceration  of  eys  —Death.    A 

Mian  was  >ry  of  having 

a  distance  of  about  forty  feet.    He  sustained  a  frac- 
p  iptom  ternal 

hemorrhage.  An  operation  was  done  upon  him  under  co- 
cain.  making  a  median  abdominal  incision.  Free  blood  in 
idomen  and  laceration  of  the  right  kidney  and  liver 
were  found.  Bleeding  was  controlled  by  packing  with  gauze. 
The  condition  of  shock  was  so  great,  that  it  was  decided 
to  do  nothing  at  the  primary  operation  other  than  to  stop 
the  bleeding.  The  patient  died  a  few  hours  after  oper- 
ation. 

In  this  case  the  associated  injuries  of  other  ab- 
dominal viscera  made  complete  operation  impossible. 
It  was  simply  a  question  of  stopping  the  hemorrhage. 

Case  V.  Recovery  Without  Operation — Primary  • 
A  man  about  30  years  of  age  fell  from  the  roof  of  a 
house,  sustaining  a  fracture  of  the  pelvis,  and  was  ad- 
mitted to  our  service  in  a  serious  condition.  An  exam- 
ination showed  that  there  was  no  laceration  of  the  blad- 
der or  urethra.  He  complained  of  pain  in  the  region  of 
his  right  kidney,  and  it  was  found  that  there  was  blood 
coming  from  the  right  ureter.  There  was  considerable 
rigidity  of  the  right  rectus  muscle,  and  marked  tend' 
in  the  right  costo-verrebral  angle.  It  was  decided  that 
he  had  a  laceration  of  the  kidney,  involving  the  pelvis. 
but  it  was  deemed  best,  on  account  of  the  shock,  to  delay 
any  operation  until  later.  After  three  hours  passed,  the 
pulse  was  slower  and  there  were  no  symptoms  of  pro- 
gressive hemorrhage.  It  was  decided  to  suspend  opera- 
tion until  there  were  active  symptoms  indicating  the  neces- 
sity for  it.  Two  days  following  the  injury  a  large  area 
of  ecchymosis  appeared  in  the  right  lumbar  region  and 
spread  out  over  the  back.  The  lower  ribs  were  immo- 
bilized, and  the  patient  was  kept  at  rest  upon  his  back.  In 
four  days  the  urine  was  passed  without  any  blood  and  the 
patient  made  an  uneventful  recovery. 

We  made  a  definite  diagnosis  of  laceration  of  the  right 
kidney,  but  at  the  time  of  admission  the  patient  was  in 
such  a  profound  state  of  shock  that  any  operative  inter- 
ference would  have  proved  fatal.  The  gradual  improve- 
ment of  his  condition,  together  with  the  diminution  of 
blood  in  his  urine  and  the  absence  of  fever,  decided  us 
against  operation. 

Case  VI.  Recurring  Hemorrhage  Due  to  Hot  Applica- 
tion. A  patient  who  was  struck  by  the  end  of  a  heavy  rope 
in  the  left  lumbar  region  was  seen  by  Dr.  L.  W.  Pearson 
three  hours  after  the  accident.  The  patient  complained  of 
a  severe  pain  over  the  left  kidney ;  the  urine  was  negative ; 
hot  applications  were  made  over  the  painful  area  and  later 
blood  appeared  in  the  urine,  but  cleared  the  following 
morning.  The  pain  still  persisted  and  a  hot  poultice  was 
applied  to  the  side  by  a  neighbor  and  two  hours  after- 
ward the  urine  contained  blood  in  abundance.  The  poul- 
tice was  removed  and  after  two  days  the  urine  cleared  up 
again.  He  was  discharged  after  two  weeks,  entirely  cured. 
Treatment. 

In  going  over  the  statistics  of  the  562  cases  col- 
lected by  Watson,  it  is  found  that  in  the  complicated 
cases  almost  all  of  those  treated  expectantly  died, 
while  66  per  cent,  of  those  treated  by  operation  re- 
covered. Of  all  the  cases  hemorrhage  was  given  as 
the  cause  of  death  in  80,  suppuration  in  41,  anuria  in 
34.  and  shock  in  24. 
Treated  Expectantly: 

Uncomplicated,  mortality  29.0  per  cent. 

Complicated,  mortality  91.0  per  cent. 


Treated  ( ^perath  • 
Uncon  Mortality  18.3  per  cent. 

Complicated,  mortality,  44.0  per 

It  will  be  seen  from  the  statistics  given  above  that 
the  mortality  following  injuries  of  the  kidneys  is 
alarmingly  high,  also  that  the  results  following 
operative  interference  are  about  50  per  cent,  better 
than  in  those  cases  treated  expectantly.  This  in- 
cludes all  classes  of  cases. 

There  is  reason  to  think,  however,  that  the  opera- 
tive treatment  of  uncomplicated  cases  in  the  future 
will  -how  a  much  lower  death  r;  ed  the 

operation  is  undertaken  earlier  and  conducted  more 
thoroughly  than  has  been  done  in  the  past. 

A  number  of  elements  enter  into  the  problem.  In 
the  first  place.  So  of  the  190  deaths  occurred  from 
hemorrhage.  That  this  should  occur  in  so  large  a 
number  of  cases  is  sufficient  proof  that  operation  was 
delayed  too  long.  In  no  case  of  injury  to  the  kid- 
ney or  other  surgical  disease  of  the  kidney  has 
hemorrhage  been  the  cause  of  death  in  our  own  ex- 
perience. It  should  therefore  be  an  absolute  indica- 
tion for  operation.  That  is:  A  hemorrhage  from 
the  kidney  which  persists  in  considerable  amount  or 
is  sufficient  to  produce  systemic  effects  demands 
operative  interference.  If  hemorrhage  continues 
even  in  small  amounts  for  more  than  two  days,  or 
is  recurrent,  or  ceases  suddenly,  all  these  factors 
would  call  for  explorations.  If  no  cause  be  found 
on  the  surface  of  the  kidney,  the  kidney  should  be 
split  from  pole  to  pole  and  the  pelvis  explored.  The 
bleeding  points  may  be  secured  and  the  kidney 
sutured  with  mattress  sutures  of  catgut.  It  should 
be  remembered  that  blood  does  not  appear  in  any 
amount  in  the  urine  unless  the  laceration  extends 
into  the  calices  or  pelvis  of  the  kidney.  Therefore, 
if  a  perirenal  hematoma  is  found  the  kidney 
should  be  thoroughly  explored  before  reposition  of 
the  organ. 

In  those  cases  in  which  a  section  of  the  kidney 
has  been  torn  away,  it  is  not  always  necessary  to 
remove  all  of  the  organ  unless  the  renal  ves-els 
have  been  injured.  When  the  renal  vessels  have 
been  injured  or  when  the  kidney  has  been  ex- 
tensively injured,  removal  of  the  entire  mass  is  in- 
dicated. Injury  of  both  kidneys  would  contra- 
indicate  nephrectomy.  The  presence  of  free  blood 
in  the  peritoneal  cavity  complicating  renal  injury 
calls  for  abdominal  section,  and  it  will  often  be 
found  that  there  are  associated  injuries  of  the 
peritoneum,  mesentery,  liver  or  spleen. 
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to  the 
kidney  occurred  in  41  of  the  ses.     Peri 

nephril  :urred  in  the 

.   in   a    few   purulent   peritonitis, 
ills    for   incision   and   drain- 
ny,  and  peritonitis 
in  which  the  kid- 
ney ti  ed   should   not   be   tem- 
I   with,   but   immediate   nephrectomy   should 
be  done.     If  the  amount  of  hemorrhage  does  not 
ploratory  incision   we  have  no  w: 

•  infection,  but  when  definite  septic 
>uld  be  adopted, 
e  due  either  to  reflex  nervous  dis- 
or  to  blocking  of  the  pelvis  and  ureter 
lots.     In  either  case  operation  may  re- 
lieve the  condition. 

Conclusions. 
1.     The  expectant  treatment  is  indicated  in  cases 
ight  injury  to  the  kidney  in  which  there  is 
only  moderate  or  transitory  hemorrhage  of  short 
duration. 

■  Operation  is  contraindicated  where  both  kid- 
neys are  extensively  injured. 

Operation  is  strongly  advised  where  there  is  pro- 
iive,  recurrent  or  persistent  hemorrhage;  also 
when  infection  has  taken  place. 


Bone  Tuberculosis 
Involvement  of  large  joints  in  the  adult  is  com- 
paratively rare,  the  smaller  joints  being  more  often 
affected.  In  children  the  reverse  is  the  rule.  The 
tubercle  bacilli  always  invade  the  most  vascular 
portions  of  the  bone.  The  spinal  column  and  the 
larger  epiphyses  naturally,  in  the  child,  attract  the 
bacteria.  In  the  adult  where  the  growth  has  ceased 
these  epiphyses  are  hardened  and  offer  greater  re- 
sistance to  the  bacilli  who  seek  smaller  and  less  re- 
sistance fields.  These  are  found  in  the  smaller 
joints,  where  they  lodge  and  begin  their  destructive 
work.  These  smaller  joints  are  more  easily  acces- 
sible and  amenable  to  surgical  treatment.  If  the 
focus  appears  in  the  joint  radical  treatment  is  in- 
dicated more  urgently  than  if  it  is  found  near  a 
joint.  A  focus,  no  matter  how  small,  does  not  in 
the  adult  exhibit  that  tendency  to  spontaneous  ar- 
rest it  does  in  the  child.  In  the  child  there  is  a 
general  systemic  resistance,  in  the  adult  merely  a 
local  walling  off  produced  by  a  proliferation  of  en- 
dosteal cells  around  the  periphery  of  the  advanc- 
ing focus  which  have  become  organized  into  a  fib- 
rinous envelope. — Alexander  Earle  Horwitz  in 
the  St.  Louis  Medical  Review. 
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the  other,  sub- 
sequenl  lition    nol    well    described. 

Husband  well.    Oi  <  e  at  the  age  of  39,  at  die- 

third  in  it  trou- 

ble; had  a  brother  and  sister,  both  of  whom  are  living. 

No  sickness  in  her  life  except  nine- 
teen years  ago  alter  the  birth  of  one  of  her  children  she 
had  a  sore  knee,  which  the  doctor  said  was  erysipelas,  but 
from  her   statements   it   would   seem    then     wa     Minn    kind 

-h    discharged    for 
months  and  then   healed.     She  litis  had  headaches  all  her 
life.    Two  years  ago  she  noticed  that  her  left  eye  was  get- 
ting lower  than   the  right.     At  the  same  time  her  head 
aches  became  worse. 

Status  praesens:  Madly  nourished  woman,  pale,  intel 
lectual  perceptions  dull.  Hand  grip  equal  on  both 
and  strong.  No  difference  in  sensations  on  either  side- 
face  or  limbs.  Gait  is  good ;  no  Romberg  phenomenon ; 
knee  jerks  oil  both  sides  intensely  exaggerated.  No  Ba- 
binski  sign;  tongue  well  projected.  Arteries  soft;  heart 
sounds  normal. 

Condition  of  Eyes.  Eyes  not  on  the  same  plane.  Left 
eye  displaced  downward,  about  13  mm.  lower  than  the 
right.  Excursions  of  left  eyeball  normal  except  upward, 
which  was  considerably  modified.  There  is  marked  ptosis, 
and  eye  is  divergent.  The  media  are  clear,  and  there  is  no 
fundus  change,  unless  possibly  a  slight  blurring  of  the 
disc,  which  is  ill-defined.  The  field  is  normal;  no  scoto- 
110  diplopia;  slight  anesthesia  of  cornea.  The  right 
visions  equals  20/30  with  plus  1  d,  axis  75;  left  eye  20/200, 
no  improvement.  Pupillary  reflexes:  left  eye;  direct  and 
accommodative,  fair,  consensual  about  normal ;  left  pupil 
same  size  as  right;  both  moderately  small. 

The  right  eye:  direct  and  accommodative  normal;  con- 
sensual, considerably  modified,  as  is  to  be  expected. 

Underneath  the  left  orbital  ridge  a  tumor  can  be  felt, 
but  not  seen.  The  tumor  is  about  the  size,  feel  and  con- 
sistency of  a  large  mulberry;  it  is  apparently  attached  to 
some  structure  right  under  the  orbital  ridge;  is  slightly 
movable,  and  its  lower  border  stops  just  short  of  the  eye- 
ball. Its  median  end  starts  about  half  way  of  the  supra- 
orbital ridge,  and  the  outer  end  stops  a  little  short  of  the 
external  canthus.  Its  length  is  about  22  m.m.  and  its 
width  8  m.m.  She  has  no  pain  in  the  region  of  the  tumor, 
and  the  headache  from  which  she  suffers  is  not  localized 
in  this  area.  The  eye  runs  tears  constantly,  and  has  been 
doing  so  for  about  two  years,  the  time  when  she  first  no- 
ticed anything  unusual' about  it. 

It  appears  then  that  the  headachce,  the  lacrimation,  and 
the  displacement  of  the  eye  all  commenced  about  the  same 
time,  two  years  ago.  The  displacement  and  the  lacrima- 
tion have  kept  pace  with  each  other,  but  the  headache, 
while  intermittent,  has  gradually  grown  worse  and  worse. 
Tt  is  remarkable  that  the  field  of  vision  should  be  so  good 
when  the  vision  is  so  noor,  there  being'  no  limitation  of  the 
field  nor  any  scotomata  within  the  field.  Thirty  grains  of 
iodide  of  potassium,  i.  i.  d.  were  given ;  in  a  week  the  head- 
ache disappeared.  This  led  me  to  have  the  Wasserman, 
Noguchi  and  Cobra  venom  test  made.  All  three  proved 
negative.     I  advised  removal  of  the  tumor. 

Operation.  The  eyebrow  having  been  shaved  an  incision 
was  made  through  the  center  of  the  eyebrow,  commenc- 
ing at  a  point  which  corresponds  with  the  supraorbital 
notch,  in  a  curvilinear  direction,  and  terminated  down- 
wards toward  the  outer  canthus.  As  soon  as  the  first  cut 
was  made  the  tissue  was  picked  up  and  slit  with  scissors. 

*  Read  before  the  American  Ophthalmologic^  Societv.  Washing- 
ton, D.  C,  May  : 
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When  the  soft  parts  had  been  divided  down  to  the  tumor, 
aspect  of  the  tumor  presented  in  the  lips  of 
the  wound.  In  a  few  moments  it  could  be  seen  that  the 
lachrymal  gland  lay  upon  the  tumor  and  did  not  consti- 
tute a  part  of  it.  But  the  soft  parts  having  been  completely 
cut  away  throughout  the  length  of  the  incision,  the  little 
finger  of  the  left  hand  was  inserted  and  thrust  backward 
between  the  ball  and  the  roof  of  the  orbit  in  order  to 
determine  the  character  and  extent  of  the  tumor.  This, 
of  course,  forced  the  eyeball  down  strongly  and  the  tumor 
was  found  at  its  posterior  tip  fitting  tightly  in  the  apex 
of  the  orbit.  It  was  apparently  immovable  upwards  and 
slightly  movable  downwards  at  its  tip. 

By  introducing  a  pair  of  enucleation  scissors  alongside 
of  the  little  finger,  the  soft  parts  were  divided  toward  the 
apex  by  alternately  retracting  and  opening  the  scissors  in 
the  manner  suggested  by  my  assistant,  Dr.  Eisenberg.  In 
a  few  moments  the  tumor  became  more  easily  movable, 
and  then  it  was  found  that  the  little  finger  could  be  slipped 
between  its  posterior  tip  and  the  upper  wall  of  the  orbit 
until  it  met  an  obstruction  forward.  It  was  then  found 
that  the  tumor  was  growing  from  the  under  surface  of 
the  orbital  roof.  By  working  from  this  point  with  scis- 
sors and  knife  the  tumor  was  dissected  from  the  under 
surface  of  the  orbit  and  finally  made  to  lie  loose  in  the  or- 
bital cavity.  I  was  able  to  feel  the  rough  surface  of  an 
area  about  the  size  of  the  nail  of  my  middle  finger,  from 
which  the  tumor  had  evidently  grown.  When  it  had  been 
completely  loosened  above,  the  little  finger  was  again  in- 
troduced at  one  side  of  the  wound  and  slipped  downw-ards 
and  inward  between  the  inner  wall  of  the  orbit,  though 
it  seemed  to  be  densely  attached  to  the  soft  parts,  and  I 
thought  at  first,  to  the  eyeball  itself. 

By  introducing  the  enucleation  scissors  again  and  work- 
ing in  the  manner  before  described  I  was  able  to  loosen 
the  tumor  still  more.  A  pair  of  artery  forceps  was  now- 
thrust  down  between  the  tumor  and  the  orbital  wall,  and 
what  appeared  to  be  another  root  was  grasped.  By  pulling 
the  artery  forceps  upward  the  tumor  was  made  to  bulge 
toward  the  outer  side  of  the  wound.  Hugging  the  pos- 
terior surface  of  the  eyeball  very  carefully  and  inclining 
the  scissors  upward  toward  the  tumor,  being  guided  by 
my  finger.  I  was  able  to  detach  the  mass  which  was 
grasped  by  the  artery  forceps,  and  with  one  cut  the  whole 
structure  was  loosened.  It  was  only  necessary  now  to  de- 
fine the  tumor  and  cut  away  the  remaining  attachments. 

The  time  occupied  in  removing  the  entire  mass  was 
twenty  minutes.  The  little  finger  was  now  pushed  again 
into  the  orbit  in  order  to  assure  myself  that  there  was 
nothing  remaining.  I  was  able  to  thrust  my  finger  back 
to  the  apex,  feel  the  optic  nerve,  and  again  felt  the  roof 
of  the  orbit  to  which  the  tumor  had  been  attached. 

As  the  tumor  came  away  it  presented  the  appearance  of 
a  hard  glazed  mass,  apparently  bound  in  a  tight  capsule 
and  somewhat  constricted  irregularly.  On  the  anterior 
aspect  of  the  tumor  there  was  a  mass  which  appeared  to 
me  to  be  partly  connective  tissue,  partly  fat,  and  partly 
lachrymal  gland.  A  piece  of  fat  protruding  from  the  orbit 
into  the  wound  was  cut  away. 

The  wound  was  thoroughly  cleansed  with  1-3,000  bichlor- 
ide, and  closed  with  interrupted  sutures.  A  small  opening 
at  the  outer  and  inferior  point  for  drainage.  It  healed 
by  first  intention  in  24  hours.  There  was  ptosis  but  no 
swelling  of  the  lid. 

In  54  hours  it  was  observed  that  the  right  eyelid  of 
the  patient  had  swelled,  likewise  the  soft  parts  of  the 
bridge  of  the  nose.  The  bandage  was  removed  and  tne 
left  lid  was  found  to  be  intensely  swollen,  more  or  less 
edematous  and  ecchymotic.  The  wound  was  clean  and  the 
eye  completely  shut.  This  condition,  it  is  well  known. 
happens  within  24  hours  to  three  days  after  most  opera- 
tions upon  the  orbit.  It  produced  no  alarm  as  there  were 
no  evidences  whatever  of  suppuration.  Temperature  nor- 
mal. 

The  patient  was  dismissed  from  the  hospital  at  the  end 
of  ten  days,  with  the  wound  neatly  healed  but  with  the 
left  lid  in  a  condition  of  complete  ptosis.  There  was  anes- 
thesia of  outer  side  of  the  brow  extending  up  into  the 
hair  the  anatomical  limitation  of  the  temporal  branches  of 
the   supraorbital   nerve. 


The  skin  about  the  inner  side  of  the  suprorbital 
notch  was  sensitive.  By  starting  the  incision  just 
a  little  to  the  outer  side  of  the  supraorbital  notch 
and  by  dissecting  the  soft  parts  slowly  with  the 
scissors  instead  of  cutting  them  with  a  knife,  I  was 
able  to  avoid  not  only  the  supraorbital  artery  but 
likewise  the  supraorbital  nerve. 

When  I  undertook  this  operation  I  anticipated 
that  at  least  one  hour  would  be  necessary  to  finish 
it.  I  was  perhaps  more  surprised  than  anyone  else 
present  at  the  short  space  of  time  necessary  to 
remove  this  tumor. 

The  photographs  here  shown  represent  the  ap- 
pearance of  the  patient  before  and  after  the  op- 


eration. At  this  writing  the  ptosis  is  still  present, 
but  is  lifting  gradually.  The  anesthesia  of  the 
brow  is  becoming  less.  The  movements  of  the  eye- 
ball in  all  directions  are  perfect,  whereas  they  were 
much  limited  upwards  before  the  operation.  The 
function  of  the  eye  is  still  20/200,  the  same  as  be- 
fore.    Pupillary  reactions  normal. 

The  following  histological  report  of  the  tumor 
was  made  by  Dr.  E.  L.  Oatman : 

''The  specimen  is  an  ovoid  tumor,  28  m.m.  in  length  and 
18  m.m.  in  its  greatest  diameter.  Its  external  surface  is 
fibrous  and  very  slightly  nodular.  The  point  of  attach- 
ment to  the  orbital  walls  is  indicated  by  a  broad,  de- 
nuded area,  measuring  12x^0  m.m.,  the  cut  surface  is 
white,  smooth  and  firm. 

"Microscopic  Examination.  The  unattached  portion  of  the 
tumor  is  enclosed  in  a  fibrous  connective  tissue  capsule. 
A  small  section  of  the  normal  lachrymal  gland  is  at- 
tached to  the  external  surface  of  the  capsule  which  en- 
tirely separates  the  gland  from  the  tumor.  At  this  point 
the  capsule  and  gland  stroma  are  infiltrated  by  an  old 
extravasation  of  blood,  evidently  of  traumatic  origin.  The 
neoplasm  is  an  endothelioma,  apparently  originating  in  the 
lymph  channels  of  the  orbital  periosteum.  It  is  nearly 
nonvascular,  only  a  few  insignificant  blood  cells  being 
demonstrable.      Histologically,    it    is    composed   of   epithe- 
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se  growths  are  not  actively  malignant  and  when 
once  removed  do  not  recur.  If  neglected  they  may  in- 
filtrate and  destroy  the  surrounding  tissues  and  even  cause 
death  through  metastases.  In  most  cases  rapid  degener- 
ative changes  result  in  the  formation 

which  exhibits  little  or  none  of  the  original  tumor  struc- 
ture. 
"Diagnosis,  cylindroma  orbita   (endothelioma )." 

In  concluding  the  description  of  this  case  I  de- 
sire to  submit  a  few  remarks  in  regard  to  the  best 
method  of  operating  upon  tumors  of  the  orbit. 

As  a  rule,  we  operate  for  these  tumors  through 
the  region  of  the  brow,  more  or  less  in  the  manner 
I  have  described.  Incision  is  made  by  some  through 
the  brow  itself  or  just  beneath  the  brow.  The 
length  of  the  incision  seems  to  vary  at  timi 
cording  to  the  location  of  the  tumor. 

Some  surgeons,  however,  prefer  the  so-called 
Kronlein  operation  for  the  removal  of  deep  seated 
tumors,  particularly  those  which  grow  from  or 
r.re  attached  to  the  optic  nerve.  In  1886.  Wagner 
suggested  an  operation  which  has  subsequently 
borne   the   name   of   Kronlein.     In    1887.    Kronlein 
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cision  through  the  brow.     My  other  case  was  the 
one  herein  described. 

I  have  never  done  the  Kronlein  operation,  but 
from  my  experience  I  am  inclined  to  think  it  is  an 
unnecessary  one.  In  the  skull  which  I  have  in  my 
I -ion.  the  frontal  sinus  extends  from  the  me- 
dian line  outward  30  to  32  mm.  and  a-  it  approaches 
its  termination  toward  the  temple,  the  depth  of  the 
cavity  becomes  narrower  and  narrower.  Those 
measurements  will  'bring  the  termination  of  the 
frontal  sinus  to  a  point  which  corresponds  to  four 
or  five  millimeters  from  the  orbital  notch.  It  would, 
therefore,  be  quite  possible  to  remove  a  portion  of 
the  orbit  which  lies  between  this  point  and  the  tem- 
poral suture  of  the  orbital  wall  without  opening 
the  sinus  or  entering  the  cerebral  cavity.  In  the 
sktili  to  which  I  have  referred  I  have  outlined  with 
ink  a  semilunar  area  20  millimeters  in  length,  and 
about  5  to  7  in  width.  By  cutting  down  upon  the 
edge  of  the  orbit,  carefully   reflecting  the   perios- 
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teum,  it  will  be  possible  I  1  remove  the  bone  and 
leave  the  periosteum  remaining  by  stitching  the 
periosteal  wound  together.  In  this  way  the  post- 
operative formation  of  bone  might  be  achieved. 

Just  at  the  points  suggested  by  Wagner  and 
Kronlein  for  the  removal  of  the  orbital  walls,  the 
wall  of  the  orbit  inclines  inward  and  is  almost  flush 
with  the  edge.  Whereas,  in  the  region  I  have  de- 
scribed there  is  between  10  and  15  millimeters  of 
depth  from  the  edge  of  the  orbit  to  the  point  where 
the  wall  passes  into  the  roof.     It  is  this  overhang- 


■  rable  thickness  of  bone. 
It  i>  simply  impossible  to  return  this  flap  and  make 
it  coapt  completely  with  the  opposing  bony  sur- 
faces. This  is  largely  the  reason  for  the  deformity 
which  exists  after  the  operation. 

It  is  true  that  in  the  operation  which  I  suggest 
the  bone  is  completely  sacrificed,  but  I  believe  that 
if  the  periosteum  is  properly  reflected  and  sewed 
up  that  new  bone  will  be  formed. 

It  is  well  known  that  in  all  operations  for  orbital 
tumors  where  incision  is  made  through  or  beneath 


ing  brow  rather  than  the  outer  wall  of  the  orbit 
which  interferes  with  manipulation  in  the  depth 
of  the  orbit.  I  suggest  therefore  in  substitution  for 
the  Wagner  and  Kronlein  operation,  that  an  ellip- 
tical piece  of  bone,  approximately  of  the  size  men- 
tioned, be  removed  subperiosteal!)-  from  the  region 
outlined.  Whatever  deformity  might  follow  this 
operation  it  is  quite  clear  to  me  that  it  could  be 
no  worse  than  that  following  the  Kronlein.  More- 
over, the  orbit  is  attacked  at  a  point  which  lies  half- 
way between  the  superior  and  the  external  rectus 
muscle,  consequently  the  possibility  of  restriction 
of  muscular  movements  afterwards  is  not  so  great 
as  in  the  Kronlein  procedure,  which  is  frequently 
followed  by  restriction  of  the  movements  of  the 
eyeball  outward. 

The  Kronlein  operation  involves  cutting  through 
a  very  thick  portion  of  bone  below,  where  the  orbit 
rises  from  the  zvgoma.  likewise  above  it  is  neces- 


the  brow  and  the  levator  palpebra  superius  is  cut, 
there  is  more  or  less  ptosis  following  the  procedure. 
The  ptosis  in  the  case  which  I  have  described  was 
very  great.  Nevertheless  the  eyelid  is  lifting  slow- 
ly and  in  time  will  be  almost  normal.  This  is  usually 
the  case.  I  believe,  however,  that  we  can  improve 
our  technic  in  this  matter  by  stitching  together  as 
nearly  as  possible  the  cut  ends  of  the  levator  pal- 
pebra superius  by  subcutaneous  sutures  of  catgut, 
and  I  suggest  that  procedure  in  all  operations  in 
which  incision  is  made  through  the  brow. 

The  tumor  which  was  removed  in  this  case  was 
28  mm.  in  length  and  18  in  its  greatest  diameter. 
The  orbit  in  the  skull  which  I  have  in  my  posses- 
sion is  40  mm.  long,  therefore  there  were  but  12 
mm.  of  space  unoccupied  by  the  tumor.  By  fol- 
lowing with  my  little  finger  I  was  able  to  determine 
the  fact  that  the  tumor  grew  from  the  roof  of  the 
orbit  and  commenced  at  a  point  where  the  vertical 
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it   the  Kronlein  operation  was  un- 
sary   in  this  case,  and  the  ease  with   which 
d  tumors  are  removed  has  led  me 
m  the  opinion  which  I  have  herein  expressed. 
As  shown  by  the  skiagraph,  the  orbit  on  the  left 
side  was  larger  than  the  orbit  on  the  right;  though 
the  difference  was  very  slight,  this  fact  may  have 
e  1  me  somewhat  in  removing  the  tumor  so 
easily  and  so  quickly.     I  believe  that  in  the  great 
majority  of  cases,  if  the  brow  incision  is  made  and 
carried   from  the  inner  canthus  out  to  the  outer 
canthus,  that  most  tumors,  however  deep  seated, 
may  be  removed.    If,  however,  any  difficulty  is  ex- 
perienced, I  believe  that  the  suggestion   which   I 
have  made  here  in  regard  to  removing  the  outer 
third  of  the  supraorbital  ridge  in  the  manner  which 
I  have  indicated  should  surely  obviate  the  neces- 
the  Kronlein  operation.     I  believe  that  the 
procedure  which  I  have  suggested  should  be  em- 
it' there  is  reason  to  assume  that  the  tumor 
grows  from  the  upper  and  outer  side  of  the  orbit 
or  from  the  outer  side  of  the  optic  nerve. 
1 1  East  48x11  Street. 


Pain  in  the  Back. 


If  one  goes  over  the  history  of  patients  suffer- 
ing from  Bright's  disease,  from  stone  in  the  kid- 
ney, or  from  septic  infection  of  the  kidney,  it  is 
surprising  to  note  how  few  cases,  if  any,  have 
pain  in  the  back;  that  is  to  say,  pain  referred  to 
the  vertebral  column.  In  most  of  these  cases  the 
pain  is  a  dull  ache  or  soreness  referred  to  the 
lumbar  region,  and  in  the  case  of  colic  it  is  usually 
referred  along  a  definite  path.  So,  also,  the  num- 
ber of  cases  of  pain  in  the  back,  popularly  re- 
ferred to  some  displacement  of  the  pelvic  viscera, 
is  far  too  great  to  have  any  definite  scientific  rea- 
son for  localizing  the  cause  in  that  region,  and 
the  proof  of  this  lies  in  the  fact  that  so  many  of 
the  leading  gynaecologists  of  the  day  are  very 
conservative  in  their  operating  on  this  class  of 
cases. — W.  G.  Turner,  in  the  Montreal  Medical 
Journal. 


REM  VRKS  ON  Till 
WARTS,  XKYI  AND  CYSTS  1  >F   Mil'.  SKIN. 

D.  W.  Harrington,  A.M..  M.D. 

MII.W  All 

There  are  few  fields  in  medical  and  surgical  prac- 
tice more  neglected  by  the  •  ession  than 
the  one  covered  by  the  title  e,  We  are 
often  looking  for  new  and  distant  worlds  to  con- 
quer and  neglecting  the  one  at  our  feet.  We  fail  to 
see  the  disagreeable  objects  upon  our  glasses  they 
are  so  near  our  ey<  has  been  so 
generally  focused  upon  the  larger  operations  in 
late  years  that  we  do  overlook  the  smaller 
This  field  of  work  has  been  so  thoroughly  neglected 
by  surgeons  that,  like  other  neglected  fields  of  prac- 
tice, it  has  been  taken  over  by  "advertising  special- 
who  are  not  of  the  profession. 

One  who  has  cultivated  his  observation  cannot 
fail  to  notice  how  numerous  are  moles,  warts  and 
nevi  of  the  faces,  necks,  arms  and  hands  of  people 
who  would  be  handsome  if  they  did  not  possess  these 
disfigurements.  When  one  has  given  the  attention 
to  the  subject  that  it  deserves,  one  wonders  that  in 
these  progressive  times  any  individual  who  thinks 
at  all  of  personal  appearance  will  carry  through  life 
a  disfiguring  mole  or  wart  on  some  prominent  part 
of  the  face  or  neck.  Yet  we  see  them  on  every  side 
as  though  the  thought  of  having  them  removed  had 
never  entered  the  minds  of  their  bearers. 

I  frequently  ride  on  the  car  with  a  physician  who 
has  a  large  elevated  mole  at  the  angle  of  his  nose ; 
one  would  think  that  for  the  sake  of  his  patients,  if 
not  for  his  own  and  his  wife's,  he  would  dispose  of 
it.  I  recently  removed  sixteen  elevated  moles, 
mostly  of  the  hairy  variety,  from  the  face  and  neck 
of  an  unmarried  woman  forty-one  years  of  age, 
thus  converting  her  into  quite  a  handsome  woman. 
If  this  had  been  done  when  she  was  at  the  age  of 
sixteen  it  might  have  changed  her  whole  life  his- 
tory and  made  history  for  others  that  never  were. 
I  asked  her  why  she  did  not  have  it  done  before  and 
she  answered  that  the  thought  never  occurred  to 
her  and  that  she  did  not  know  that  it  could  be 
done.  She  submitted  to  the  procedure  as  the  re- 
sult of  a  suggestion  on  my  part  while  treating  her 
for  another  trouble.  A  man  from  out  of  the  city 
recently  consulted  me  for  arteriosclerosis.  He  had 
upon  one  cheek  a  large  angry-looking  elevated  mole 
that  he  had  carried  about  for  fifty-six  years.  At 
my  suggestion  he  let  me  remove  it  and  when  asked 
why  he  did  not  have  it  done  before  he  said  the 
thought   never  occurred   to   him.     He    went   hom~ 
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greatly  pleased  at  being  rid  of  one  small 
burden. 

The  opportunity  presents  itself  almost  daily  to  the 
general  practitioner  to  suggest  some  such  improve- 
ment in  the  appearance  of  his  patients.  As  I  look 
back  over  my  twenty-two  years  of  practice  I  re- 
member many  cases  in  which  a  mere  suggestion 
would  have  been  sufficient  to  induce  a  patient  to 
have  some  disfigurements  removed;  during  the  first 
ten  years  of  my  practice  the  idea  of  doing  this  did 
not  even  suggest  itself  to  my  mind. 

Most  persons,  both  men  and  women,  are  willing 
to  have  their  natural  beauty  enhanced.  Occasion- 
ally we  meet  with  those,  especially  among  the  older 
generation,  who  have  a  superstitious  fear  of  having 
such  growths  removed  and  who  will  say:  "I 
wouldn't  have  that  touched  for  the  world."  Many 
such  fatalists  seem  to  have  an  idea  that  such 
"marks"  were  given  them  with  an  intention  and 
that  it  would  be  a  contravention  of  the  will  of  the 
Powers  that  be  to  interfere  in  such  matters.  If  one 
explain  that  there  is  nothing  more  unreasonable  in 
removing  them  than  in  cutting  the  hair  that  grows 
upon  them,  or  pairing  the  nails  or  removing  corns, 
these  persons  will  usually  begin  to  use  a  little  reason. 

I  think  it  is  the  duty  of  the  profession  to  urge 
the  removal  of  these  growths  especially  the  colored 
or  pigmented  moles  because  of  the  real  danger  of 
their  changing  into  malignant  tumors.  The  fre- 
quency with  which  they  increase  in  size  and  develop 
a  malignant  character  makes  them  a  positive  dan- 
ger, and  when  they  have  begun  to  grow  it  usually 
means  that  they  have  already  changed  into  malig- 
nant growths. 

W.  W.  Keen  has  found  that  growths  developing 
from  warts  proper  are  generally  epithelial  cancers 
and  Mr.  Eve  {London  Hosp.  Reports)  found  that 
twenty-six  out  of  thirty-three  colored  moles  that 
underwent  malignant  change  became  melanotic  sar- 
comata which  are  even  more  malignant  than  cancer. 

Wilson  and  Kaltyer  claim  that  96  per  cent,  of 
melanotic  sarcomata  have  their  origin  in  pigmented 
moles  and  nevi  which  seem  sufficient  reason  for  the 
early  removal  of  all  such  "marks." 

In  the  case  referred  to  above  in  which  I  re- 
moved sixteen  moles,  I  operated  about  a  year  be- 
fore for  chronic  appendicitis  and  on  the  same  side 
I  found  an  ovarian  cyst  as  large  as  a  cocoanut.  In 
■one  case,  recently  operated  upon,  several  members 
of  the  family  have  large  hairy  moles  and  one  of 
those  members  had  a  fibroid  tumor  of  the  uterus. 
In  several  other  cases  in  which  I  removed  moles 
and  warts  and  nevi  operations  had  been  done  for 


other  growths  on  or  within  the  body.  The  ques- 
tion is  naturally  suggested  whether  in  individuals 
predisposed  to  abnormal  developments  upon  the 
skin  surface  of  the  body,  there  is  a  greater  liability 
to  abnormal  growths  in  other  tissues,  and  especially 
those  originating  from  the  same  embryonal  layer. 
I  do  not  know  whether  any  accurate  observations 
have  been  made  upon  this  subject.  What  the  de- 
termining factor  is  when  a  benign  mole,  wart  or 
nevus  takes  on  a  malignant  change  we  do  not  know, 
but  it  is  clear  that  any  elevation  above  the  surface 
of  the  skin  is  subject  to  many  forms  of  irritation 
such  as  the  friction  of  clothing,  towels,  rubbing  in 
bathing,  bites  of  insects,  cuts  in  shaving,  etc. 

In  the  removal  of  such  growths  three  objects 
should  be  kept  in  view,  the  complete  removal  of 
the  tissue  that  might  become  malignant,  the  com- 
plete removal  of  the  roots  of  the  hair  in  hairy  moles, 
and  the  least  possible  after-effect  in  the  way  of  a 
scar. 

It  is  said  of  certain  methods  that  they  leave  no 
scar  but  I  have  yet  to  see  a  case  in  which  some  scar 
tissue  cannot  be  detected.  The  claims  for  par- 
ticular methods  are  usually  extravagant  in  propor- 
tion as  the  methods  are  new  and  the  apparatus  used 
is  expensive. 

After  considerable  experience  and  observation 
I  have  come  to  rely  chiefly  upon  excision.  It  has 
the  special  advantage  of  general  utility  among  all 
surgeons  and  general  practitioners  who  are  ac- 
customed to  doing  neat  work. 

Very  small  moles  that  are  not  elevated  may  be 
satisfactorily  removed  by  the  application  of  any 
efficient  caustic,  care  being  taken  not  to  apply  it 
too  long  else  a  small  depression  may  be  left.  One 
never  can  exactly  limit  the  destructive  action  of 
any  caustic  agent.  Occasionally  we  meet  an  in- 
dividual whose  skin  reacts  badly  to  the  action  of 
any  irritant.  Excision,  if  properly  done,  gives  quick 
results,  leaves  no  depression  and  gives  the  least 
possible  scarring. 

It  would  seem  quite  unnecessary  to  give  the 
technic  of  so  slight  an  operation,  yet  my  observa- 
tion of  the  work  of  able  surgeons  and  my  personal 
experience  have  taught  me  that  in  this  field  good  re- 
sults depend  entirely  upon  close  attention  to  the 
minor  details,  and  by  good  results  I  mean  chiefly 
the  absence  of  scarring. 

After  the  usual  surgical  cleansing  of  the  skin  any 
local  anesthetic  may  be  used.  For  the  injection  I  use 
the  finest  hypodermatic  needle  that  I  can  find,  one 
that  is  new-,  clean  and  sharp,  for  the  skin  of  the 
face  is  very  sensitive  and  our  patients  do  not  like  to 
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elliptical  area  the  edges  of  which  are  easily  brought 
er  by  one  or  two  fine  hair  sutures.  If  the 
th  be  rather  large  and  if  it  be  removed  from 
some  part  of  the  face  where  the  skin  is  firm  and 
tight  as  on  the  chin,  nose,  cheek  or  forehead,  it  may 
be  necessary  to  split  the  skin  gh\  distance 

on   either   side   so   that   the   superficial   layer    will 
readily  side  on  the  deeper  la  '  the  middle 

line,  thus  diminishing  the  tension  on  the  sutures. 

Even  in  the  case  of  very  small  growths  I  prefer 
two  fine  suru  not  to  leave  a  small  space  in 

the  angle  in  which  the  superficial  layers  of  skin  are 
not  in  contact.  Care  must  be  taken  not  to  draw  the 
sutures  too  tight  nor  to  leave  them  in  too  long  else 
marks  may  be  left.  I  usually  remove  them 
on  the  third  or  fourth  day,  leaving  them  longest 
where  the  skin  is 

The  wound  is  dressed  with  a  flake  of  cotton  in 
flexible  colodion.  The  same  kind  of  dressing  is 
put  on  after  the  sutures  are  removed  and  is  left  on 
three  or  four  days  longer.  The  greatest  scarring 
that  one  can  have  in  such  cases  is  a  line  the  length 
of  the  incision  and  usually  after  two  or  three  months 
the  scar  cannot  be  seen  upon  ordinary  observation. 

The  particular  feature  of  this  procedure  that  I 
wish  to  emphasize  is  the  use  of  the  tenaculum  in 
raising  and  steadying  the  growth  and  of  the  straight 
bistoury  in  removing  it :  I  have  seen  very  bungling 
work  done  in  trying  to  grasp  such  a  growth  on  firm 
tense  skin  with  a  pair  of  forceps  and  then  rem 
with  a  pair  of  dull  scissors. 

In  the  removal  of  small  sebaceous  cysts  from 
under  the  skin  and  especially  from  beneath  the 
scalp  I  accidently  hit  upon  a  method  that  has  seemed 
very  successful  in  several  cases.  Such  cysts  are 
usually  adherent  to  the  skin  on  their  superficial 
side  but  not  to  the  underlying  tissues.  There  is 
often  much  difficultv  in  dissecting:  the  skin  off  the 
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Mental  shock  in  I  isposed  to  n 

lers  sometimes  results  in  epileptic  convulsions. 
In   such   cases   physical    injury   is   not   a  nee. 

but  as  in  this  State  no  one  can  recover 
damages  for  mental  shock  alone,  some  form  of 
physical  injury  i<  always  discovered,  and  is  gener- 
ally present. 

In  what  manner  fright  or  shock  causes  epilepsy 
I  thoroughly  understood.  Possibly  fright  so 
ges  the  chemical  character  of  the  blood  that  it 
becomes  poisonous  to  the  brain  cells;  that  fright 
ma}-  chemically  change  the  various  secretions  of  the 
body  is  well  known ;  thus  fright  may  make  the  milk 
change  the  character  of  the  gastric  juice. 
change  the  saliva,  and  possi'bly  in  the  same  way  the 
blood  is  so  altered  that  it  may  exert  a  powerful 
toxic  influence  upon  the  brain  cells,  thus  causing 
convulsions.  Again  the  brain  cells,  as  a  result  of 
the  shock,  may  become  so  paralyzed  that  they  cannot 
perform  their  metabolic  functions,  and  they  become 
therefore  so  greatly  enfeebled  that  they  can  neither 
void  the  toxic  influence-,  which  are  generally  pres- 
ent in  the  circulation,  nor  perform  their  own  nutri- 
tional changes  properly.  In  any  event  there  is  no 
doubt  that  true  epileptic  seizures  may  follow  shock 
or  fright  unattended  by  physical  injury  of  any  kind, 
but  I  am  convinced  that  it  rarely,  if  ever.  d.  u 
unless  the  individual  is  congenitally  endowed  with 
a  distinctly  neurotic  constitution. 

Injury  to  the  cranium  alone,  without  injury  to  the 
brain  or  its  membranes,  is  not  in  itself  a  competent 
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cause  for  the  development  of  epilepsy;  but  many  in- 
juries to  the  membranes  and  the  brain  may  be  either 
caused  directly  from  the  same  violence  that  injures 
the  cranium,  or  are  secondary  to  the  cranial  injury 
itself.  The  injuries  to  the  membranes  which  may 
cause  epilepsy  are  adhesions,  pachymeningitis, 
hematomata  and  tumors. 

Adhesions  between  the  dura  and  the  skull,  and 
between  the  dura  and  the  membranes  beneath  are 
frequently  a  result  of  blows  upon  the  head,  often 
without  any  injury  to  the  cranium.  The  consequent 
irritation  to  the  cortex  causes  convulsions,  which 
may  be  either  of  the  Jacksonian  or  the  general  type, 
according  to  the  location  of  the  adhesions. 

Pachymeningitis,  which  is  generally  accompanied 
me  hemorrhage,   is  invariably   followed  by  a 
thickening  of  the  membrane,  and  by  adhesions,  and 
is   a   competent  cause   for   the  production   of   con- 
vulsions. 

Hematomata  usually  occur  at  the  site  of  the  in- 
jury, but  infrequently  are  found  at  points  diametric- 
ally opposite  to  where  the  blow  has  been  received. 
Hemorrhages  over  the  motor  cortex  are  generally 
followed  by  convulsions  of  the  Jacksonian  type;  in 
other  parts  of  the  brain  the  convulsions  are  general 
if  they  occur  at  all. 

Tumors  may  develop  in  any  part  of  the  mem- 
brane as  the  result  of  injury  to  the  head.  The  in- 
juries to  the  brain  that  may  arise  from  traumatism 
and  result  in  convulsions  are  simple  degeneration  of 
the  cortical  cells,  hemorrhage  into  the  brain  sub- 
stance, which  may  be  either  gross  or  minute,  and  the 
development  of  tumors,  cysts  and  abscesses. 

Degeneration  of  the  cortical  ceils  generally  occurs 
immediately  beneath  the  place  where  the  blow  was 
received.  In  one  case  that  came  under  my  observa- 
tion, a  boy.  who  had  been  -truck  upon  the  top  of 
the  head  in  a  railroad  accident,  developed  epilepsy. 
An  operation  performed  at  the  point  of  injury 
showed  quite  extensive  adhesions  between  the  dura 
and  the  skull  and  some  thickening  of  the  dura.  A 
piece  of  the  cortex  was  excised  and  sent  to  the 
laboratory  for  examination.  A  quite  extensive  de- 
generation of  the  cortical  cells  was  found.  It  is  be- 
lieved that  this  degeneration  results  from  the  direct 
shock  of  the  injury,  paralyzing  the  activity  of  the 
cells  so  that  their  nutrition  is  either  perverted  or 
arrested,  and  hence  degeneration  follows. 

Hemorrhages  may  occur  in  any  part  of  the  brain 
from  injury  to  the  head,  oarticularly  in  those  whose 
bloodvessels  are  more  or  less  degenerated.  The  ex- 
travasation may  be  either  extensive,  or  there  mav  be 


a  great  many  minute  hemorrhages.     In  either  case 
convulsions  may  become  established. 

Tumors,  cysts  and  abscesses  may  develop  in  any 
part  of  the  brain  as  the  result  of  traumatism,  and 
they  frequently  give  rise  to  epileptic  convulsions. 

Convulsions  do  not  always  immediately  follow  an 
injury  to  the  head,  but  sometimes  do.  This  is  par- 
ticularly so  in  the  convulsions  which  follow  from 
fright  and  from  hemorrhage,  whether  the  latter  be 
meningeal  or  cerebral.  Late  convulsions  follow  the 
development  of  meningitis,  adhesions,  simple  de- 
generation of  the  cortex  and  the  development  of 
tumors,  cysts  and  abscesses. 

It  is  not  always  an  easy  matter  to  differentiate 
epilepsy  from  hysteria.  It  is  well  known  that 
hysterial  convulsions  may  develop  as  the  result  of  a 
traumatism,  and  unless  a  careful  study  of  the  symp- 
toms is  made,  one  is  apt  to  be  deceived.  The  text- 
books generally  describe  in  parallel  columns  the 
symptoms  differentiating  epilepsy  from  hysteria, 
but  there  are  many  cases  of  epilepsy  that  so  closely 
simulate  hysteria,  and  so  many  cases  of  hysteria 
that  closely  resemble  epilepsy,  that  it  is  by  no  means 
an  easy  matter  to  immediately  differentiate  one  from 
the  other. 

A  form  of  epilepsy  which  sometimes  develops 
from  injury  to  the  head  is  that  of  psychic  epilepsy. 
In  this  form  the  individual  unconsciously,  auto- 
matically, and  with  apparent  purpose,  performs  a 
number  of  coordinate  acts,  and  is  yet  unconscious  of 
the  entire  proceedings.  A  young  man,  who  con- 
sulted me  after  having  received  an  injury  to  the 
head  in  a  railroad  collision,  told  me  that  he,  having 
been  sent  to  a  house  to  repair  a  lock,  suddenly 
ceased  working,  went  to  the  piano,  opened  it,  sat 
down  before  it,  and  began  to  bang  on  the  keys  and 
shout.  The  owner  of  the  house,  not  appreciating 
his  musical  efforts,  threw  him  out.  He  then  walked 
about  a  mile  from  the  house  before  he  came  to  him- 
self. He  did  not  know  any  of  the  features  of  the 
episode,  and  had  been  unconscious  during  the  entire 
attack.  Frequently  these  psychic  attacks  follow  or 
precede  general  convulsions,  but  sometimes  they 
take  the  place  of  them  altogether. 

The  prognosis  of  traumatic  epilepsy  is  not  good. 
Generally  the  injuries  are  of  an  organic  nature 
which  cannot  be  cured,  and  operative  procedures  are 
in  the  main  only  palliative,  or  at  the  best  secure 
but  temporary  relief.  The  best  results  are  obtained 
in  those  cases  which  are  due  to  adhesions  and  to 
hemorrhage  between  the  dura  and  the  brain,  and  to 
simple  irritation  of  the  brain  cortex  from  depres- 
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Taken  at  its  best,  traumatic  epilepsy,  from  what- 
serious  condition,  tbe  number  of 
-  recovering  being  comparatively  few. 

TRAUMATIC    INSANITY. 

Severe  trauma  to  the  head  induces  a  lessened 
power  of  resistance  of  the  brain  to  ordinary  mor- 
biginous  agents.  The  brain  cells  lose  their  phago- 
cytic or  biometabolic  power  over  the  toxic  sub- 
stances or  the  microorganisms  that  are  in  the  circu- 
lation, especially  if'  there  is  any  hereditary  or  ac- 
quired predisposition  to  disease,  such  as  is  caused  by 
^alcohol,  syphilis,  sexual  excesses,  worry  and  over- 
work. 

tin,  a  blow  upon  the  head  may  so  paralyze  the 
activity  of  the  cortical  cells  that  they  become  unable 
to  perform  their  metabolic  functions,  and  as  a  result 
perversions  of  nutrition  follow,  often  with  distinct 
degenerative  changes  in  the  cell  bodies,  which 
though  generally  transient,  may  become  permanent 
and  progressive,  leading  to  chronic  insanity.  Par- 
ticularly is  this  the  case  in  those  who  would  have 
developed  insanity  anyway  in  the  course  of  time. 
Here  the  trauma  acts  as  an  etiological  factor,  merely 
hastening  the  development  of  a  morbid  process  al- 
ready begun  but  perhaps  up  to  that  time  unsus- 
pected. 

Head  injuries  in  infants  may  be  followed  by  ar- 
rest of  development,  varying  from  a  very  slight  de- 
gree to  complete  inbecility.  Mickel  says,  "In  older 
children,  at  about  the  adolescent  period,  head  trauma 
mav  be  followed  not  only  by  arrest  of  development, 
but  also  by  maniacal  attacks,  morbid  impulses,  and 
monomania.  The  character  may  be  utterly  per- 
verted and  the  patient  become  a  moral  lunatic." 

In  the  adult,  the  insanity  developed  after  trauma 
to  the  head  mav  be  due  to  functional  derangement, 
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Acute  hallucinatory  insanil 
by  a   short  period  of   fairly  normal  consciousness. 
This  is  soon  folio 

iiium,  mild  at  first,  but  increasing  in  intensity 
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are  fantastic  and  frightful.  The  patient  i 
oriented.  There  are  dissociation  of  ideas,  c 
motor  agitation,  and  a  tendency  to  periods  of 
mental    excitement,   depi 

upon  the  flight  of  hallucination.  There  are  also 
periods  of  great  physical  exhaustion,  and  sometimes 
stupor,  in  one  of  which  the  patient  may  die. 
conditions  are  generally  maintained  with  grc. 
less  intensity  for  five  or  six  weeks,  or  even  for  a 
much  longer  time,  and  then  the  symptoms  gradually 
subside.  For  a  long  time  thereafter  the  patient's 
thoughts  and  ideas  form  with  slowness  and  dif- 
ficulty. There  is  incapacity  and  intolerance  of 
mental  effort,  and  generally  complete  amnesia  of 
the  whole  period  of  illness.  The  patient  in  time 
generally  recovers,  but  sometimes  there  is  a  perma- 
nent loss  of  former  mental  vigor. 

In  stuporous  insanity  the  patient  instead  of  merg- 
ing from  coma  passes  into  a  state  of  stupor,  varying 
in  degree  from  day  to  day.  In  its  lighter  phases  it 
mav  be  observed  that  there  is  slowness  of  thought, 
weakness  and  instability  of  memory,  and  confusion, 
irritability  of  temper,  and  a  tendency  to  great  ex- 
citability. In  the  deeper  phases  stupor  predomi- 
nates. There  are  neither  deliria  nor  hallucinations. 
In  three  or  four  weeks  the  stupor  subsides,  con- 
valescence becomes  established,  and  recovery  fol- 
lows. 

When  melancholia  develops  from  head  injuries, 
and  it  is  an  infrequent  sequel,  it  generally  assumes 
the  agitated  form.  The  patient  walks  up  and  down, 
wringing  his  hands,  groaning  and  lamenting  his 
dreadful  misfortunes.  The  delusions  of  having 
committed  the  unpardonable  sin,  and  of  impending 
poverty,  with  other  delusions  common  to  melan- 
cholia, are  generally  pronounced.  The  clinical  pic- 
ture differs  in  no  respect  from  that  of  melancholia 
not  due  to  traumatism.    This  form  of  insanity  may 
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ireral  months  before  recovery  take?  place.  A 
few  cases  have  been  reported  in  which  the  melan- 
cholia terminated  in  irrecoverable  dementia. 

The  only  permanent  insanity  directly  due  to  head 
trauma  is  dementia.  Sometimes,  particularly  in 
young  subjects,  and  generally  after  a  lapse  of  weeks 
and  months  after  the  injury,  progressive  mental 
deterioration  follows.  Sometimes  its  development 
is  rapid,  but  generally  it  is  slow.  It  may  be  arrested 
.spontaneously,  after  reaching  an  uncertain  state, 
leaving  the  patient  more  or  less  feeble-minded,  or 
it  may  progress  to  a  condition  of  complete  mental 
annihilation. 

Dementia  precox,  paranoia,  and  general  paralysis 
have  been  known  to  develop  after  injury  to  the  head, 
but  they  cannot  in  any  case  be  attributed  to  the  in- 
jury alone.  It  is  well  known  that  dementia  precox 
and  paranoia  are  developmental  diseases,  and  the 
cause  of  general  paralysis  is  equally  well  known.  If 
these  diseases  develop  after  an  injury  it  can  only  be 
said  that  the  injurv  was  a  contributory  factor,  and 
in  no  case  a  direct  cause. 
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Much  has  been  written  upon  this  subject.  It  has 
been  dicussed  frequently  by  the  ablest  surgeons  of 
this  country  and  abroad.  Dr.  W.  B.  Coley.  of  this 
city,  presented  a  masterly  paper  to  this  Society  upon 
this  subject  in  1907.  Much  of  extreme  value  has 
come  from  his  pen  since. 

I  have  nothing  new  or  startling  to  add  to  the 
literature  upon  this  subject.  My  remarks  will  be 
confined  largely-  to  hernia  of  the  inguinal  region. 
Hernia  affects  the  employee's  health,  comfort  and 
working  capacity.  It  affects  employer  medico- 
legally,  and  in  securing  sound  and  safe  help. 

Traumatic  and  accidental  herniae  may  be  con- 
sidered under  the  following  heads: 

1.  True  traumatic  hernia. 

2.  Accidental  hernia  with  trauma. 

3.  Accidental  hernia  without  trauma. 

True  traumatic  hernia  is  always  associated  with 
an  accident,  producing  trauma  or  injury,  but  with- 
out a  predisposing  cause.  It  is  very  rare  and  seri- 
ous. 


•  Read  at  the   19th  Annual    Meeting  of  the   New  York  and  Ne 
England  Association  of  Railway  Surgeons. 


Accidental  hernia  with  trauma  is  associated  with 
an  accident;  an  injury  is  evident,  and  there  has  ex- 
isted a  predisposing  cause.  It  is  not  rare  and  not 
serious  if  not  neglected. 

Accidental  hernia,  without  trauma,  is  associated 
with  an  accident.  A  predisposing  cause  existed, 
but  unaccompanied  by  trauma  or  injury.  It  is 
common  and  only  serious  when  neglected. 

True  traumatic  hernia,  Doepner  says,  is  one  in 
which  "all  the  parts  of  the  hernia,  the  orifice  of  the 
sac,  the  sac  itself  and  contents  of  the  latter,  are  the 
direct  result  of  external  violence.  In  the  accidental 
hernia,  on  the  contrary,  the  sac  and  its  orifice  being 
already  in  existence,  the  entrance  of  intestine  is 
brought  about  by  the  action  of  some  force." 

Bilfinger  says :  "The  hernia  must  be  completely 
developed  immediately  after,  or  at  least  within  a 
very  few  days  after,  the  receipt  of  the  injury. 
There  must  have  been  no  predisposition  to  hernia, 
no  matter  of  what  nature ;  thus,  no  latent  hernia,  no 
empty  hernial  sac." 

Graser  says  (Handbook  of  Practical  Surgery)  : 
"It  is  the  consensus  of  opinion  among  those  who 
have  given  the  subject  most  careful  attention,  that 
the  sudden  complete  development  of  a  hernia  is  a 
very  rare  occurrence — so  rare  that  it  is  hardly  of 
any  significance  from  a  practical  standpoint." 

Manley  says  (quoting  from  Coley)  :  "After 
having  examined  and  operated  on  nearly  every 
species  of  hernial  disease.  I  am  able  to  say,  without 
any  qualification  whatever,  that  hernia  is  never  at- 
tributable to  traumatism  alone,  unless  the  violence 
be  applied  by  some  hard,  heavy,  sharp-pointed  in- 
strument or  substance  which  either  punctures  or 
rends  the  abdominal  wall ;  and  that,  when  a  hernia 
appears,  after  the  application  of  ordinary  force,  it 
can  always  be  demonstrated  that  it  had  previously 
existed,  the  accident  or  injury  being  an  incident  only 
in  its  evolution." 

Coley  defines  traumatic  hernia  as  "a  hernia  re- 
sulting from  the  direct  application  of  force  to  that 
portion  of  the  abdominal  wall  at  which  the  hernia 
appears,  or  a  hernia  resulting  from  the  indirect  ap- 
plication of  force,  causing  greatly  increased  intra- 
abdominal pressure." 

True  Traumatic  Hernia, 
Is   a   suddenly   forced   opening  through   an    un- 
broken normal  wall  from  without,  or  from  within, 
permitting  the  protrusion  or  escape  of  viscera. 

True  traumatic  hernia  may  be  caused  by  injuries 
received  in  the  following  manner : 
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Corwik     I h 


i.  i   without,   lacerating   the  tissues 

Illustration:      "A    thrust 

.in  animal's  horn,  a  kick  by  a  horse,  stab 

wounds,"  the  hernia  taking  place  at  the  seat  of  in- 

without,   lacerating  the  tissues 

from    within,    .'inward.      Illustration:    •'Wheel    of 

a  iiea-  ssing  over  the  body,  falling  from  a 

domen  at  the  point  or  points 

esistance." 

3.  •  muscular  contraction, 

from  within  outward.  Illustration: 
"Undue  tension  of  the  muscular  abdominal  wall." 
Doepner  says:  "Such  cases  are,  however,  ex- 
tremely rare."  Boyer  mentions  the  case  of  a  19- 
ld  man,  who.  while  lifting  a  heavy  barrel,  felt 
a  sudden  severe  pain  in  the  left  inguinal  region,  as 
though  something  had  given  way.  A  painful 
-welling  made  its  appearance  at  the  same  spot  later 
on.  I  )peration  revealed  laceration  of  the  fibers  of 
the  cremaster  with  a  hematoma  the  size  of  a  chick- 
en- egg — and  no  hernial  sac. 

4.  Force  from  without,  the  rings  intentionally 
stretched  to  escape  army  service,  "as  frequently 
happens  in  Russia.-'  according  to  Von   Bergmann. 

The  author  has  encountered  three  cases  of  true 
traumatic  hernia  in  his  practice: 

Case  I.  An  old  man  was  caught  between  a  freight  car 
and  a  heavv  wagon.  A  large  mass  was  readily  discern- 
ible on  the"  right  side.  The  patient  lived  three  hours. 
Autopsy  revealed  skin  unbroken,  laceration  of  all  the  tis- 
rom  skin  to  peritoneum,  2  inches  above  right  inter- 
nal inguinal  ring,  through  which  the  viscera  protruded,  but 
were  reducible. 

Case  II.  A  young  man  was  struck  with  a  cane  over 
the  region  of  the  lower  border  of  the  liver.  Skin  unbroken, 
muscles  lacerated  and  hernia  resulting.  Died  from  hem- 
orrhage due  to  extensive  laceration  of  the  liver. 

Case  III.     Man   forcibly  thrust  against  the  end  of  a 
whecl-barrow  handle.     Skin  unbroken.     Two  inches  nbnve, 
and  to  the  kit  of  the  left  internal  inguinal  ring,  an  open- 
ing in  the  muscles  could  be  readily  felt,  into  which  three 
could  be  thrust.     Viscera  protruded,  reduced  read- 
No  operation.     Recovery. 
Let  us  here  consider  for    a    moment    the    four 
causes  of  true  traumatic  hernia: 

How  a  hernia  may  follow  a  stab  wound,  an  in- 
jury from  an  animal's  horn,  a  wheel-barrow  handle, 
a  kick,  or  artificial  stretching  of  ring,  is  readily  a  >m- 
prehended  and  needs  no  discussion. 

How-  a  heavy  load  upon  the  chest  or  abdomen 
mav  burst  the  abdominal  cavity,  is  not  difficult  of 
comprehension. 

But  the  laceration  of  the  muscular 
lifting,  or  from  a  sudden  jar,  is  rare  enough  for  11  = 
tr>  cast  reflection  upon  the  integrity  of  the  muscular 
tissue,  and   in   such  cases,  almost  doubt  the  prob- 


ability of  su<  h  .ni  nal  abdomen, 

\  iscus  i"  force  itself  through  .1 
dominal  wall  by  muscular  contraction  01   iai 
wellnigh  impossible. 

ive   made   .1    number   of   experiments    upon 
lower  animal-,  and  upon  tin-  human  cadave 
1  he  an Mun t  of  force  required  to  push  an  unyielding 
blunt    object    through    the    normal    abdominal    wall 
from    within,   either   al    the   inguinal    ring,   or   any 
other  sound  portion  of  tin-  abdomen,  seemed  to  me' 
to  make  il  impossible  for  either  omentum  or  intes- 
tine, under  any  such  conditions,  to  escape  its  n 
bounds.     It    i-   with   great    difficulty   that   on. 
thrust  his  linger  from  within  through  the  abdominal 
wall.     It  is  no  easy  task  to  follow  the  spermatic 
•ni  within,  into  the  inguinal  canal,  providing 
the  internal  ring  is  firmly  closed.     If  the  -tiff  finger 
cannot   penetrate  this   wall,   except  under  extreme 
conditions,  is  it  reasonable  t"  think  thai   the 
viscera,  the  omentum,  or  gut,  could  push  their  way 
through  the  wall  ? 

If  one  will  make  a  few  experiments  for  him 
1   Feel  confident  that  he  will  be  convinced  that  true 
traumatic   hernia  rarely,  if  ever,  occurs  from   the 
of  the  viscera,  unaided  by  some  instrumental 

■   dental  Hernia. 

iti  cation: 

1.  Accidental  hernia  with  trauma. 

2.  Accidental  hernia  without  trauma. 

One  who  has  made  the  experiment  of  atten 
to  thrust  his  finger  from  within,  into  a  sound  in- 
guinal canal,  will.  I  believe,  be  skeptical,  regarding 
the  possibility  of  an  accidental  hernia  occurrin 
a  sound  person.     With  four  associates  I  made  the 
attempt  upon  a  cadaver  of  a  man  who  had  died  of 
a  lingering   disease.     Xo   embalming   solutioi 
been   used.     The   subject  was  emaciated,  and  the 
muscles  had  shrunken  and  lost  their  tone.     Add  to 
this  the  loss  of  nerve  resistance  during  life.     The 
inguinal   region   was   sound.     At   the   internal   ring 
there  was  no  depression.     The  strongest  man  pres- 
ent, an  active  young  ball-player,  found  it  impi 
to  introduce  his  finger  into  the  undilated   inti 
inguinal  ring  from  within  the  abdomen. 

We  have  made  many  experiments  along  this  line, 
upon  the  human  cadaver  and  lower  animals,  all  of 
which  have  proven  to  us  that  accidental  hernia  in  a 
sound  person  is  rare,  very  rare. 

Very   different    is    the    result    where    there- 
slight  depression   at  the  internal   inguinal   rii  - 
where  ther.  s  weakness,  a  slis 
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largement  of  the  internal  ring,  or  a  pre-formed  sac. 
No  matter  how  slightly  may  be  the  enlargement  of 
the  ring,  or  how  small  the  sac,  the  start  for  a  wedge 
to  enter  makes  the  difference.  Now,  it  is  compara- 
tively easy  for  the  finger  to  enter  the  inguinal  canal 
from  within,  the  resistance  depending  upon  the  ab- 
normality. 

The  same  is  true  of  hernia  at  other  points.  Much 
depends  upon  the  abnormal  resistance,  or  rather, 
weakness  due  to  congenital  deformity,  injury  or 
operation. 

We  may  say,  then,  that  accidental  hernia  in  the 
sound  bod}'  is  improbable.  That,  in  an  unsound 
body,  an  accidental  hernia  may  occur,  the  readiness 
with  which  it  may  occur  depending  upon  the  ab- 
normality (at  the  internal  ring). 

It  can  be  easily  conceived  that  an  accidental 
hernia  occurring,  may  produce  more  or  less  trauma 
— the  amount  of  trauma  depending  upon  the  acci- 
dent or  force  with  which  the  wedge  is  driven.  It 
requires  no  stretch  of  the  imagination  to  under- 
stand how  an  accidental  hernia  may  occur  without 
trauma  where  the  internal  ring  is  dilated  and  a  sac 
wide  open.  The  slightest  accident  might  fill  the  sac 
with  omentum  or  gut,  or  both — all  depending  upon 
the  diameter  of  the  opening  and  the  size  of  the  sac. 

Thus  far,  this  paper  has  been  addressed  espe- 
cially to  the  profession.  I  want  to  add  a  word  in- 
tended also  for  the  layman. 

Hernia  is  largely  avoidable.  It  might  be  made 
rare  instead  of  common. 

Let  us  become  enthusiastic  in  prophylaxis.  In- 
struct the  employee  as  to  the  best  ways  of  protect- 
ing himself.  Acquaint  those  for  whom  we  work 
with  the  anatomical  structure  of  the  abdominal  wall. 
Show  its  weaknesses.  Tell  why  there  is  often  a 
place  or  ring  that  has  little  resistance. 

Let  the  employee  understand  that  in  infancy  and 
early  childhood  corrections  often  need  to  be  made 
and  that  correction  at  this  time  is  a  protection  in 
adult  life  and  old  age. 

Point  out.  if  possible,  the  dangers  of  neglecting 
"hernia.  Make  it  clear  how  one  may  protect  himself 
at  work  or  at  leisure  against  accidental  hernia. 

Teach  him  what  should  be  done  in  case  of  hernia, 
and  why  it  should  be  done  promptly.  Assure  him 
that  the  operation  for  hernia  is  almost  painless  and 
the  risk  to  life  practically  nil. 

When  the  employee  understands  the  risk  and  the 
employer  appreciates  the  dangers,  both  will  see  the 
philosophy  of  correction  and  protection.  There  are 
few  who  are  willful,  but  many  who  do  not  know. 


U  iCAL  ANESTHESIA. 
By  Arthur  E.  Hertzler,  M.D., 

KANSAS  CITY,  .MO. 

i  Continued  from  the  February  number.) 


OTONS  UPON  THE  INGUINAL  AXD  SCRO- 
TAL REGION. 

The  region  about  the  scrotum,  being  supplied 
by  terminal  nerves  of  definite  distribution,  is  one 
of  the  most  satisfactory  for  the  performance  of 
operations  by  local  anesthesia.  Hernias  occuring 
in  this  region,  although  they  involve  nerves 
which  are  distributed  elsewhere,  are  supplied  by- 
nerves  which  are  encountered  in  the  regular 
course  of  the  operation,  so  that  it  is  possible  to 
block  them  without  the  performance  of  a  prelim- 
inary operation.  As  in  all  operations  where  anes- 
thesia  is  secured  by  nerve  blocking  an  accurate 
knowledge  of  the  nerve  distribution  is  a  prime 
essential.  This  knowledge  can  be  but  unsatis- 
factorily gained  from  the  study  of  the  "anato- 
mies" and  it  seems  desirable  to  precede  the  dis- 
cussion of  local  anesthesia  of  this  region  by  a 
consideration  of  the  nerve  supply. 

The  inguinal  region  is  supplied  by  the  ilio-in- 
guinal,  ilio-hypogastric  and  the  genito-crural. 
The  ilio-inguinal  reaches  the  field  of  interest 
when  it  enters  the  inguinal  canal,  which  it  does 
after  piercing  the  internal  oblique  and  travers- 
ing the  short  distance  between  this  muscle  and 
the  aponeurosis  of  the  external  oblique.  Within 
the  inguinal  canal  it  lies  upon  the  cord  toward 
its  lower  border.  At  the  median  (external)  ring 
it  becomes  cutaneous  and  supplies  the  upper  and 
inner  portion  of  the  thigh  and,  according  to  most 
anatomists,  the  upper  portion  of  the  scrotum  and 
the  root  of  the  penis  in  the  male,  and  the  upper 
portion  of  the  labium  majus  in  the  female  (fig  i). 
The  ilio-hypogastric  is  of  interest  only  because 
the  hypogastric  branch,  after  leaving  the  main 
trunk  at  the  iliac  crest,  continues  between  the 
transversalis  and  the  internal  oblique.  In  the 
region  of  the  lateral  (internal)  abdominal  ring 
it  enters  the  substance  of  the  internal  oblique  and 
gains  the  space  between  this  muscle  and  the 
aponeurosis  of  the  external  oblique  above  the 
median  (external)  abdominal  ring.  At  this  point 
it  pierces  the  aponeurosis  and  supplies  the  skin 
in  the  region  of  the  pubes.  The  genito  crural 
nerve  divides  at  the  third  lumbar  vertebra  into 
the  genital  and  crural  branches,  both  of  which  are 
of   interest  in   operations   under  local   anesthesia 


\  ■ 


■  a  i  and 
e 

artery 

and  dov  nv.  ingu- 

and  behind   the 

The  crural  branch 

the    iliac 

pening  while  the 
the  i 

■  ning  and  supplii 

interior  surface  of  the  thigh. 

the  anaton 

inner- 
crotum.     According  to   Cushing 
pplied  by  the  ne     > 
repancy  may  possibly  I 
plained  by  an  overlapping  of  the  nerves  in 

h   as  has  been   i  n   the  head 

and  face  after  '.lie  removal  of  the  Gasserian  | 
lion.  It  is  possible,  therefore,  that  the  anatomists 
are  correct  in  their  belief  that  these  nerves  sup- 
ply the  upper  portion  of  the  scrotum,  but  as  i; 
may  also  he  supplied  by  nerves  from  the  sacral 
plexus,  sensation  remains  afer  anesthetization  or 
section  of  the  nerves  in  question.  It  is  sufficient 
for  the  purpose  of  local  anesthesia  to  remember 
that  the  blocking  of  the  nerves  running  in  the  in- 
guinal canal  does  not  give  :  for  the  skin 
of  the  scrotum  as  it  does  for  the  scrotal  con 
and  that  if  the  scrotal  i  be  attacked  in- 
filtration is  necessary. 

The  scrotal  and  perineal  i  I  the  anal- 

logous  region  in  the  female,  as  intimated  in  the 
preceding  paragraph,  are  supplied  by  a  separate 
set  of  nerves.  These  are  derived  from  the  pudic 
nerve  or  from  the  small  sciatic  nerves,  both  of 
which  originate  in  the  sacral  plexus.  This  has 
been  definitely  proven,  not  alone  by  determining 
that  anesthesia  in  this  region  is  not  produced  by 
i  of  the  nerves  traversing  the  inguinal 
canal,  but  also  by  demonstrating  that  in  cas 
compression  fractures  at  the  12"  dorsal,  the  scro- 
tum becomes  anesthetic  although  the  inguinal 
group  of  nerves  is  uninjured  (Cushing).  This 
would  make  it  appear  that  the  anatomists  are 
wrong  in  believing  that  the  inguinal  group  sup- 
plies the  upper  portion  of  the  scrotum. 

1.     Hernias. 
Operations    for    hernias,    particularly    inguinal 
hernia,    have    been    more    frequently    done    under 
local  anesthesia  than  any  other  operations  of  like 
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in  which  general  anesthesia  was  contrain- 
dicated.     lie  discovered   thai    when   patients  re- 
mained in  the  ward  long  enough  to  observe  the 
of  the  operation  w  hen  di  1  eneral 

and  under  local  anesthesia  they  invariably  chose 
the  latter  method  for  themselves.  The  experi- 
ence of  the  writer  has  been  quite  in  accord  with 
this.     Even  more  convincing 

in  which  a  patient  who  has  had  one  side  operated 
and    subsi  quently    is 


operated  on  the  other  side  under  local  anesthesia 
strongly  urges  his  friends  to  select  the  latter 
method.  The  patients  declare  that  the  incon- 
veniences of  the  general  anesthetic  are  greater 
than  the  pain  of  the  operation  under  local  anes- 
thesia if  there  is  any.  The  surgeon's  interest  in 
local  anesthesia  for  hernia  operations  lies  pri- 
marily in  the  fact  that  many  persons  seek  a  radi- 
cal cure  for  their  hernias  when  it  can  be  done 
without  general  anesthesia  who  otherwise  refuse 
radical  treatment.  The  convenience  to  the  nurs- 
ing staff  is  great  since  much  less  care  is  neces- 
sary after  local  anesthesia  than  after  general.  It 
has  been  urged  that  local  anesthesia  is  of  great 
advantage  because  of  the  certain  avoidance  of 
vomiting.     So  far  as  the  comfort  of  the  patient 
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is  concerned  this  is  unquestionably  true,  but  so 
far  as  the  results  of  the  operation  are  concerned 
there  is  little  choice,  since  cure  is  equally  certain 
after  either  method.  The  chief  reason  for  the 
preference  of  local  anesthesia  is  because  of  the 
lessened  suffering  of  the  patient.  This  comfort 
i  the  patient  is  purchased  at  a  slight  sacrifice 
on  the  part  of  the  surgeon.  Greater  care  in 
manipulation  is  required  when  operating  under 
local  anesthesia  and  more  time  is  required  for  the 
performance  of  the  operation.  Under  general 
anesthesia,  fifteen  or  twenty  minutes  are  re- 
quired, while  under  local  anesthesia,  twice  as 
much  time  will  ordinarily  be  consumed.  In  those 
cases,  therefore,  in  which  there  is  no  positive  in- 
dication for  general  anesthesia,  the  slight,  though 
definite  degree  of  danger  is  avoided  by  the  use 
of  local  anesthesia.  There  are  a  number  of  con- 
ditions in  which  the  choice  of  local  anesthesia  is 
mandatory  upon  the  surgeon — namely,  those 
cases  in  which  renal,  cardiac  or  pulmonary  dis- 
ease contraindicates  the  use  of  general  anes- 
thesia. It  may  be  argued  that  persons  so  affected 
should  be  allowed  to  retain  their  hernias.  Aside 
from  instances  in  which  because  of  strangulation 
operation  is  compulsory,  many  cases  are  attended 
by  great  discomfort  which  cannot  be  relieved  by 
trusses.  Frequently  persons  who  have  worn  a 
truss  successfully  for  many  years,  discover  when 
they  pass  the  meridian  of  life,  and  their  tissues 
lose  elasticity,  that  they  are  no  longer  able  to  re- 
tain their  hernias  by  means  of  a  truss.  To  such 
persons  local  anesthesia  offers  a  certain  and  safe 
means  of  riddance  from  a  very  troublesome  mal- 
ady. 

Practically  all  hernia  can  be  operated  under 
local  anesthesia.  The  simple  inguinal  variety, 
because  of  the  accessability  of  the  nerve  supply, 
lends  itself  particularly  to  operation  under  local 
anesthesia,  but  femoral  and  umbilical  varieties 
likewise  may  be  operated  by  this  method.  Inter- 
muscular and  interstitial  hernias,  because  of  the 
large  area  they  sometimes  occupy,  offer  the  great- 
est difficulty.  Large  omental  hernias  with  ad- 
herent sacs,  and  sacs  which  have  been  treated 
by  injection  sometimes  offer  difficulties,  but  all 
of  them  can  be  operated  with  local  anesthesia. 
The  mere  size  of  the  hernia  influences  the  diffi- 
culty of  the  operation  very  little.  In  the  more 
difficult  type?,  when  no  contraindication  to  gen- 
eral anesthesia  exists,  this  method  is  preferable 
because  of  the  greater  speed  with  which  the 
operator  is  able  to  work.     But  if  such  contrain- 


dication does  exist,  then  local  anesthesia  should 
be  chosen. 

The  technic  of  the  operation  varies  naturally 
for  the  different  kinds  of  hernias  and  they  may  be 
taken  up  in  order. 

I.  Inguinal  hernia. 

The  type  of  operation  is  in  no  wise  dictated  by 
local  anesthesia.  Since,  however,  the  technic  of 
the  anesthesia  is  best  discussed  when  a  definite 
operation  is  described,  the  operation  as  we  per- 
form it  will  be  followed  step  by  step.  Any  modi- 
fication the  operator  may  prefer  can  be  easily 
substituted  at  any  given  point. 

The  skin  incision. 

Ordinarily  the  incision  is  made  along  the  direc- 
tion of  the  canal  as  far  as  the  root  of  the  scrotum. 
This  incision  gives  most  ready  access  to  the  canal 


and  is  perhaps  to  be  preferred  by  beginners.  It 
invades  a  region  of  skin  normally  covered  by 
hair  and  no  matter  how  careful  the  preparation, 
the  field  is  more  difficult  to  cleanse  properly  than 
the  region  higher  up  on  the  abdomen,  not  alone 
because  of  the  greater  number  of  bacteria,  bi'* 
also  because  the  skin  of  the  scrotum  admits  of 
mechanical  and  chemical  cleansing  less  readily. 
The  greatest  difficulty  with  the  low  incision  is. 
however,  to  protect  the  wound  properly  after  the 
operation  has  been  finished.  A  spica  about  the 
thigh  is  necessary  and  this  bandage  when  ap- 
plied with  extended  thigh  becomes  loose  when 
the  thigh  is  flexed  or  if  applied  with  flexed  thigh 
it  becomes  uncomfortable  when  an  attempt  is 
made  to  extend  the  thigh. 

The  author  for  these  reasons  prefers  to  make 
the  high  incision  beginning  at  a  point  5  cm.  me- 
dial to  the  anterior  superior  spine  and  2  cm.  be- 
low it.  The  infiltration  of  the  skin  is  begun  at 
the  point    nearest    the    operator   (fig.  2).     A  line 
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•having   been    reached    the 
artery    and    vein    are    identified    and    i 
clamped    between    two    forceps.      Accompa 
sually  lying  to  their  lateral 
-■nail  nerve.     This  may  he  anesthetized  by 
pplication  of  5%  carbolic  acid  according  to 
Schleich  or  disregarded  and  severed.    The  writer^ 
latter  method  since  the  pain  is  often 
:   and  never  great.     It  is  well  to  ligate  only 
the  vessels  since  if  the  nerve  is  included  in  the 
clamps   acute   pain    is   needle--';  ed       At 

.edian  extremity  of  tin-  incision  the  superior 
pubic  vessels  are  often  encountered  and  when 
.id  before  they  are  severed  may  be  caught 
up.  If  the  low  incision  is  made  the  deep  external 
pubic  may  be  encountered  together  with  a  peri- 
neal nerve.  These  vessels  having  been  attended 
to  the  incision  is  made  rapidly  down  I 

e  external  oblique.  Immediately  above  the 
fascia  sometimes  small  nerves  are  encountered 
which  when  severed  cause  the  patient  some  dis- 
comfort. About  the  intercolumnar  fibers  nerves 
are  frequently  found  which  cause  the  pa 
some  pain  when  not  previously  infiltrated.     Be- 

•  of  the  looseness  of  the  tissue  at  this 
some  time  must  elapse  after  infiltration    : 
anesthesia    is    complete.      For    this    reason    the 
writers  prefer  to  disregard  the  slight  discomfort 
-o  produced  and  incise  the  fascia  of  the  external 
oblique  the  entire  length  of  the  canal.     This  in 
cision  should  be  made   15   mm.  above   Poupart's 
ligament  in  order  to  facilitate  suture.     The  edges 
e  fascia  may  be  picked  up  with  forceps  and 
'.    sufficiently   to   firm    flaps   for  convenient 
imbrication  at   the  completion  of  the  operation. 
The  inguinal  canal  with  the  hernial  sac  is  now 
exposed.     1  ■  pulated   cautiously    until 
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injection  is  well  made  the  sheath  should  he  dis- 
1  sausage-like  by  the  fluid.  If  this  distension 
ni  hesia  is  produced  very  quickly  with 
quinine  or  either  of  the  cocain  solution-  above 
mentioned.  The  nerve  is  then  pushed  oul  of  the 
way  and  the  cord  isolated  by  strokes  of  the  knife 
rather  than  by  blunt  dissection  with  the  gauze- 
armed  finger.  The  sac  is  then  isolated  from  the 
cord   without  disturbing  the  latter.     If  the  muscle 

'  after  the  method  of  Halstead,  it 

should  be  infiltrated  at  the  time  the  nerve  is  blocked. 
We  never  incise  the  muscle,  hence  omit  the  infil- 
tration. When  the  sac  has  been  separated  to  its 
ba  1  .  it  is  transfixed  and  doubly  ligated  and  sev- 
ered. If  properly  isolated  it  retracts  into  the  ab- 
domen. Sometimes  the  nerves  in  the  canal  are 
divided  into  numerous  bundles,  each  of  which  is  too 
small  to  admit  of  intraneural  injection.  In  these 
instances  the  entire  sac.  free  from  intestines,  is 
picked  up  between  the  thumb  and  finger,  gently 
pressed  together  and  the  tissue  thus  grasped  thor- 
oughly infiltrated.  After  a  few  minutes  anesthesia 
will  be  found  satisfactory.  After  the  sac  has  been 
severed  at  its  base  it  may  be  isolated  downward 
toward  the  testicle  to  its  end  or  the  redundant  por- 
tion only  may  be  removed  and  the  remaining  por- 
tion obliterated  by  whipping  it  up  with  fine  cat- 
gut. When  the  sac  is  small,  extending  only  to  the 
median  (external)  ring,  it  may  be  removed  en- 
tire ;  but  when  it  extends  into  the  scrotum  we  pre- 
fer t  >  leave  it.  If  it  is  removed  an  oozing  surface 
remains,  which  frequently  causes  a  hematoma  to 
form  about  the  cord.  This  condition,  while  nol 
serious,  leads  the  patient  to  ask  annoying  quel;  >n 
This  consideration  is  quite  apart  from  that  of  an- 
esthesia, for  when  the  nerves  traversing  the  canal 
are  properly  blocked  the  removal  of  the  sac  is 
painless.  There  remains  now  the  closure  of  the 
canal.     This  may   be   affected   in   any   manner  the. 
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surgeon  may  elect  the  anesthesia  is  con- 

cerned.    The  cord  ma\ 

method,  allowed  to  remain  in  its  position,  or  pushed 
wnward   toward   the  pubes  after  the  method  of 
Furgeson.     The  requirements  of  the  particular  case 
in  question  decides   for  us  the  method  to  be  em- 
ployed.    Occasionally  the  common  tendon  is  slight- 
ly sensitive  to  the  needle  and  to  the  pressure  of 
e  ligature,  hut  this  is  momentary  and  may  be  dis- 
regarded.    The    floor   of    the    canal    having   been 
closed,  the  fascia  of  the  external  oblique  may  be 
united  edge  to  edge,  or  folded  up,  or  better  still,  by 
ation   according    to    Andrews.       When    the 
are  scattered   a  bunching  together  is  better 
an  attempt  at  imbrication  of  the  thinned  flaps. 
If   preliminary    hemostasis    has    been   properly    at- 
tended to  the  superficial  wound  should  be  perfectly 
and  unstained  by  blood.    The  skin  sutures  may 
be  placed  in  any  manner  desired  so  long  as  it  is 
remembered  to  stay  in  the  area  originally  infiltrated. 
Even  if  cocain  has  been  used  for  the  preliminary 
infiltration  we  have  always  found  the  skin  insen- 
sitive  to  the  passage  of  the  needle  so  long  as  unin- 
'.:  rated  skin  is  not  invaded. 
When  Schleich's  solution  is  used  the  skin  is  in- 
riltrated  tensely  and  the  subcutaneous  tissue  edem- 
atized.     For  this   several  ounces  of   fluid   may  be 
employed.     After  some  minutes   have  elapsed  the 
operation  may  be  proceeded  with.    We  do  not  em- 
ploy this  method  because  more  extensive  incisions 
are   required   and   we  believe  a  proper  closure  of 
the  wounds  is  more  difficult.     The  dilution  of  the 
natural  fluids  of  the  body  which  have  to  do  with 
repair  interferes  with  an  ideal  wound  healing.     For 
this  reason  we  believe  it  is  important  to  avoid  in- 
jecting those  tissues  which  must  be  depended  upon 
to  form  the  retaining  walls  for  the  abdominal  con- 
tents.     If   adrenalin   is   added   to   the   solution   we 
feel  confident  that  it  is  important  to  avoid  its  com- 
ing into  contact  with  the  fascia  which  we  depend 
upon  to  form  the  strength  of  the  abdominal  wall, 
for   certain   processes   essential   to   proper   healing 
are  interfered  with  by  the  adrenalin. 

Whether  the  operation  has  been  performed  un- 
der local  anesthesia  or  under  general  anesthesia,  we 
keep  the  patient  in  bed  approximately  a  week  or 
two  weeks  for  very  large  hernias,  and  then  allow 
him  to  go  about  as  he  wishes. 

We  have  never  had  a  case  of  suppuration,  though 
the  solutions  are  not  boiled  before  using.  Gloves 
are  invariably  worn. 

2.     Strangulated  Inguinal  Hernia. 
In  the  use  of  local  anesthesia  in  cases  of  neglected 


strangulated  hernia  the  general  technic  does  not 
differ  materially  from  that  of  the  curative  opera- 
tic Hi  in  the  early  stages  of  the  strangulation,  but 
in  the  later  stages  it  is  quite  impossible  to  carry 
out  the  typical  technic.  The  skin  infiltration  is  best 
made  over  the  most  prominent  part  of  the  tumor 
extending  over  the  lateral  (internal)  ring.  The 
incision  is  then  made  down  to  the  sac,  giving  the 
same  attention  if  possible  to  the  bloodvessels  as 
indicated  in  the  typical  operation.  If  the  tumor  is 
very  tender  to  the  touch  because  of  reactive  in- 
flammation because  of  the  degree  of  reaction  in 
the  gut  or  from  excessive  manipulation  it  is  well 
to  infiltrate  thoroughly  the  subcutaneous  tissue 
about  the  sac,  care  being  taken,  of  course,  not  to 
penetrate  the  incarcerated  gut.     The  Schleich  solu- 


tion Xo.  2  or  one-half  per  cent,  quinine  solution 
may  be  used.  After  the  infiltration  has  been  com- 
pleted the  sac  is  cautiously  cut  into  and  the  con- 
tents exposed.  The  subsequent  plan  of  operation 
may  then  be  built  up  from  the  evidence  then  avail- 
able. If  the  contents  are  viable  a  simple  release  of 
them  is  all  that  is  required.  The  base  of  the  sac 
and  the  surrounding  tissues  are  carefully  infiltrated, 
the  extent  depending  upon  the  sensitiveness  of  the 
tissue.  If  the  nerve  trunks  can  be  found  they 
should  be  infiltrated.  Usually,  however,  all  nerves 
are  blocked  by  perineural  infiltration  at  the  upper 
end  of  the  incision.     In  such  tissue  some  minutes 
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ions  will  be  established  with  other  vis- 
If   the   intestine   is   not   viable   it   should    be 
sutured  to  the  edge  of  the  wound  and  the  in; 

thout  an  attempt  to  do  an  immediate  re- 
:.     If   there   is  a  question   of  its  viability   it 
d   be   lightly   attached  to  the   wound,   holding 
the    questionable    portion    outside    the    wound    en- 
veloped in  moist  cloths  until  the  question  of  its 
ion  has  been  determined.     No  attempt  need 
be  made  to  anesthetize  the  intestinal  wall  for  this 
purpose.     The  resection  of  the  destroyed  portion 
of  the  intestine  may  be  undertaken  at  some  subse- 
quent date.    (See  section  on  major  operations.) 
be  continued.) 


The  Family  Physician  in  Surgical  Cases. 

The  family  physician  alone,  under  prevailing  con- 
ditions, is  in  a  position  to  safeguard  and  protect  his 
patient's  interest.  It  is  he  who  first  sees  the  case 
and  determines  whether  or  not  his  patient's  interest 
demands  the  services  of  a  surgeon.  Should  he  in- 
been  chosen  to  preside  are  entitled  to  and  must 
have  the  best  that  can  be  provided  along  special 
lines  at  any  cost,  the  public  themselves  would  ere 
long  be  able  to  place  all  members  of  the  profession 
where  they  could  do  their  best  work.  Every  man 
would  under  such  condition  occupy  the  sphere  of 
usefulness  to  which  he  belongs,  to  which  his  special 
talent  might  be  best  adapted,  to  the  betterment  of 
mankind  and  the  advancement  of  the  profession  as 
well. — F.  D.  Smvtiie,  in  The  Memphis  Medical 
Journal. 


A  small,  tender,  usually  more  or  less  red 
swelling  appearing  suddenly  in  the  submental   re- 
gion  may    follow   exposure   to    the   cold.      Similar 
swellings    often    appear    simultaneously  over   the 
malar  prominences.    The  best  treatment  is  none. 
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Fig.    1.      Photograph    of    irrigating  set    up. 

i.  More  complete  cleansing  of  the  part. 

2.  Less  consumption  of  fluid,  hence  less  labor  to 
keep  the  apparatus  working. 

3.  More  tonic,  stimulating  effect. 

4.  Less  edematous  infiltration  of  the  part. 
During  the  past  year  1  have  had  an  opportunity 

to  test  the  method  on  numerous  surgical  cases  on 
the  service  of  Dr.  Lilienthal  at  Mt.  Sinai  Hospital. 
The  result  has  proven  conclusively  that  intermittent 
irrigation  has  a  definite  field  in  surgery,  especially 
in  infections  of  the  extremities. 
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I  have  considerably  modified  the  arrangement  of 
the  device  previously  described.  The  mechanical 
principle  is  the  same,  but  the  later  scheme  provides 
greater  efficiency. 

The  apparatus  as  now  used  is  shown  in  figure  i.  A 
large  bottle  holding  5-10  gallons  is  placed  at  a 
sufficient  height  above  the  bed  to  insure  a  forceable 
flow.  A  few  inches  below  the  outlet  is  placed  the 
interrupter  (figures  1  and  2)  from  which  the  fluid 
is  conveyed  directly  to  the  part.  The  interrupter 
consists  of  a  small  bottle  (F)  with  a  rubber  stopper 
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with  three  openings  for  glass  tubes,  one  tube.  A.  to 
admit  the  fluid,  another,  E,  to  admit  air,  and  the 
third,  B-D,  to  form  a  syphon.  At  A  a  clamp  or 
preferably  a  glass  stop-cock  is  used  to  regulate  the 
flow.  The  interrupter  is  easily  contrived,  but  it 
may  be  obtained  complete  from  Eimer  &  Amend, 
New  York. 

The  fluid  from  the  reservoir  enters  the  bottle 
through  the  tube  A  and  simultaneously  fills  the 
bottle  F  and  the  tube  B.  When  the  bottle  is  filled, 
the  fluid,  still  rising,  fills  the  tubes  E  and  B  until 
the  level  C  is  reached,  after  which  the  fluid  fills  the 


tube  D,  thus  funning  a  syphon  in  the  tube  B-D 
which  quickly  empties  the  bottle.  When  the  bottle 
is  emptied  air  is  drawn  into  the  tube  B-D,  thus 
breaking  the  syphon  action.  The  fluid  then  slowly 
fills  the  bottle  and  the  cycle  is  repeated.  By  ad- 
justing the  flow  at  A  the  intervals  between  flush- 
ings can  ibe  accurately  regulated.  It  is  well  to  at- 
tach a  rubber  tube  to  the  glass  tube  E  and  carry  the 
end  above  the  level  of  the  fluid  in  the  reservoir  to 
prevent  any  overflow  if  the  outlet  of  the  syphon 
should  accidentally  become  twisted  or  clogged. 

The  bed  of  the  patient  may  be  arranged  in  sev- 
eral ways.  Rubber  sheeting  under  the  part,  with 
elevation  of  the  head  of  the  bed  is  the  simplest.  At 
Ml.  Sinai  Hospital  we  use  a  special  trough  (figure 
3)  for  the  extremities,  inside  of  which  the  limb  is 
slung  by  means  of  a  rubber  cloth  with  many  slits 


Fig.  3.  Diagram  of  trough  for  an  extremity.  A,  wooden  trough; 
E,  perforated  rubber  sheeting  suspended  from  C,  rail  or  tube  on 
each  side  of   trough:    D,   limb. 

cut  into  it,  which  slits  prevent  any  accumulation  of 
fluid  about  the  limb.  For  gynecological  cases  as 
in  septic  metritis  or  endometritis,  a  Kelly  pad  may 
be  used,  elevating  the  head  of  the  bed. 

The  solution  may  be  introduced  into  the  wound 
by  means  of  a  single  tube,  or  preferably  by  several 
tubes  connecting  them  by  means  of  glass  tips.  For 
a  large  open  cavity,  e.g.,  the  knee-joint,  a  single 
curved  tube  (A,  figure  4)  may  be  used.  For  deep 
drainage  through  and  through  tubes  are  best,  be- 
cause they  are  more  readily  kept  in  position,  and 
are  less  apt  to  become  clogged.  Tubes  perforated 
along  the  portions  that  are  within  the  limb,  and 
which  are  clamped  at  the  free  end,  give  the  most 
satisfaction  (C,  figure  5).  The  tubes  are  best  in- 
troduced at  the  time  of  operation. 

For  the  irrigating  solution  one  may  use  normal 
saline,  weak  iodine  or  potassium  permanganate, 
sterile  or  even  tap  water.  The  rate  of  flow  should 
be  several  drops  a  second. 

Continuous  irrigation  is  indicated : 

1.  As  an  adjunct  to  surgery  permitting  the  use  of 
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irrigating    tube    for    an 

denly  ruptures  into  a  clean  cavity  as  the  knee 
The  most  marked  effects  of  the  irrigation  are: 

1.  The  immediate  fall  of  temperature  even  in  the 
most  severe  advanced  cases.     If  the  temperature 

sts  it  is  invariably  due  to  some  other  focus  of 
infection,  either  some  undrained  pocket  in  the  limb, 
implication  in  some  distant  organ,  or  a  blood 
infection. 

2.  There  is  no  accumulation  of  discharges,  the 
part  remaining  absolutely  clean. 

3.  The  odor  is  destroyed. 

4.  Pain  is  removed. 

5.  There  is  a  marked  stimulating  effect  on  the 
tissues. 

The  question  of  how  long  the  irrigation  should 
be  continue'!  must  be  determined  in  each  individual 


he  apparatus : 

\-  the  intermittent  action  depends  upon 
the  rapid  filling  and  emptying  of  the 
syphon,  there  should  be  a  free  outlet  to 
the  flow. 
b.  The  tubes  should  be  as  short  and  direct 
-sible. 


',.   6.     Photograph   of   bed.   trough,    rubber   sheeting,    recei" 
and    irrigating    apparatus    in    po 

c.    The    lumen    of  the  glass  syphon  should 
be  about  3  mm.  in  diameter. 
II.   The  patient : 

a.  All  foci  must  be  drained. 

b.  The  expi  ised  skin  should  be  smeared  with 
some  soothing  ointment. 

c.  The  openings  about  the  tubes  should  be 
free  so  that  the  escape  of  fluid  is  imme- 
diate. 

2  West  72nd  Street. 
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A  MEANS  OP   TYING  KNOTS  WHEN  ONE 
END  OF  THE  SUTURE  IS  VERY  SHORT. 

A.  I..  Sor]  si,  M.D. 

NEW    YORK. 

The   illustrations   show   a  very   simple   means  of 
tying  lOiots  even   when  it   would  be   impossible   in 
other  way  un  account  of  the  shortness  of  the 
ends. 


The  illustrations  show  only  how  to  tie  a  knot 
when  one  end  is  very  short.  It  is  obvious  that  the 
longer  the  ends  the  better.  A  knot  has  been  tied 
around  the  handle  of  a  knife  to  show  schematically 
how  the  knot  is  tied.  In  an  operation  the  suture 
is  held  in  place  by  being  passed  through  the  tissues. 


To  tie  knots,  as  shown  in  the  illustrations,  one 
end  may  be  so  short  as  to  be  almost  invisible,  the 
other  should  be  long  enough  to  make  a  loop 
around  a  forceps.  In  case  both  ends  are  ex- 
tremely short  the  longer  end  will  be  grasped  with 
a  .sharp  pointed  forceps  so  as  to  make  the  loop  as 
-     irt  as  possible.     When  both  ends  are  sufficiently 


Step  I.  A  plain  thumb  forceps  held  in  the  right 
thumb  and  index  fingers  grasps  the  long  end  with- 
out pulling  on  it ;  another  forceps  held  in  the  left 
thumb  and  index  fingers  is  gently  laid  on  the  long 
end.      (Fig.  1.) 


g  the  index  fmger  and  thumb  ot  each  hand  can 
advantageously  substitute  the  forceps. 

This  knot  will  be  appreciated  by  surgeons  doing 
vaginal  and  abdominal  work,  when  sometimes  at 
the  end  of  a  very  painstaking  suture,  the  suture 
material  breaks.  I  think  that  practically  in  even- 
condition  as  many  knots  as  desired  can  always  be 
tied  bv  the  method  here  illustrate  I. 


Step  II.  The  forceps  held  in  the  right  hand 
makes  a  loop  around  the  forceps  held  in  the  left 
hand.     (Fig.  2.) 

Step  III.  The  forceps  held  in  and  surrounded 
by  this  loop,  the  left  hand  grasps  the  short  end  of 
the  suture.     (Fig.  3.) 

Step  IV.  While  the  forceps  held  in  the  left 
hand  still  firmly  holds  the  short  end.  the  right  hand 
holding  the  forceps  pulls  on  the  long  end  so  tying 
the  knot.     (Fig.  4.) 

20  West  47111  Street. 
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INTRATRACHEAL  INS1  EON. 

When  Meltzer  in  1909  first  published  his  ex- 
periments showing  that  an  animal  can  be  kept  alive 
indefinitely  by  intratracheal  insufflation  even  : 
its  respiratory  muscles  are  paralyzed,  the  medical 
profession  failed  to  realize  the  great  importance  of 
this  work.  Surgery  is  now  waking  up  to  its  pos- 
sibilities. Meltzer,  Auer,  Carrel  and  Elsberg  have 
developed  the  surgical  technic  of  the  procedure  to 
a  point  at  which  it  is  capable  of  saving  many  lives, 
formerly  destined  to  be  lost.  The  principle  is  sim- 
ple. A  catheter,  half  the  size  of  the  caliber  of  the 
trachea,  is  passed  through  the  larynx,  down  to  a 
point  just  above  the  bifurcation  of  the  trachea,  and 
air  is  pumped  through  it  so  as  to  give  a  degree  of 
ire  somewhat  greater  than  that  of  the  atmos- 
phere. It  circulates  through  the  lungs,  and  escapes 
along  the  side  of  the  tube.  If  the  pressure  em- 
ployed is  sufficiently  great,  respiratory  movements 
may  cease  and  the  animal  continue  to  live.  The  air 
may  be  mixed  with  oxygen,  or  with  anesthetic 
vapor.  A  foot  bellows  or  a  pump  driven  by  a  small 
electric  motor  is  employed. 

We  are  indebted  to  Elsberg  (Annals  of  Surgery, 
February,  191 1),  for  an  apparatus,  so  compact  that 
it  may  be  transported  easily  by  hand,  which  places 
the  intratracheal  insufflation  of  air,  gases  and  anes- 
thetic with  mathematic  accuracy,  all  under  the  con- 


l  he  patienl 
insufflated  and  anesthi  tion  by  this 

method  ha\  •'  \   well,     1 

have  their  color 
continued  for  a  long  time  without  apparent  harm. 

tely  after  the 



of  mu  '  ing  in  the  th  ng  thi 

thesia.     The  ether  max-  be  turned  off  and  pure  air 
insufflated  at  the  end  of  the  operation  to  blow  out 
the  ether.     Elsberg's  apparatus  permits  the  n 
of  air,  oxygen,  and  ether  vapor  in 
portion.     Cough  or  pulmonary  complications   have 
not  been  caused  by  the  operation.     Po 
vomiting  has  been  absent. 

\i  first  il  seemed  that  this  method  of 

ted  alone  in  operations  upon  the  lungs 
and  thorax,  but  experience  seems  to  show  that  it  has 
a  wider  field,  and, may  be  employed  in  abdominal 
operations  and  in  operations  about  the  head  in 
which  it  is  desired  to  keep  the  anesthetic  apparatus 
away  from  the  field  of  operation. 

It  is  not  difficult  to  imagine  the  still  larger  range 
of  application  open  to  this  principle  of  forcing  air 
and  gas  into  the  lungs.  Pneumonia,  illuminating- 
gas  poisoning,  opium  poisoning,  and  many  other 
conditions,  in  which  deficient  oxidation  threatens 
life,  may  in  the  course  of  time  be  brought  within 
the  field  of  Meltzer's  benificent  discovery.—  I.  1'.  \V. 


THE     NEWER    ATTITUDE     TOWARD 
SYPHILIS. 

Two  great  changes  have  taken  place  in  recent 
time  respecting  the  medical  and  public  attitude 
toward  syphilis.  One  is  the  larger  knowledge, 
whereby  it s  recognition  and  cure  have  been  rendered 
more  facile.  The  other  is  an  aroused  public  in- 
terest in  the  widespread  and  direful  results  of  the 
disease.  Out  of  this  new  knowledge  and  public  in- 
terest, is  destined  to  come  a  diminution  in  the  rav- 
ages of  syphilis. 

There  are  three  noteworthy  advances  in  the  newer 
knowledge  of  syphilis :  its  prevention,  its  diagnosis, 
and  its  treatment.  While  calomel  ointment  has  been 
proved  an  effective  chemical  prophylactic,  a  still 
better  prophylaxis  has  resulted  from  the  free  public 
discussion  and  the  dissemination  of  information 
upon  the  contagiousness  and  dangers  of  the  disease. 
The  discovery  of  the  treponema  pallidum  marked 
the  great  step  in  accuracy  of  diagnosis,  and  the 
Wassermann  reaction  places  at  the  service  of  the 
surgeon  a  clinical  diagnostic  method  of  enor 
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value.  The  treatment  devised  by  Ehrlich  is  des- 
tined to  save  countless  lives  and  prevent  untold  suf- 
fering. 

As  a  striking  example  of  the  possibilities  of  the 
new  knowledge,  we  may  consider  tumor  of  the 
brain.  Here  it  has  been  the  practice,  as  a  routine 
measure,  to  administer  mercury  and  iodides,  often 
for  long  periods.  The  treatment  has  been  aimed 
first  as  a  diagnostic  rather  than  therapeutic  meas- 
ure. If  the  symptoms  yielded  and  were  held  in 
abeyance,  the  disease  was  assumed  to  be  due  to 
gumma.  But  it  was  found  that  in  many  cases  so 
much  inflammatory  tissue  had  been  deposited  that 
the  treatment  failed  to  cause  much  amelioration. 
And,  moreover,  it  was  also  found  that  the  mixed 
treatment  brought  about  a  period  of  improvement 
in  many  cases  of  sarcoma  and  glioma.  Thus  mer- 
cury and  iodides  often  fail  both  as. diagnostic  and 
as  therapeutic  aids. 

In  the  light  of  the  newer  knowledge,  the  Was- 
sermann  reaction  should  supersede  the  old  diagnos- 
tic method  when  there  is  doubt.  The  tumor  hav- 
ing been  determined  as  associated  with  syphilis, 
the  treatment  may  be  pursued  with  a  better  con- 
science and  a  firmer  grasp  upon  the  situation,  than 
can  be  the  case  when  speculative  treatment  is  com- 
bined with  diagnostic  uncertainty.  Whether  the 
older  methods  of  treatment  shall  be  continued  or 
the  new  treatment  of  Ehrlich  applied  must  depend 
upon  the  character  of  the  case.  The  positive  indi- 
cations for  the  use  of  salvarsan  are  being  formu- 
lated out  of  the  large  clinical  experience  which  is 
now  developing. 

Sir  Victor  Horsley.  than  whom  there  is  no  greater 
authority,  asserts  that  the  amount  of  permanent  in- 
flammatory tissue  about  a  gumma  of  the  brain  is  so 
great  that  it  is  futile  to  consume  time  with  medi- 
cation if  the  disease  is  accessible,  and  that  the  first 
dmy  of  the  surgeon  is  to  expose  the  gumma,  excise 
it,  and  irrigate  the  region  with  bichloride  of  mer- 
cury solution.  If  there  are  pronounced  symptoms 
of  brain  tumor,  with  increased  intracranial  pres- 
sure, the  delay  entailed  by  the  exhibition  of  anti- 
syphilitic  medication  may  be  responsible  for  the 
loss  of  eye-sight  or  other  permanent  damage. 

A  final  step  in  the  control  of  this  disease  is  a 
legislative  one.  Along  with  gonorrhea  it  should  be 
reportable  to  the  health  authorities.  It  is 
intensely  contagious,  and  of  vastly  greater  social 
importance  than  measles,  chicken  pox,  or  scarla- 
tina. It  produces  more  defectives,  to  become  bur- 
dens upon  the  State,  than  any  other  disease.    It  is 


the  most  important  infective  factor  that  influences 
the  race.  Society  is  only  just  beginning  to  grasp 
the  syphilis  problem. — J.  P.  W. 


When  resecting  the  cecum  be  careful  not  to  tie 
the  mesentery  of  the  ascending  colon  too  close  to 
the  bowel — the  anastomosing  loop  of  the  ileo-colic 
and  colica  media  lies  very  near  the  gut. 


After  resection  of  the  small  bowel  lateral  anas- 
tomosis possesses  several  advantages,  as  to  safety, 
simplicity  and  patency,  over  end-to-end  union.  The 
gut  ultimately  becomes  a  straight  tube  if  the  stoma 
is  made  near  the  closed  ends. 


In  an  injury  to  the  wrist  tenderness  just  distad 
to  the  radius  and  in  the  "anatomical  snuff  box"  is 
significant  of  fracture  of  the  scaphoid. 


When  dealing  with  a  chronic  bone  abscess  (and 
often,  too,  in  acuter  cases)  it  saves  weeks  of  after- 
treatment  to  work  with  an  osteo-periosteal  ("coffin 
lid")  flap,  and  close  the  wound  completely. 


If  a  patient  with  the  signs  and  symptoms  of 
chronic  appendicitis  is  unduly  anemic  and  has  lost 
weight,  be  prepared  for  the  possibility  of  a  more 
serious  lesion,  e.  g.,  neoplasm,  ileocecal  tuberculosis. 


Lavage  of  the  stomach  preparatory  to  an  oper- 
ation for  intestinal  obstruction  had  best  be  done 
before  anesthetizing.  Performed  during  narcosis 
the  procedure  may  cause  alarming  embarrassment 
of  respiration  and,  if  the  throat  should  become 
flooded  with  mucus  or  stomach  content,  as  occa- 
sionally happens,  an  aspiration  pneumonia  is  very 
apt  to  follow. 


Many,  if  not  most,  of  the  cases  of  shoulder  pain 
variously  diagnosed  as  circumflex  neuritis,  rheu- 
matism, etc.,  are  instances  of  subacromial  or  sub- 
coracoid  bursitis.  With  involvement  of  the  former 
bursa  there  is  usually  tenderness  just  beyond  the 
acromion,  usually  somewhat  anteriorly;  in  the  lat- 
ter there  is  marked  tenderness  just  external  to  the 
coracoid  tip.  Pain  on  rotation  of  the  arm  may  be 
present  in  either;  it  is  most  constant  in  subcoracoid 
bursitis. 


Surgical  Sociology 

Ira  S.  Wile,  M.D. 


When   Scl  au  linn   and    I  loffman  I   the 

the    world    n  il    the 

■'.vn.     When 
Wassermann  modified  the  test  of  Bordet  am 

Id  marveled  at  the  great  advance  in  the 
diagnoj  His  and  the  parasyphilitic  di 

nd  the 
shadow  of  a  doubt,  the  full  value  : 
Wassermann    or    the    Noguchi 

wizardry  gi n  hrlich  has  startled  those  bent 

sis   by  announcing  a  probable   speedy 
cure    for    syphilis   and    other    forms   of 
Mirabile  dictu!     Syphilis  is  no  longer  to  be  the 

the  race,  the  bete  noir  of   the 
swam]  irly,  of  course,  to  appreciate  the 

true  place  of  ''600"  in  therapeutics,  but  the  present 
reports  from  Wechselman.  Neisser,  Alt  and  other 
careful  clinicians  give  promise  that  the  conquest  of 
lues  is  at  hand.  What  is  the  social  import  of  the 
success  of  the  long  named  synthetic?  What  does 
the  cure  of  lues  mean  to  the  community?  Why  is 
this  "sterilisatio  magna"  a  tremendous  asset  for  the 
world  ? 

philis  as  a  cause  of  death  is  apparently  on  the 
increase  in  the  United  States.  There  were,  accord- 
ing to  the  ('.  S.  Census  Report,  2, 432  deaths  from 
lues  in  1908  in  the  registration  area,  a  rate  of  5.4 
per  100,000.  as  compared  to  1.335  deaths  for  the 
five-year  average  from  1901  to  1905,  or  a  rate  of 
4.1  per  100.000  from  the  same  cause. 

These  figures  for  1908  do  not  include  the  1,198 
deaths  ascribed  to  locomotor  ataxia,  nor  the  2.234 
deaths  due  to  paresis,  which  really  bring  the  num- 
ber of  deaths  from  lues  up  to  5,864  for  the  year 
1908.  Xo  account  is  taken  of  diseases  like  aneur- 
ism, hydrocephalus,  insanities,  and  various  other 
luetic  origined  conditions  that  would  ^well  the  total 
loss  from  lues  into  amazingly  high  figures.  Osier 
has  made  the  statement  that  one  out  of  eighty 
deaths  is  due  to  syphilis.  France  has  a  mortality 
rate  from  this  cause  of  7?c'r.  Neisser  claims  that 
15%  of  the  adult  male  population  have  hie'.  Dr. 
Morrow  estimates  that  there  are  2.000.000  syphil- 
itica in  the  United  States.    And  a  cure  is  in  sight ! 

Our  army  and  navy  will  have  a  greater  available 
strength  in  the  future.  Hoff  reports  for  1908  a 
morbidity  rate  for  lues  as  far  as  army  hospitals 
go,  of  26.4  per  mille  for  the  army.  Fully  2: 
the  English  troops  returned  from  their  services  in 
India  syphilitics.  The  prevention  of  the  wide  dev- 
astation by  this  danger  will  allow  manv  soldiers 
to  live  to  fight  another  day. 

The  conquest  of  syphilis  means  a  decrease  bv 
one-half  of  our  institutions  for  defectives.  The 
burden  of  taxation  for  the  economic  debris  will  be 
lightened.      Educational    systems    will    be   benefited 


by  a  highei  [nsam 

dividual-   H  11  g(    .1   pai  to 
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in  life  is  to  be  fo  uu  in  health 

■  nsue  t<>  mi!  1  liildhoi  d,   whoi  e  1'  : 

often  sorrowed  by  an  attack  of  non  venereal 

The  medical  professii  n  will  have  al  oni 
large  part  of  it-  work  made  easy  and  ao 
portion  of  its  patient-  cured.     The  prompt  1 
lues  will  go  a  long  way  to  increasing 
congestion  of  the  medical  profession  !• 
the  amount  of  luetic  patients  who  will  be  ava 
at  any  one  time  and  by  shortening  the  period  of 
luetic  morbidity  in  the  case  of  acute  syphilis. 

The  spread  of  venereal  diseases  like  syphi 
attributed  often  to  igm  i  the  conquest      1 

the  black  plague  has  been  calculated  as  1 
a  campaign  of  education  together  with  an  a 
to   raise   the   general   standard   of   morality.      The 
future   shows   the   first   attack  upon   lues   mu  1 
made  on  the  purely  physical  side,  that  of  curin 
disea-e.     The  fight  for  a  higher  morality   will  be 
harder  than  ever,  for  the  dread  of  the  pox  will  de- 
crease with  the  assurance  of  its  curability.     Syph- 
ilis  may   even,    for   a  time,   increase   becausi 
greatest    physical    deterrent    being    removed,    there 
will  be  less  worry  over  the  incidence  of  tin 
dition  and  les     usi      F  hygii  nic  measures  to  pn  . 
the  disease.     The  present  statu-  of  gonorrhi 
serve  as  the  means  of  physically  frightening 
existence  the   -ex  morality  thai   may  serve  I 
down   the    increase    in    prostitution    that   is    th 
ened.      Dreyer   and    Meirowsky    have    shown    that 
83%  to  89%  of  one  hundred  registered  prosl 
of  Cologne  gave  positive  reactions  to  the  Wa 
mann  test.     They  also  showed  that  it  was  aln  1    ;  a 
certainty  that  all  prostitutes  have  lues   within   the 
first  year  of  their  pernicious  activity.     The  cure  of 
this  state  of  affairs  again  lies  in  the  use  of  "6  6" 
as  a  part  of  the  medico-legal  care  of  the  Hetairae. 
The  lessening  of  the   spread   of   lues  must  he  at- 
tacked in   all   its   manifold   phases,  without   1 
to  the  criticisms   that   are   bound   to   come   as   the 
result  of  the  failure  of  some  people  to  under- tin  ! 
that   available   measures   must   first   be  utilized   to 
the  utmost  to  stay  disease.     Immorality  is  not  en- 
couraged  by   endeavoring   to   wine   out    its    stains. 
Sex  morality  may  lessen  the  incidence  of  lues  but 
"606"  will  rob  it  of  its  frightful  penalties  by  rea- 
son of  which  all   syphilis  is  actually  visited   uoon 
the  innocent   even   unto  the   third   and   the   fourth 
generation. 

Surgery    of    to-day    has   developed    technic 
verv  fine  point  and  the  various  duties  assigned  to 
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the  nurses  are  by  no  means  of  the  least  importance. 
The  nursing  profession  has  been  evolving  a  modus 
operandi  that  carries  the  lessons  of  asepsis  to  the 
masses  in  a  direct  manner  and  with  ample  demon- 
stration. The  Visiting  Nurse  is  the  most  important 
social  educator  that  is  to  be  found. 

There  are  over  575  various  organizations,  includ- 
ing numerous  factories,  commercial  houses,  de- 
partment stores,  insurance  companies,  settlements, 
municipalities,  hospitals  and  dispensaries  that  are 
utilizing  more  than  1.500  nurses  constantly  in  the 
splendid  humanitarian  work  of  visiting  the  sick 
poor  in  their  homes.  This  is  but  the  beginning  of 
this  form  of  work.  Its  future  deserves  the  atten- 
tion and  support  of  all  surgeons.  The  nurses  do 
not  supersede  the  surgeon,  but  merely  cooperate 
with  him  and  carry  out  the  instructions  that  he 
may  give  and  leave  a  record  of  the  condition  of  the 
patient  at  the  time  of  the  visit  of  the  nurse  for  the 
information  of  the  attendant  physician. 

With  hospitals  overcrowded  and  space  in  de- 
mand, there  is  much  reason  for  advocating  the 
home  nursing  of  all  cases  that  can  receive  adequate 
care  in  the  home.  Many  conditions  do  not  make 
a  rapid  convalescence  in  the  hospitals  and  such  may 
he  well  cared  for  at  home.  Severe  ulcers,  mod- 
erately extensive  burns,  abscesses,  dressings  for 
injuries  of  the  lower  extremity,  and  minor  surgical 
^dressings  can  receive  home  attention  at  the  hands 
of  capable  visting  nurses,  who  at  the  same  time  are 
teaching  the  patient  and  his  familv  the  necessity 
of  proper  care  and  the  methods  of  securing  the 
prompt  healing:  of  wounds  that  are  kept  clean. 
The  nursing  is  uniformly  attended  with  the  same 
results  that  might  be  secured  in  the  wards  of  the 
hospital.  The  nurse  may  also  be  the  judge  of  the 
necessity  of  the  patient  returning  to  the  hospital  in 
the  event  of  any  unexpected  complication. 

Hospitals  and  dispensaries  that  do  not  have  vis- 
iting nurses  on  their  own  staff  should  take  advan- 
tage of  the  opportunity  afforded  by  existing  visit- 
ing nurses'  associations  in  their  vicinity  by  refer- 
ring patients  to  them  for  care  in  the  homes.  Sur- 
gical institutions  should  be  the  first  to  appreciate 
the  nature  of  this  nursing  service.  For  some  rea- 
son, medical  men  have  been  suspicious  of  the  visit- 
ing nurses  and  have  failed  to  send  patients  to  re- 
ceive the  advantages  of  nursing  care  at  home.  Sur- 
geons, above  all  men.  know  the  necessity  and  value 
of  the  ministrations  of  a  sympathetic,  well  trained 
and  equipped,  resourceful  nurse.  Among  the 
wealthy,  there  is  little  difficulty  in  securing  the 
benefits  of  such  nursing  care.  The  great  middle 
class  and  the  poor  can  be  given  at  least  the  oppor- 
tunity of  having  a  similar  type  of  service  rendered 
to  them  through  the  medium  of  the  visiting  nurses. 

The  tendency  to  institutionalize  people  is  at  a 
turning  point,  and  is  giving  way  to  carrying  to 
hospitals  only  those  who  really  require  hospital 
treatment.  The  visiting  nurse  is  becoming  a  great 
factor  in  rationalizing  and  humanizing  the  care  of 
the  sick  poor  and  through  her  efforts  people  will 
bave  a  better  understanding  of  the  value  of  hospi- 


tals and  dispensaries  ami  will  accept  surgical  treat- 
ment that  is  suggested  by  the  attendant  physician 
with  a  better  spirit  and  greater  promptness  than  is 
common   at   the   present  time. 


Book   Reviews 


Urgent  Surgery.      By   Felix   Lejars,   Professeur   Agrege 
a   la   Faculte   de    Medecine   de   Paris;    Chirurgien    de 
l'Hopital    Saint-Antoine,    etc.      Translated    from    the 
sixth     French     edition     by     William      S.      Dickie, 
F.R.C.S.,   Surgeon.   North   Riding  Infirmary,   Middles- 
brough; Gonsulting  Surgeon,  Eston  Hospital,  etc. 
time  II.     Large  octavo;  580  pages;  20  full-page  plates 
and  994  illustrations.     New  York:  William   Wood  & 
Co.,  1910.     Price,  $7.00.     (Per  set,  $14.00.) 
In  a  more  extended  review  of  the  first  volume  of  this 
translation  of  Lejars'  "Chirurgie  d'Urgence"  (June,  1910), 
the   best   of  the   works   on   emrgency   surgery,   we   called 
attention  to  its   eminently  practical  character,   its  presen- 
tation of  useful  little  methods  and  devices  from  the  auth- 
or's wide  experience,  the  excellence  of  the  translation  and 
of  the  translator's  notes,  and  the  great  value  of  the  num- 
erous illustrations. 

The  second  volume,  which  deals  with  the  genito-urinary 
organs,  the  rectum  and  anus,  the  strangulated  hernias,  and 
the  extremities,  leads  us  to  no  modification  of  our  praise. 
It  is,  like  the  first,  an  excellent  translation  of  a  splendid 
work,  pervaded  with  the  personal  experiences  and  the 
personality  of  a  very  practical  surgeon  and  a  good  teach- 
er. We  would,  however,  repeat,  in  kind,  a  criticism  made 
of  the  first  volume.  Operations  for  fracture  of  the  patella 
and  of  the  olecranon  belong  under  no  conditions  to  the 
field  of  urgent  surgery,  and  their  descriptions  are  out  of 
place  in  this  work. 

Bismuth  Paste  in  Chronic  Suppurations.     Its  Diagnostic 
Importance    and    Therapeutic   Value.      By     Emil    G. 
Beck,  M.D.,  Surgeon  to  the  North  Chicago  Hospital, 
Chicago,    111.     With   an   Introduction   by   Carl   Beck, 
M.D.,  and  a  Chapter  on  the  Application  of   Bismuth 
Paste   in    the   Treatment   of    Chronic    Suppuration   of 
the    Nasal    Accessory    Sinuses    and    of    the    Ear,    by 
Joseph  C.  Beck,  M.D.     Octavo;  237  pages;  91   illus- 
trations.    St.   Louis:   C.   V.   Mosev   Co.,   1910.     Price 
$2.50. 
Beck's   bismuth    paste    injection    method    tor   the   treat- 
ment of  certain  chronic  suppurative  lesions — notably  bone 
and  other  sinuses — has  already  secured  a  permanent  place 
in   surgical   therapeusis.     Like    many   other   valuable   dis- 
coveries,   this    method — as    applied    therapeutically — devel- 
oped accidentally,  or  rather  incidentally,  from  an  effort  to 
delineate  the  outlines  of  sinuses  skiagraphically.     Simple 
in  execution  and,  now  that  we  are  more  familiar  with  its 
occasional  behavior,  safe,  the  bismuth  injection  often  curing 
long-standing   sinuses   with   amazing   promptness,   has    de- 
served the  generous  reception  accorded  it  and  is  earning 
equally  generous  praise  in  widening  fields.     Nevertheless, 
we  agree  with  the  author  in  his  preface  that  in  the  present 
development  of  the  subject  a  monograph  is  premature. 

This  book,  however,  is  intended  rather  as  a  practical 
guide  to  the  various  diagnostic  and  therapeutic  applica- 
tions of  bismuth  paste,  than  as  a  comprehensive  or  crit- 
ical thesis.  Beck  presents  the  technic  of  injection  in 
various  sets  of  cases,  some  interesting  case  reports,  and  a 
brief  survey  of  the  literature.  His  percentage  of  cures 
in  rectal  fistulae,  and  Pennington's,  thus  placed  together, 
call  for  attention  to  this  conservative  method  in  these  cases. 
In  addition  to  the  chapter  by  Dr.  Joseph  C.  Beck  on 
bismuth  paste  in  chronic  suppurations  of  the  nose,  nasal 
sinuses,  ear  and  mastoid  process,  there  is  an  interesting 
chapter  on  its  use  in  dentistry  in  which  are  summarized 
the  experiences  of  Dr.  Rudolph  Beck  and  of  other  den- 
tists  in   the   management   of   pyorrhea   alveolaris   by   bis- 


Book  Ri \ tE«  - 


- 

Induced  Cell  Reproduction  and  Cancer.     The  1- 

,1    and    of    Aug- 
men 

M.R.CS.,  ] 

Re- 
i  .    Liverpool, 
arches  carried  oul  b 

ladel- 
plr.  ii. 

!    in    a 
■  '  d   to  be  mitotic   fig- 
the  authors  were  led  to  the  study  of  the  effect  of 
kaloids,    tissue   products,   etc.),   on 
nations  to  the 
cell   reproduction,  especially 
in  rel  i  I  cancer, 

The  authors'  method  of  reasoning  is  distinguished  more 
thusiasm  than  by  adherence  to  the  tei 
and  al  lerusal  of  the  contents  of  this  b 

I  that  the  cancer  problem  remaii 

It  is   interesting  to  note  that   in  a  recent 
number  of   the   Lancet.     Certain   gen:' 

disclaim  all  responsibility  for  the  conclusions 
drawn. 

Hernia:  Its  Cause  and  Treatment.       By    R.    W.    Mur- 
ray,  F.R.C.S.,  Surgeon,  David  Lewis   Northern   Hos- 
pital,  Liverpool,   etc.     Second  Edition.     Octav 
_   illustrations.     Philadelphia :   P.   i 
1910. 
The  book  begins  with  a  very  good  historical   review  of 
the  subject  of  hernia.    The  author  makes  an  extended  plea 
tor  the  the  ry  of  Hamilton  Russel,  that  herniae  are  con- 
genital.    As  a   corallory   to  this   teaching,    Murray   advo- 
ration  for  inguinal  hernia,  the  essential   fea- 
tures of  which  are  high  ligation  of  the  sac  and  suture  of 
the  external  oblique  aponeurosis. 

Medical  Chaos  and  Crime.     By  Norman  Barnesby,  M.D. 
London  and  New  York:  Mitchell  Kennerly.  1910. 

The  perusal  of  this  book  has  left  us  with  thoughts  more 
pertinent  to  the  psychology  of  the  author  than  to  the 
-.ins  of  medical  practice  which  he  divulges  to  the 
shuddering  community.  It  is  difficult  to  think  that  he  has 
been  impelled  by  a  purely  altruistic  motive  (as  he  wishes 
us  to  believe)  to  publish  all  the  mistakes  and  sordid  phases 
of  medical  practice  which  he  has  picked  in  his  medical 
career.  If  it  is,  his  judgment  must  have  been  rendered 
warped  by  the  tribulations  of  practice,  or  his  ex- 
periences must  have  been  of  an  unusually  bitter  variety. 

It  is  hardly  necessary  to  say  that  there  is  nothing  new 
in  the  "revelations"  that  the  author  sets  forth  in  these 
pages.  Every  physician  knows  that  mistakes  are  occasion- 
ally made,  that  splitting  fees  is  a  common  practice,  that 
medical  education  is  not  uniformly  excellent  and  tl 
conduct  of  hospitals  is  not  always  what  it  should  be.  The 
main  difference  between  the  author  and  the  physician  who 
holds  the  traditions  of  his  vocation  to  heart  is  this:  Tint 
while  Barnesby  shouts  these  things  from  the  housetops 
and  impatiently  calls  upon  the  entire  world  to  help  him 
change  the  present  order  of  things,  the  latter  hears  these 
blights  upon  his  profession  more  calmly  and  seeks  by  quiet 
agitation  within  his  profession  to  accomplish  the  neces- 
sary reforms.  The  author  cannot  complain  that  the  pro- 
fession at  large  is  apathetic;  his  own  abundant  quotations 
from  medical  journals  furnish  ample  proof  to  the  con- 
trary. What  good,  however,  even  in  his  sublimest  pangs 
of  altruism,  Barnesby  intended  to  serve  by  calling  the 
laity  into  his  confidence,  is  beyond  us  to  discover.  His 
book,  by  furnishing  a  view  of  only  the  wor.-t  and  occa- 
sional evils  of  the  present  state  of  medical  practice,  will 
only  tend  to  arouse  suspicion  of  physicians  and  aggravate 
the  lack  of  confidence  in     medical  mil  ,'hich  is 
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Three  Contributions  to  the  Sexual  Theory.         By  Prof. 

anslation  by 

A.  ;,..  M.D. ;  with  introduction  by  James 

J.  P  D.,   New  York.     Duodecimo;  96  ; 

in    Journal  01 

[INC  Company,  1910.    $2.00. 

This  monograph  is  a  decided  addition  to  the  liti 
of  the  sexual  instinct.    The  analysis  of  the  Si 
tions    is   scholarly    a  psychological 

understanding  of  the  basis  of  inverts  and  p 
is  lackil  .  the  logical  compulsion  that  is 

acceptance  of   in  ud's   th. 
instinct  forms  the  foundation  of  the  neuroses. 

The  consideration  oi   the    Infantile  Sexuality  carries  the 
interpretation  of  natural   physiological   processes  into  ab- 
surd channels.     To   place  thumb-sucking  in   the  cal 
of  autoerotic   acts   and   to   closely  ally   it   with   masturba- 
tion  is   to   place   sexuality   at   the   very   basis   of   the    food 
question.    To  state  that  "Children  in  whom  this  is  retained 
are   habitual   kissers   as   adults   and   show   a   tendency   to 
perverse   kissing,   or   as   men   they   have   a   marked   desire 
for  drinking  and  smoking,"  is  as  irrational  as  to  make  a 
similar    statement    for   the    children    who    perchane. 
been  spanked  during  infancy.     To   suggest  that  constipa- 
tion  depends   upon   the   desire   of   children    to   utili 
erogenous    sensitiveness   of   the   anal    zone   and   that   thii 
masturbatic  excitation   of  the  anal  zone  is  a  root 
constipation  of  neuropaths  is  overzealousness  to  make  the 
theory   tit   all    sorts   of   conditions.     Clinicians   are  hardly 
willing  to  accept  the  position  that  whenever  the  enuresis 
nocturna   of   older   children    does    not    correspond    to    an 
epileptic  attack  it  corresponds  to  a  pollution.     While  infan- 
tile   sexuality    is    responsible    for    many    of    the    1  b 
manifestations   of   childhood,    infancy   is   not   to   be    inter- 
preted as  consisting  merely  of  sexuality. 

The  Transformation  of  Puberty  presents  some  exceed- 
ingly important  views  on  the  problem  of  sexual  excite- 
ment in  its  relation  to  sexual  tension  and  fore-pleasure. 
In  order  to  appreciate  the  theories  of  Freud  it  is  neces- 
sary to  take  into  account  the  factor  of  bi-sexuality  and  to 
ackni.wk-il._re  that  libido  is  regularly  and  lawfully  of  a 
masculine  nature,  be  it  in  the  man  or  in  the  woman.  To 
regard  nursing  and  fondling  by  the  mother  of  her  own 
infant  as  the  means  of  sexual  excitation  which  later  must 
seek  other  sources  because  of  incest  barriers  is  not 
"wicked,"  but  might  be  regarded  as  the  "ions  et  origo" 
of  wickedness,  if  Freud  had  succeeded  in  establishing  the 
truth  of  his  statement.  In  short,  life  means  only  sexuality 
and  we  live  to  develop  our  sexual  natures.  The  reviewei 
still  continues  to  believe  that  life  is  not  merely  a  question 
of  sex,  though  much  enlightened  by  the  views  of  this  ex- 
cellent exponent  of  the  methods  of  psychoanalysis. 

Handbuch    Der    Kinderheilkunde.    ein    Buch    fuer    den 
Praktischen  Arzt.    Herausgegeben  von  Prof.  Dr.  M. 
Pfanndler  und  Prof.  Dr.  A.  Schlossman.     Vol.   V \ 
Chirurgie     und     Orthopaedic     im     Kindesalter.    Von 
Prof.   Dr.   Fritz   Lange    und    Priv.-Doz.    Dr.    Hans 
Spitzy.  Octavo;  3.39  pages;  21  plates  and  221  illustra- 
tions.    Leipzig:     F.  C.  W.  Vogel,  1910.     Price,  paper- 
covered,  $4.00. 
The   encyclopedic  work  of   Pfaundler  and   Schlossman, 
incorporating  our  knowledge  of  the  diseases  of  children  in 
four    volumes    has,    we    believe,    come    to    stay.     The    ad- 
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ditiona!  volume  before  us,  dealing  with  the  surgical  and 
orthopedic  diseases  of  childhood  makes  a  very  welcome 
complement  to  the  series. 

Written  for  the  internist,  the  contributions  of  Lange 
and  Spitzy  are  nevertheless  complete  enough  to  make  the 
book  one  of  value  not  only  for  study  but  for  general 
reference.  At  the  end  of  each  chapter  a  full  bibliographi- 
cal list  is  given.  The  surgical  conditions  are  clearly  and 
precisely  presented;  the  descriptions  of  diseases  are  very 
graphically  presented. 

To  state  that  the  work  is  profusely  illustrated  hardly 
gives  an  idea  of  the  enormous  wealth  of  black-and-white 
and  colored  photographs  and  sketches  that  stud  the  pages 
of  the  book.  Indeed,  the  illustrations  are  so  well  chosen 
and  so  artistically  prepared  that  one  almost  feels  one  is 
looking  through  an  atlas  of   surgical  diseases. 

Abhandlungen  iiber  Salvarsan.  Gesammelt  und  he- 
rausgegeben  von  Paul  Ehrlich.  Octavo;  402  pages. 
Muenchen:  J.  F.  Lehmann,  1911.     Price,  6  marks. 

In  addition  to  some  articles  concerning  "606"  that  have 
not  previously  been  published,  this  valuable  compilation 
contains  reprints  of  many  essays  that  appeared  during 
1910,  especially  in  the  Muenchener  Medizinischer  Wochen- 
schrift.  To  some  of  these  later  observations  have  been 
added.  The  last  article  in  this  interesting  collection  is  the 
review  by  Ehrlich  which  recently  appeared  in  the  Muench- 
ener Med.  Wochenschrift,  "Die  Salvarsantherapie,  Riick- 
blicke   und   Ausblicke." 

In  Ehrlich's  short  introduction  to  this  compilation  he 
expresses  the  conclusion  that  the  therapia  sterilisatio 
magna  is  not  the  only  desideratum  in  the  treatment  of 
lues.  Even  if  in  the  majority  of  cases  we  do  not  effect  a 
radical  cure  with  a  single  injection  we  may  still  hope 
to  reach  this  end  by  a  few  injections,  eventually  adding 
a  combination  treatment. 

"Salvarsan"  or  "606.''         (  Dioxy-Diamino-Arsenobenzol). 
Its   Chemistry,   Pharmacy  and  Therapeutics.       By  W. 
Harrison   Martinbale,  Ph.D.,  F.C.S.,  and  W.  Wynn 
YVestcott,  M.B.,  D.P.H.,  H.  M.'s  Coroner  for  North- 
East  London.     Small  octavo;   77  pages.     New  York: 
Paul  B.  Hoeber,  191  i.     Price,  $1.50,  net. 
This  is  the  first  resume  in  English  dealing  with  "606" 
comprehensively-.     The  authors  have  compiled  notes   con- 
cerning the  chemistry,  pharmacy  and  therapeutics  of  the 
drug  without  adding  anything  new  or  original.     The  book 
is   a   compilation   of   publications  of  English   and   foreign 
authors  up  to  the  end  of  last  year.     In  a  paragraph  on 
"special    communications"    the    personal    experiences    and 
views  of  a  few  English   specialists  are  quoted.     Most  of 
them   are   rather  lukewarm   in   their   recommendations   of 
the   drug.     Jonathan   Hutchinson   is   skeptical   of   any   ad- 
vantages  over   mercury   and   sounds    a   word   of   warning 
against   the    intravenous    method,    of    which    he    says,    "if 
adopted   on    any   considerable   scale   will   be   certainly   fol- 
lowed by  a  number  of  deaths  directly  the  result  of  such 
injections." 
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The  Prevention  of  Sexual  Diseases.  By  Victor  G.  Vecki, 
M.D. ;  with  introduction  by  William  J.  Robinson, 
M.D.  Duodcimo;  130  pages.  New  York:  The  Critic 
and  Guide  Company,  1910.    $1.50. 

A  Compend  of  the  Active  Principles,  with  symptomatic 
indications  for  their  therapeutic  use.  By  Harold 
Hamilton  Redfield,  A.B.,  M.D.  Duodecimo ;  100 
pages.     Chicago:  The  Clinic  Publishing  Co.,  1910. 

(Quiz-)  Compend  of  Gynecology.  By  William  Hughes 
Wells,  M.D.,  Associate  in  Obstetrics  in  the  Jefferson 
Medical  College,  Philadelphia,  etc.  Fourth  Edition, 
revised  and  enlarged.  Duodecimo ;  290  pages ;  153 
illustrations.  Philadelphia :  P.  Blakiston's  Son  &  Co., 
1911.    $1.00  net. 


Clinical  Lecture  on  Kidney  Pain.  E.  Hurry  Fen  wick. 
British    Medical   Journal,    January    7,    191 1. 

The  commonest  structural  change  accompanying  kidney 
pain  is  a  distended  renal  pelvis;  the  commonest  cause  of 
kidney  pain  is  a  dilatation  of  the  renal  pelvis.  The  onset 
of  excessive  thirst  with  a  corresponding  low  specific  grav- 
ity of  the  urine  is  an  important  evidence  of  renal  in- 
adequacy. This  condition  may  exist  as  a  result  of  a  dis- 
tended pelvis.  If  the  patient  is  forced  to  sleep  on  the 
aching  side,  the  kidney  is  still  movable  and  the  pelvis  is 
locally  irritated.  If  the  patient  must  rest  on  the  unof- 
fending side  the  aching  kidney  is  fixed  and  its  surface  is 
inflamed  (Corticitis.)  Intermittent  diuresis  marks  some 
dilatation  of  the  renal  pelvis.  Fenwick  calls  attention  to  the 
frequency  with  which  small  aberrant  vessels  are  found 
entering  the  kidney.  These  aberrant  vessels  may  pass  to 
either  the  upper  or  lower  poles  of  the  kidney.  If  to  the 
upper  pole,  and  the  kidney  is  slightly  movable,  the  dragging 
of  the  organ  may  cause  arterial  anemia  of  the  small  area 
of  kidney-  which  this  vessel  supplies,  with  consequent  cor- 
ticitis (pain)  and  attacks  of  polyuria  and  thirst.  Aber- 
rant vessels  running  to  the  lower  pole  of  the  kidney  are 
found  in  16  per  cent,  of  all  cases  of  primary  pelvis  dilata- 
tion, and  in  addition  to  the  above  symptoms,  they  cause 
dilatation  of  the  pelvis  by  pressing  upon  the  ureter.  Ac- 
cording to  Fenwick,  an  aberrant  vessel  is  the  most  com- 
mon cause  of  kidney  pain.  Division  of  this  vessel  is  at- 
tended by  prompt  alleviation  of  the  hydronephrosis  and 
its   attendant   symptoms. 

[Division  of  an  aberrant  renal  vessel  may  be  followed 
by  anemic  infarction  (necrosis)  of  the  corresponding  pole 
of  the  kidney. — Ed.] 

On  Percussion  and  on  Percussion  of  the  Kidneys. 
O.  Lerch,  New  Orleans.  Medical  Record,  February 
4.   1911. 

By  replacing  the  stroke  with  the  drop  in  percussion,  we 
have  a  method  that  enables  us  to  make  out  with  accuracy 
and  ease  the  organs  situated  close  to  the  body  wall  or 
deeply  situated,  the  percussion  lines  corresponding  sharply 
to  the  organs.  We  have  a  method  superior  to  the  usual 
method  of  percussion,  in  that  it  permits  us  to  judge  from 
the  rebound  of  the  hammer  the  change  of  vibrations  and 
the  percussion  note  at  one  and  the  same  time,  and  espe- 
cially that  it  eliminates  largely  the  individual  element  and 
makes  results  uniform. 

Further,  according  to  the  most  prominent  clinicians, 
kidney  percussion  has  been  impossible  except  in  cases  of 
very  much  enlarged  kidneys,  when  it  is  for  practical  pur- 
poses useless.  The  author's  methods  give  good  results  in 
kidney  percussion  under  any  conditions  and  with  any 
patient,  supplementing  the  diagnosis  of  the  diseases  of 
the  kidneys  and  giving  a  ready  and  easy  means  to  deter- 
mine the  actual  size  and  location  of  the  kidneys. 

Glycerine  as  a  Bladder  Stimulant.  {Glycerin  als  Blasen- 
laxans.)  Otto  Franck,  Frankfurt.  Zcntraiblatt  fur 
Chirurgie,  January  14,  191 1. 
Baisch  and  Doderlein  found  that  if  20  c.cm.  of  a  2  per 
cent,  borogly-ceride  solution  is  injected  into  the  bladder 
spontaneous  urination  occurs,  where  otherwise  catheteri- 
zation is  necessary.  This  method  has  proved  valuable 
especially  in  post-operative  bladder  paresis.  The  ability  to 
void  urine  spontaneously  continues  without  the  necessity 
of  a  second  injection.  Franck  has  found  this  method  of 
treatment  almost  infallible  both  in  women  and  men.  In 
order  to  obviate  the  use  of  the  catheter,  Franck  resorted 
to  the  injection  of  the  solution  directly  into  the  urethra, 
and  found  that  this  simple  procedure  was  successful.  He 
injects  15  to  20  c.c. ;  about  10  c.cm..  returns,  leaving  5  to 
10    c.cm.    w-ithin    the    bladder.     In    about    twenty    minutes 
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ion. 
Werelius  finds  that  the  operations  that  usually  have  been 
el  to  the  urinary  secretion 
i  xtirpation  of  the  kidney  are  cither  attended  with  a 
infection,  as  in  the  case  of 
anastomosis  with   the   intestine  or  vagina,   or  are  uncom- 
ble  to  the  patient.     He  lias  experimented  with  anasto- 
mosing the   ureter   with   the    Fallopian   tubes:   the   genital 
system   being   closely    relate. 1    with   the   urinary   apparatus 
and,  during  life,  be  thinks,  should  be  the  ideal  alternative 
outlet  for  the  urinary  secretions.  Two  experiments  on  dogs 
are  reported.    The  ureters  were  dissected  up  under  ether 
anasthesia,  severed  close  to  the  bladder  and  the  distal  end 
tied,  the  bladder  being  left  intact.     Both  tubes  were  then 
cut  off  about  4  cm.  from  the  uterus  and  the  proximal  ends 
tied.    A    thorough-and-thorough    purse-string    suture    was 
then  inserted  in  the  distal  end  of  the  tubes  into  which  the 
ureters  were  drawn  and  the  purse-string  lightly  tied  around 
the  tubes  and  reinforced  by  two  interrupted  sutures.  Both 
are    so    far   doing   well,   passing   urine   through   the 
and  vulva.     The  operation  seems   feasible  at  least 
in  the  dog. 

The  Surgical  Treatment  of  Epididymitis.  G.  G.  Smith, 
Boston.  Boston  Medical  and  Surgical  Journal, 
February  2,   191 1. 

Smith  advocates  puncture  of  the  epididymis  in  severe 
of  gonorrheal  epididymitis,  an  operation  advocated 
by  Baermann,  Belfield,  Mozet  and  Hagiier.  The  author 
is  well  satisfied  with  the  results  he  obtained  in  five  cases. 
The  relief  of  pain  is  almost  immediate,  the  infiltration  dis- 
appears more  quickly  than  by  any  other  method  and,  ac- 
cording to  the  testimony  of  other  observers,  the  danger 
of  permanent  occlusion  of  the  ducts  is  lessened. 

The  operation  is  performed  under  local  anesthesia.  An 
incision  6  to  10  cm.  in  length  is  made  through  the  tunica 
vaginalis  over  the  site  of  the  junction  of  the  epididymis 
and  the  testicle.  The  epididymis  is  punctured  with  a  teno- 
:  >tne  through  the  fibrous  covering,  especially  at  the  places 
where  the  induration  is  greatest.  If  pus  is  found  the 
cavity  is  evacuated,  after  a  probe  is  inserted,  by  light 
massage,  and  the  cavity  is  syringed  out.  The  tunica  is 
closed  by  a  catgut  suture,  a  cigarette  drain  is  placed  to 
the  sutured  tunica,  and  the  skin  is  closed  up  to  the  drain. 

Report  of  Work  Done  on  the  Verumontanum. 
Lawrence  T.  Price.  Richmond,  Va.  Virginia  Medi- 
cal Semi-Monthly,  February  10,  1911. 

Price  calls  attention  to  congestion  and  irritation  of  the 
verumontanum  as  the  cause  of  a  certain  set  of  symptoms, 
and  to  the  necessity  for  direct  treatment  of  this  small 
b  idy  in  the  urethra. 

The  symptoms  complained  of  are  frequency  of  urination, 
pain  and  burning  in  the  deep  urethra,  the  pain  sometimes 
being  in  the  glans  penis,  down  the  thigh,  scrotum,  buttock 
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very   readily   and    is   very    sensitive. 

The  treatment  carried  out  is  cither  to  inject  into  the 
sinus  pocularis  with  a  long-shaft  syringe,  a  solution  of  10 
per  cent,  silver  nitrate,  or  cauterize  the  surface  with  a  15 
per  cent,  solution  with  cotton  on  an  applicator.  The  pain 
from  either  of  these  treatments  is  rather  disagreeable  for 
two  or  three  hours,  and  the  symptoms  complained  of  will 
be  exaggerated  for  two  or  three  days,  but  after  the  effects 
of  the  cauterization  begin  to  clear  up,  so  do  the  symptoms. 
The  most  gratifying  results  have  been  in  patients  classed 
under  the  head  of  sexual  neurasthenia.  In  a  few  insta 
a  second  treatment  has  been  necessary,  though  it  should 
not  be  repeated  under  ten  days  or  two  weeks.  During  the 
second  and  third  days  a  little  bleeding  may  be  noticed  from 
the  urethra.  No  further  treatment  is  necessary  except  to 
pass  a  full-sized  sound  about  twice  to  avoid  any  narrowing 
of  the  canal.  The  cauterization  does  not  obliterate  the 
verumontanum  and  destroy  its  supposed  function,  but  the 
condition  of  inflammation  is  relieved  and  the  size  of  the 
structure  is  reduced  to  its  normal  condition,  or  possibly 
slightly   smaller. 

A  New  and  Easy  Method  of  Replacing  Retroflexion  of 
the  Uterus.  (Bine  note  leichte  Methode  der  Reposi- 
tion des  retroflektierten  Uterus.)  O.  Goldberg,  War- 
sau.  Zentialblatt  fur  Gynakologic,  December  17,  1910. 
In  cases  where  no  adhesions,  diseased  adnexa  or  other 
contraindications  to  attempt  at  replacement  exist,  the  fol- 
lowing method  will  prove  of  advantage.  With  the  uterus 
still  in  retroflexion,  introduce  a  well  curved  Hodge 
pessary,  as  usual,  its  posterior  bar  being  behind  the  cer- 
vix. Then  introduce  the  index  and  middle  finger  of  one 
hand,  above  (in  front  of)  the  anterior  bar  of  the  pessary 
(usually  they  are  introduced  behind  this  bar.)  Turn  the 
palmar  surface  of  the  fingers  upward,  separate  theh. 
widely,  and  with  the  fingers  deep  in  each  lateral  fornix, 
depress  the  anterior  bar  of  the  pessary  firmly  but  slowly 
backward.  The  pessary  now  acts  as  a  lever,  pushing  the 
cervix  upward  and  backward  and  also  lifting  the  fundtis 
upward.  The  abdominal  hand  will  now  find  the  uterus 
either  anterior  or  the  fundus  so  high  up  that  it  is  readily- 
grasped  and  anteflexed. 

Report  of  a  Fatal  Case  of  Quinsy  in  an  Adult.     J.  J. 

Thompson,  The  Laryngoscope,  December,  1910. 
After  an  attack  of  acute  tonsillitis,  the  patient,  previous- 
ly healthy,  developed  a  severe  peritonisillar  abscess  on  the 
right  side,  with  some  difficulty  in  breathing.  On  the  fifth 
day,  there  was  a  large  swelling  on  both  sides  and  the 
patient's  condition  was  much  worse.  An  incision  was 
made  on  the  right  side  and  a  small  amount  of  pus  evac- 
uated, but  the  condition  was  not  relieved  and  so  an  un- 
successful attempt  was  made  to  incise  the  left  side.  The' 
breathing  became  more  difficult  and  in  a  few  hours  the 
patient  died,  although  those  in  attendance  claimed  that  he 
was  quieter  a  short  time  before  his  death.     There  were  no 
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signs  to  indicate  that  he  had  been  lighting  for  air.  An  in- 
spection of  the  pharynx  post  mortem  revealed  a  swelling 
of  both  tonsillar  regions  and  a  retropharyngeal  swelling 
involving  the  right  side  of  the  posterior  pharyngeal  wall. 
There  was  no  edema  of  the  uvula  or  soft  palate.  An  ii 
cision  on  the  left  side  was  followed  by  a  flow  of  pus.  The 
cause  of  death  might  probably  have  been  due  to  suffoca- 
tion due  to  aspiration  of  the  pus,  general  sepsis,  septic 
endocarditis  or  laryngeal  edema,  although  the  manner  of 
his  death  did  not  point  especially  to  any  of  them. 

A  Simple  Method  by  Which  an  Open   Safety-pin  was 
Removed  from  the  Bronchus  Without  Closing  Pin. 
Oliver    \V.    Turner..     The    Laryngoscope,    December, 
1910. 
The  patient,  a  young  girl,  aspirated  a  small   safety  pin 
into  her  left  bronchus.     An  attempt  was  made  to  remove 
upper  bronchiscopy  by  using  the  ordinary  safety- 
pin  closer.     As  this  was  unsuccessful,  a  tracheotomy  was 
performed,   but  even   through   this   opening  the   pin   could 
not   be   removed,   although   a  narrow   slit   was   sawed   out 
the   whole  length  of  the   bronchoscopic  tube  on   the   side 
which  was  to  face  the  left  bronchus  and  be  opposite  the 
point  of  the  pin  when  introduced.     It  was  finally  thought 
possible  to  turn  the  pin  into  the  tube  by  first  passing  the 
tube  over  the  half  of  the  pin  on  which  the  clasp  was  lo- 
cated, then   making  traction   with   a  hook   introduced  into 
the  clasp,  turning  the  point  of  the  pin  into  the  tube,  the 
edge  of  which   would   act   as   a   fulcrum.     The   hook   was 
made  of  stout  piano  wire.     The  pin  was  readily  removed 
in  this  manner. 

Recent  Studies  of  the  Interrelation  Between  Diseases 
of  the  Nose  and  Accessory  Sinuses  and  Diseases  of 
the  Orbit.  1  Neuere  Arbeiten  nebcr  die  Beziehungen 
der   Krankheiten    der    Nasen-Nebenhoehlen    zu    denen 

der  Orbita.)     C.  Adam,  Berlin.     Medicinische  K 
1910,  No.  49. 

It   is   now    a    well-established    fact   that   diseases   of   the 
orbit — both    inflammatory   and   non-inflammatory — are   but 
rarely  primary   in   the   orbit.     Their  source   is  usually  the 
•v  one  of  its  accessory  cavities. 

Suppuration  of  the  frontal  and  anterior  ethmoidal 
sinuses  may  lead  to  orbital  cellulites,  periostitis,  etc. ; 
whereas  suppurative  posterior  ethmoiditis  may  result  in 
retrobulbar  neuritis,  optic  atrophy,  disturbances  in  the 
functions  of  the  orbital  muscles.  Even  in  the  presence 
of  long-standing  dacryocystitis  the  accessory  sinuses 
should  be  studied  if  orbital  complications  are  present. 

Infectious  meningitis,  with  fatal  issue,  has  recently 
been  described  by  a  number  of  authors  as  the  terminal 
complication  of  pansinusitis.  Such  cases  may  present 
unilateral  exophthalmos,  retrobulbar  neuritis,  etc.  Krauss 
has  reported  two  fatal  cases  of  ethmoidal  suppuration  in 
children — exopthalmos,  edema  of  the  lids,  or  orbital 
periostitis,  followed  by  pyemia,  being  the  course  of  events. 

Xager  has  called  attention  to  the  not  infrequent  sup- 
puration in  the  accessory  sinuses  as  a  complication  of 
scarlet  fever.  These  cases  commonly  lead  to  the  forma- 
tion of  orbital  abscesses  that  may  spontaneously  rupture  in 
the  neighborhood  of  the  tear-sac. 

Diseases  of  and  especially  tumors  in  the  sphenoidal 
sinus  may  lead  to  paralysis  of  the  eye  muscles  supplied 
by  the  third,  fourth  or  sixth  nerves,  as  well  as  to  orbital 
and  conjunctival  hemorrhages  from  pressure-necrosis  of 
bloodvessels.  Such  lesions  may  also  result  in  retrobulbar 
optic  neuritis  or  atrophy. 

Report  of  Six  Cases  of  Composite  Odontomes.     T.  L. 

Gilmer.  Chicago.  Journal  of  the  American  Medical 
Association,  January  21,  1911. 
Gilmer  reports  six  cases  of  composite  odontomes  in  the 
human  subject  which  he  says  are  of  interest,  first,  on  ac- 
count of  their  rarity,  and,  second,  on  account  of  their 
being  occasionally  mistaken  for  malignant  growths  with 
consequent  removal  of  large  sections  of  the  jaw  which 
could  have  been  avoided  had  a  correct  diagnosis  been 
made.  Such  growths  are  rare  in  man  and  are  more  fre- 
quent in  some  of  the  lower  animals,  like  the  horse,  but  are 


rare  also  there.  Composite  odontomes  are  most  frequent 
in  the  mandible,  but  two  of  those  here  reported  were 
from  the  upper  jaw.  They  seem  to  belong  to  the 
region.  The  composite  odontome  differs  from  the  or- 
dinary dentigerous  cyst  containing  diminutive  teeth,  or 
dentary  bodies,  in  that  the  latter  contain  no  cement  sub- 
stance other  than  that  which  covers  the  root  of  the  in- 
dividual tooth  when  perfectly  formed  teeth  are  found,  with 
each  little  tooth  or  denticle  separate  and  distinct  from  the 
:  besides,  there  is  a  well-defined  cyst  wall  or  cyst 
fluid.  In  the  composite  odontomes  there  is  no  cyst  wall  or 
cyst  fluid  so  far  as  Gilmer  has  been  able  to  discover.  The 
genesis  of  these  bodies  has  not  been  demonstrated,  but  it 
is  probably  the  same  as  that  of  the  dentigerous  cysts.  The 
diagnosis  is  generally  spoken  of  as  difficult.  If  of  the  com- 
posite  variety  ami  uncovered 'by  suppuration  of  the  soft 
tissues  overlying  and  by  absorption  of  bone,  it  may  be  mis- 
taken for  necrosed  bone,  but  differs  in  its  greater  hardness, 
resisting  penetration  by  the  sharp  steel  probe.  The  thick- 
ening of  the  overlying  soft  tissues,  with  the  induration 
present  with  necrosed  bone,  is  also  absent.  It  may  simu- 
late osteoma,  likewise  that  peculiar  thickening  of  bone 
sometimes  found  about  infected  pulpless  roots  of  the 
molar  teeth,  and  also  it  may  be  confused  with  sarcoma  or 
adamantoma,  the  latter  being  generally  classified  under  the 
general  head  of  odontome.  The  sharp  steel  probe,  if  the 
tumor  can  be  reached  by  it,  will  here  also  aid  in  the  diag- 
nosis. The  surest  method  of  differentiation,  however,  is 
through  the  aid  of  the  skiagraph,  as  it  can  be  skiagraphed 
in  the  jaw  like  the  roots  of  the  teeth.  The  history  is  also 
of  use.  the  slow  growth,  the  enlargement  having  usually- 
been  observed  for  months  or  years,  is  not  like  that  of 
sarcoma,  and  the  absence  of  pain  is  different  from  the 
usual  history  of  most  malignant  neoplasms. 

On  Recurrent  Enlargement  of  the  Salivary  Glands. 
D.  M.  Greig,  Glasgow.  Edinburgh  Medical  Journal, 
January,    191 1. 

Greig  reports  five  cases,  in  all  of  which  there  was  a 
history  of  recurrent  enlargement  of  the  salivary  glands, 
oftentimes  extending  over  a  period  of  many  years.  In 
three  instances,  the  enlargement  involved  the  submaxillary 
gland :  in  the  remaining  two,  the  parotid.  The  enlarge- 
ment is  unilateral  and  the  cause  could  not  be  determined. 
Calculus  could  be  easily  excluded.  The  enlargement  was 
not  accompanied  by  pain  and  always  followed  mastication. 
Mumps  could  be  excluded  by  (1)  the  recurrence  of  the 
swelling;  (2)  absence  of  constitutional  symptoms  and  fever 
and  (  3  1   the  fact  that  the  lesion  was  unilateral. 

The  author  summarizes  the  literature  of  the  subject  and 
concludes    as    follows  : 

Intermittent  swelling  of  the  salivary  glands  is  due  to 
uses  connected  with  perverted  secretion:  (1) 
siabolithiasis ;  (2)  sialodochitis  fibrinosa:  (3)  primary 
xerostomia,  (b)  Causes  connected  with  the  ducts: 
definite  narrowing  of  the  ostium  due  to  (1)  trauma  (e.  g., 
calculus);  (2)  ulceration  (e.  g-,  stomatitis),  (c)  Causes 
other  than  the  above,  apparently  in  connection  with  the 
glandular    function    but    not   yet    pathologically    defined. 

A   New  and    Successful    Therapeutical    Use    for    Old 
Staphylococci     Bacteria.         B.    Le   Roy,   Athens,   O. 
New  York  Medical  Journal,  December  31,  1910. 
Le  Roy  found  that  by  painting  an  acne  lesicn  with  old 
staphylococcus  vaccine  that  the  lesions  healed  rapidly.    The 
comedones  dried  up  and  were  easily  removed  by  rubbing 
with  a  coarse  towel.     Most   remarkable  of  all,  the  large 
open  pores  of  the  skin  became  constricted,  leaving  a  per- 
fectly   appearing    normal    skin.      At    first,    the    application 
causes  redness  with  a  sharp  stinging  pain  that  lasts  a  few 
minutes.     These  manifestations  become  less  marked   with 
further  applications  until  no  reaction  occurs  at  all.     The 
author's  experience  includes  28  cases,  without  a  failure. 

Transfusion  of  Blood  by  New  Method  Allowing  Ac- 
curate Measurement  of  the  Amount  Transfused. 
Preliminary  Report.  A.  If.  Curtis  and  Y.  C.  Da- 
vid, Chicago.  Journal  American  Medical  Association, 
January  ~.  191 1. 
Curtis  and  David  enumerate  the  difficulties  of  the  Crile 
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turn  is  then  ..  i  the  apparatus,  and,  after 
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h  the  ends  of  the  cannula.    Thi 

in  both  Jonor  and  recipient  for  a  distance  of  two  I 
inches.     The   vein   of   the   recipient   is   ligati 
the  hand,  stripped  of  blood  toward  tl 
rubber  ssel-clamp    applied    as    fai 

lure.     A  clamp  is  then  applied  to  the 
nor's  vein,  thi 
the  heart  and  ligated  proximall]  in  turn 

cut  squarely  across  near  its  ligature,  caught   up  at  three 

i 
warm    salt    solution.       \    cannula    end    is    introduced    into 

.1  tied  in  position  so  that  one  cannula 
tinuous   with   the   recipient's   vein   and   the   other   w 

:  the  donor.     The  clamp  on  the  donor's  vein  is  re- 

and  a  syringeful  oi  blood  is  carefully 
clamp  is  then  replaced  and  the  one  on  the  recipient's  vein 
removed.     The  blood   is  very  slowly   ii  the   re- 

cipient and   the  clamp   reapplied.     This   procedure   is   then 
repeated    until    sufficient    blood    has   be.  I."      A 

modification  of  this  apparatus  has  been  used,  but  the 
technic  is  just  the  same.  The  details  of  the  experiments 
on  dogs  are  given,  and  one  case  in  which  the  method  was 
successfully  used  on  a  human  subject.  The  danger  of  fat 
embolism  from  the  perolatum  used  is  considered  negligible. 
The  advantages  claimed  are:  the  definite  control 
amount  of  blood  and  the  rate  of  flow,  simplicity  of  technic 
and  saving  of  time,  assurance  of  success  in  the  transfer 
of  blood,  and  lessened  danger,  of  infection  to  the  donor. 

Treatment  of  Painful  Fissures  and  Piles  by  High  Fre- 
quency  Currents.      A.     Tierlinck,     Ghent,     Belgium. 
The  Proctologist,  December,  iqio. 
The  form  of  high  frequency  current  lly  em- 

ployed  is  the   Oudin.     It   may   be   impossible   to   introduce 
the   electrode   into   the   rectum   at   the  because 

n  and  spasm  of  the  sphincter.  The  number,  fre- 
quency and  duration  of  the  sittings  vary  according  to  the 
nature  of  the  case.  The  average  duration  is  about  five 
minutes,  the  number  of  treatments  about  fifteen.  The 
treatment  should  not  be  painful.  Best  results  are  obtained 
in  early  cases. 

The  advantages  claimed  for  the  method  are:  i.  An- 
esthesia is  not  required.  2.  The  procedure  is  painless. 
bloodless  and  easy  of  execution.  3.  The  patient  is  not 
ed  to  bed.  4.  There  is  no  danger  from  complica- 
tion-— infection,  etc.  5.  Associated  conditions — constipa- 
tion, pruritus,  etc. — are  not  infrequently  cured. 

On  Recto-Romanoscopy  and  Severe  Anemias  Due  to 
Hemorrhage  from  Highly  Situated  Varices  of  the 
Lower  Bowel.  (  Ueber  Recto-Romanoskopie  und 
Schwere  An'dmien  durch  blutungen  aus  Lochsitzenden 
Varicen  des  unteren  Dickdarms.)  C.  A.  Ewald, 
Berlin.     Berliner     Klinische     Wochenschrift,    January 

9-    >9" 
Ewald  reports  a  number  of  cases  of  severe  anemia  due 
to  repeated   small  bleedings — and  occasionally  larger  ones 
— from   varicosities  situated   10  to   15  cm.  above  the  anus. 
These  can  be  easily   seen   with   the  proctoscope.     1: 
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Successful  Direct  Massage  of  the  Heart  After  Appar- 
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The  Treatment  of  Three  Hundred  Nevi  by  Freezing. 
J.  L.  Bunch,  London.  British  Medical  Journal. 
February  4,    [911. 

The  author's  extensive  experience  has  led  him  to  con- 
clude that  freezing  is  by  far  the  best  method  of  eradicating 
nevi  of  any  description.  The  resulting  scar  is  smooth 
and  barely  visible,  and  as  a  rule  only  one  application  is 
necessary;  for  large  nevi  two  or  three  may  be  required. 
The  applications  arc  of  20  to  40  seconds  duration  and 
sufficient  pressure  is  applied  to  press  the  blood  oul  oi  the 
superficial  vessels.  The  surface  of  the  skin  must  be  held' 
as  tense  as  possible  during  the  application.  Good  n  ults 
are  also  obtained  in  cavernous  and  hairy  nevi  but  usually 
than  one  application  is  necessary.  As  a  rule  a  vesicle 
forms  after  the  treatment,  which  must  be  opened  and 
treated  aseptically. 

An  Easy  and  Painless  Method  of  Removing  Adhesive 
Plaster.     E     I     G.    Beardsley,    Philadelphia.     Journal 
oj  the  Americal  Medical  Association,  January  28,  1911. 
Beardsley  mentions  the  difficulty   often   experienci  d   and 
the  pain  and   discomfort   to  the  patient   in  the  removal  of 
adhesive    plaster,    especiallj    over    hairy    parts.     He    acci- 
dentally discovered  thai  oil  "i  wintergreen  applied  d 
to  the  plaster  spread  throughout  the  adhesive  material  and 
causes  it  to  co  readil;    and  painlesslj      When  ex- 

tensive areas  are  to  be  removed  the  application  of  an  oint- 
menl  of  adepis  lanae  hydrosus,  with  10  per  cent,  of  oil  of 
winterg  is  even  more  useful  than  the  oil 

alone. 

Intravenous    Injection    of    Magnesia    Sulphate    in    Bac- 
terimia      R.  R.  HuGGiJfs,  Pittsburg.    American  Jour- 
nal 1  Februarj .   mi  1. 
Magnesium   sulphate   has  been   used  with  success  in  the 
reatmenl    oi     erysipelas     and     lymphangitis.       The 
author  has  tested  its  intravenous  use  first  in  animals,  later 
in  human  beings.     No  hyperleucocytosis  is  brought  about, 
and  in  vitro  it  does  not  hinder  bacterial  growth.     He  has 
injected   the   salt,   using    30  grains  to  8  ounces  of  normal 
salt   solution,    into    fifty   human   beings.     The   injection   is 
performed    slowly,    the    fluid    being    at    a    temperature    of' 
i05°-io8s,  and  at  lea-t  twenty  minutes  being  consumed  in 
its  introduction.    The  cases  treated  were  almost  exclusively 
of  puerperal  infection.     It  apparently  has  a  beneficial   ef- 
fect on   the  course  of  the  disease.     The   data    are   not   as. 
yet  sufficient  in  number  to  permit  of  definite  conclusions. . 
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ULCER  OF  THE  DUODENUM;  SPONTANE- 
OUS    CLOSURE     OF     A     DUODENAL 
FISTULA:     A  CASE  REPORT.  AND 
AN     EXPLANATION     OF     THE 
ORIGIN  OF  DUODENAL 
ULCERS.* 

Robert  T.  Morris,  M.D., 

Professor  of  Surgery  at  the  X.  Y.  Post-Gradual      VIi 

School. 

NEW    YORK. 


Doctors  right  now  are  suffering  from  acute  in- 
digestion of  questions  relating  to  duodenal  nice;'. 
The  case  which  1  present  here  settles  one  point  at 
least,  ami  shows  that  spontaneous  closure  of  a 
duodenal  fistula  may  occur  in  cases  in  which  ideal 
closure  of  the  bowel  cannot  be  made  at  the  time 
of  operation. 

My  friend.  Dr.  T.  M.  J.,  was'  forty  years  of 
age  when  he  entered  the  Post-Graduate  Hospital 
\  1  -ill  7,  1903.  His  history  began  three  years  pre- 
viously with  digestive  disturbance  and  two  attacks 
of  jaundice.  Since  then  he  has  treated  himself  at 
times  for  indigestion.  One  evening  he  had  a  rigor, 
and  on  the  following  morning  was  in  great  pain, 
with  tenderness  in  the  upper  right  quadrant  of  the 
abdomen.  We  knew  that  an  acute  inflammatory 
process  was  under  way,  because  the  vital  signs  gave 
warning.  I  believed  it  to  be  an  attack  of  infec- 
tive choice)  litis,  on  account  of  the  start  from  a 
jaundice  history,  and  began  palliative  treatment. 
The  diagnosis  was  wrong.  A  palpable  mass  forme  1 
in  the  vicinity.  Our  friend  was  sent  to  the  hospital 
and  I  opened  below  the  ribs,  expecting  to  find  a 
distended  gall-bladder.  Gas,  pus  and  old  blood  dot 
spluttered  out  of  the  opening.  The  cavity  was 
blown  clean  with  peroxide  of  hydrogen,  and  then 
flushed  with  salt  solution.  A  large  flat  blood  clot 
was  enucleated  from  behind  the  peritoneum,  and  a 
perforation  of  the  duodenum  was  found  two  inches 
from  the  pylorus.  The  tissues  of  the  adherent  ma>s 
were  too  fragile  to  allow  of  anv  classical  operation 
being  done,  consequently  T  adopted  the  policy  of 
neglect,  snapping  a  pair  of  artery  forceps  upon  a 
bleeding  part  of  the  bowel  wall,  inserting  a  drain- 
age  wick,   and   leaving  the   rest   to   canillaritv   and 

phagocytes.     For  a  mouth,  chyme,  undigested  f 1. 

pus  and  new  blood  clots  escaped  from  the  drain- 
age opening.  The  fistula  then  contracted  to  a  nar- 
row channel.  Chvme  alone  escaped  for  four  months 
more,    and    then    the    fistula   closed    spontaneously. 

Reported  at  the  meeting  of  the  Medical  Union.  January  21.  1911. 


That  is  the  reason  why  the  patient  is  shown  to- 
night. 1  bad  planned  to  do  an  operation  for  closure 
of  the  fistula,  but  Dr.  J.  was  busy  and  I  was  busy, 
and  we  never  arrived  at  a  convenient  time  for  the 
•  iperation. 

The  object  lesson  of  spontaneous  closure  is  val- 
uable for  guidance  in  similar  cases,  in  which  in- 
filtrated adherent  masses  of  fragile  tissue,  in  the 
presence  of  acute  inflammation,  are  not  good  ma- 
terial for  those  operations  which  look  so  neat  on 
well  calendered  paper  in  the  text  books. 

A  few  words  about  the  etiology  of  ulcer  of  tiie 
duodenum.  My  views  represent  some  speculation 
to  be  sure,  but  allow  me  a  good  deal  of  comfort, 
because  they  seem  to  comprehend  the  situation  to 
the  satisfaction  of  one  surgeon  at  least,  and  that  is 
above  the  average.  Let  us  start  from  two  fixed 
points  in  nomenclature.  We  shall  call  the  region 
of  the  bile  ducts  and  gall-bladder  tjhe  Bidubla 
Region.  We  have  a  right  to  give  a  distinctive 
name  to  this  region  which  is  an  area  of  special 
septic  explosion,  as  described  in  my  recently  pub- 
lished book.  "The  Fourth  Era  of  Surgery."  The 
Bidubla  region  is  like  the  areas  described  b\  geog- 
raphers as  peculiarly  liable  to  seismic  disturbance. 
The  other  area  upon  which  we  erect  a  nomencla- 
ture sign,  let  us  call  the  Pydu  Region,  meaning  by 
that  the  pylorus  and  first  four  inches  of  duodenum. 
The  reasons  for  putting  up  a  sign  on  this  region 
are  because  the  structures  are  developed  from  the 
foregut  of  the  embryo,  and  this  primitive  area  is 
under  the  control  of  internal  secretions,  in  contra- 
distinction to  the  fundus  of  the  stomach,  which  was 
a  later  development,  ami  which  is  under  motor  con- 
trol in  part  from  the  cerebro-spinal  nervous  sj  3- 
tem.  Another  reason  for  erecting  the  sign  over 
the  pylorus  and  first  four  inches  of  duodenum  and 
calling  it  the  Pydu  region  for  short,  is  because  one 
must  be  nearly  or  quite  sober  in  order  to  balance  a 
picture  steadily  upon  nomenclature  when  following 
gastro-pyloro-jejunb-duodeno-ileo  and  colo-descrip- 
tions  in  literature.  L'nless  we  mark  the  Pydu  re- 
gion with  a  sign  and  make  it  stand  out  boldly  from 
the  general  maze  of  inwards,  one  is  apt  to  lose 
sight  of  this  special  area,  with  its  individual  char- 
acteristics. 

I  look  upon  ulcer  in  the  Pydu  region  as  a  symp- 
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than  a  disease,  like  acne  i 

three  separate  and  dis- 
\ll  three  causes  give  similar 
•i   appendicitis   we  ma} 

•ulis    from   two  or   possibh    three 
1  distinct  kinds  of  causes.      I  h< 
ular  interruption  ;ii  p 
ive    Achilles-heel  anatomy,  i,  e.,  tissiu 
terminal  arteries  becoming  peculiar! 
n  their  arteries  are  disabled. 
Nov  ack  to  the  case  before  us,  to  ask 

whether  tin  ifter  a  very  fine  dinner,  had  a 

n  bacilli  or  anaerobe  bacteria  and 
from  the  colon  1>\  the  afferent  vessels 
system  and  carried  to  the  liver,  and  it"  this 

ginning  of  the  duodenal  ulcer 
particular 
This  open  for  us  to  entei 

the  questions  of  sepsis.  We  are  pretty 
well  acquainted  in  this  room.  We  are  acquainted 
with  the  fact  that  colon  bacilli  carried  to  the  livei 
by  the  afferent  vessels  of  the  portal  system  some- 
times the  Bidubla  region,  and  set  up  an 
infective  process  in  that  region.  Their  toxin 
excreted  by  the  liver,  may  poison  the  Bidubla  re- 

We  are  acquainted  with  the  fact  that  a 
in;;  infection  to  the  Bidubla  region  may  also  occur, 
and  that  the  colon  bacillus  and  other  bacteria  make 
their  way  up-stream  against  the  ciliated  epithelium 
common  bile  duct.  When  an  infective  irri- 
i-  under  way  in  the  Bidubla  region  the  toxic 
impressi. qi   lead-  amation   of  endothelium 

on  the  peritoneal  side.  Plastic  lymph  exudes,  or- 
ganizes, and  form-  meshes  of  adhesion  which  may 
ge  the  pylorus,  duodenum  and  almost  every- 
thing else  in  the  vicinity.  When  such  an  infective 
process  is  causing  desquamation  of  endothelium  of 
peritoneum,  may  it  not  at  the  same  instant 
cause  desquamation  of  endothelium  of  the  terminal 
arteries  of  the  Pydu  region?  If  so,  what  happen.-? 
Proliferating  endarteritis!  What  does  proliferat- 
ing endarteritis  do  to  tissues  supplied  by  tl 
-solved  arteries?  Tt  limits  freedom  of  circul; 
"What  then?  Areas  of  tissue  deprived 
-ment  of  protection,  are  directly  exposed  to  digestive 
and  bacterial  attack,  having  lost  for  that  moment 
the  "vital  principle  of  Hunter."  What  i-  the  end- 
result?    Ulcer! 

Welch  tells  us  that  about  five  per  cent,  of  our 
adult  people  suffer  from  gastric  or  duodenal  ulcer, 
but  apparently  more  than  fifty  per  cent,  of  our 
adult  people  carry  signs  of  old  toxic  injury  in  the 
iBidubla  region.     These  adhesion  signs  I  have  called 


u   attii   of  the  abdomen.     \\  i 
sume  from  the  toxic  insignia  i'i  the   Bidubl 

<   qu  ri  i  lothelium  of 

ti    ii        ■    the   Pyrin   region 
e  degree,  in  a  larg<  i    proportion 
tients   than    the   ones   who   actually   gel 

as  ul 

Let  us  pass  f i  \  mi m  I'..     In  this 

room  also  we  recognize  at  least  one  familial    face 

irritation  of  the  walls  of  bloodvessels  1 1 
time-  results  in  arterial  spasm.  \rlonal  spasm  of 
terminal  arteries  of  the  Pydu  region  would  mean 
■  i  interfei  ence  w  ith  circulatii  m  <  i 
the  a;e.t-  supplied  by  these  arteries!  What  then? 
-iu-  ln-m-  for  the  moment  the  "vital 
principle  oi  Hunter,"  and  exposed  to  digestive  and 
bacteria!  attack!     What  would  result?     Ulcer! 

We   w  ill    step   mto  a   third   n  *>m,   room   <  .  and 
find  at  acquaintanci         in  the  first 

two  rooms   we   found  intrinsic   factors  in  tin    pi 
duction  -  £  ulcer,  intrinsic  a-  relating  to  tissue-.     In 
the  third  room  we  come  upon  another  acquaint 

an  extrinsic  cause,  namely  direct  injur)   ; 

Injury  which  could  Lie  caused  by  the  acid  of  hyper 

m.      Wli.it    right    have   we  to  believe   that    di 

rect   acid    injury   may   occuri      We   may   believe   it 

the  impartial  testimony  of  the  jejunum  hung 

the   stomach  by  operation,    with   a   separate 

some  inches  below   made   for  alkaline  con- 

1  i  ■    iccurs  very 

in  the  jejunum  under  ordinary  conditions,  but 

the   jejunum  is  hitched   up  to  the  stomach   where 

ape  the  direct  influence  of  acid  stomach 

secretions,  ulcer-  occur  frequently  enough  to  make 

nslate  the  hieroglyphic  graven  upon 

that  ;i'  i!  wall  between  the  stomach  o     io 

e  orifice    for  alkaline  pancreatic  and  biliary 

:  ns.     When  we  have  direct  acid  irritation  <>f 

i,  what  happens?     The  submucous  tissue  of 

the   irritated   area   become-   loaded   with   interstitial 

tes.     There  i-  limitation  of  protection  against 

ive  and  bacterial  attack  for  the  moment,  while 

the  "vital  principle  of  Hunter"  is  lost.    What  I 

T   feel   that  ulcers  vary  in  degree   rather  than   in 
kind. — from  the  indefinite  erosion  area  of  bl(  i 
ulcer,  to  the  punch  hole  of  a  perforata  n. 

Tn  the  three  rooms,  then,  we  have  acquainl 
who  are  pretty  well  known  in  their  relation  to  other 
tissues  in  the  body,  and  we  may  assume  that  they 
behave  in  the  Pydu  region  as  they  do  in  other    om 
panv.     We  assume  that  our  acquaintance-  are  more 
active  in  the  Pydu  region  than  elsewhere.  b< 
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ire  nearer  to  the  Bidubla  region.  In  the  lan- 
guage of  the  children's  search  game,  as  we  appi 
the  Bidubla  region  we  get  "warm,  warmer,  hot." 
It  looks  like  an  object  lesson  on  the  subject  of 
propinquity,  that  greatest  of  all  forces  in  social 
and  in  pathological  life.  Were  I  a  novelist,  pro- 
pinquity would  be  my  grand  new  theme.  As  a 
surgeon  it  is  my  little  theme,  pointing  to  the  quick- 
score  made  by  toxins  when  they  can  nurse  the 
balls  in  the  Bidubla-Pydu  corner. 

Let  us  stop  for  a  minute  and  ask  about  the 
previous  history  of  some  of  our  acquaintances,  the 
intrinsic  toxic  group  found  in  room  A  and  room 
B.  We  know  that  ulcers  of  the  Pydu  region  can 
occur  in  the  presence  of  almost  any  of  the  general 
infections,  or  any  general  toxemia.  Take  for  in- 
stance a  case  in  which  a  patient  has  received  a 
superficial  burn,  and  part  of  the  tissues  have  been 
transformed  by  heat  into  toxalbumin,  which  is  allied 
to  rattlesnake  poison. 

This  toxalbumin  at  the  same  moment  when  it  is 
causing  hemolysis  and  toxic  injury  of  the 
epithelium  of  the  kidneys  in  the  course  of  excre- 
tion, may  also  be  causing  desquamation  of  en- 
dothelium in  the  Bidubla  region  after  excretion  by 
the  liver.  At  the  same  moment  when  it  is  causing 
toxic  desquamation  of  endothelium  of  the  peri- 
toneum in  the  Bidubla  region,  it  may  also  be  caus- 
ing toxic  desquamation  of  endothelium  of  the  ter- 
minal arteries  of  the  Pydu  region,  either  that,  or 
toxic  irritation  leading  to  arterial  spasm  of  the  ter- 
minal arteries  of  the  Pydu  region.  What  toxal- 
bumin from  the  burn  does  rarely,  and  what  toxins 
of  a  large  number  of  toxemias  do  rarely.  I  think 
is  done  commonly  by  toxins  of  the  colon  bacillus 
and  of  other  bacteria  in  the  Bidubla  region.  The 
question  whv  Pydu  ulcer  would  bear  any  relation 
to  appendicitis  can  be  answered  on  this  basis.  When- 
ever an  active  colony  of  colon  bacilli  is  disturbing 
the  appendix,  the  liver  at  the  same  time  i=  throw- 
ing more  bacteria  and  toxins  into  the  Bidubla  re- 
gion. There  is  beaucoitp  dc  mouvement,  as  we  say 
in  Paris — lots  going  on  just  then. 

In  the  third  room,  the  room  of  extrinsic  injury 
of  mucosa  (the  acid  injury),  we  remember  that 
acid  hypersecretion  occur?  synchronously  with  the 
presence  of  ulcer,  and  we  ask  whether  this  is  a 
cause  or  a  sequel  of  ulcer.  Let  us  argue  first  from 
the  point  of  its  being  a  cause,  and  get  together  some 
testimony  bearing  upon  acid  hypersecretion.  Acid 
hypersecretion  is  a  symptom  like  a  cough  or  a 
sneeze.  It  means  that  something  is  deranging  the 
function  of  the  secretory  glands.    What  could  serve 


to  derange   the   function  of  the   secretory   glands? 

As  many  things  as  may  happen  to  disturb  one's 
peace  of  mind.  Motility  is  the  chief  function  of 
the  stomach.  Anything  which  interferes  with  moti- 
lity of  the  stomach  might  disturb  the  secretory 
glands,  which  have  for  one  function  the  digestion 
of  enemies  if  possible.  The  secretory  glands,  try- 
ing hard  to  digest  what  seems  to  be  an  enemy  in 
the  vicinity  may  try  to  digest  an  irritation.  Ad- 
hesions from  the  Bidubla  region,  engaging  the  Pydu 
region,  interfere  with  motility  and  may  thereby  ap- 
pear as  an  enemy  which  the  secretory  glands  in 
futile  effort  imagine  they  may  digest.  This  idea 
places  hypersecretion  in  the  class  of  compensatory 
activities.  Another  conception,  more  tenable  per- 
haps, places  hypersecretion  in  the  "allowed"  class 
of  activities,  allowed  when  the  controlling  sympa- 
thetic nerves,  or  the  controlling  internal  secretions, 
are  weary  from  fighting  against  enemies  to 
motility. 

It  may  be  that  pyloric  insufficiency  and  hypo- 
secretion  belong  to  a  still  wearier  stage  of  sym- 
pathetic nerve  and  internal  secretion  activities.  At 
any  rate  when  I  was  a  boy  and  did  not  know  where 
a  Greek  verb  belonged  I  usually  told  teacher  that 
it  was  second  Aorist,  and  there  is  just  as  much 
comfort  now  in  putting  obscure  pathology  into  the 
chromaffin  account  and  letting  it  go  at  that. 

Pylorospasm  is  a  symptom  as  well  as  an  act.  It 
is  in  reality  nature's  attempt  at  putting  the  region 
at  rest,  like  the  spasm  of  muscles  in  hip-joint  dis- 
ease or  with  fracture  of  the  arm.  Nature's  em- 
ployment of  pylorospasm  has  a  purpose  in  pre- 
venting irritating  stomach  contents  from  passing 
over  an  inflamed  area,  if  we  read  the  sign  aright. 
The  presence  of  pylorospasm  includes  the  idea  that 
local  tissues  are  already  irritated,  no  matter  whether 
the  irritation  is  due  to  irritating  pyloric  contents 
upon  the  mucosa,  or  to  toxic  irritation  of  the  ter- 
minal arteries  deeply  seated  in  the  Pydu  wall.  We 
have  still  another  group  of  cases  of  pylorospasm, 
quite  distinct  from  (i)  those  which  go  with  Bidubla 
cobwebs  interfering  with  motility,  and  from  (2)  the 
cases  of  pylorospasm  belonging  to  irritation  of  the 
mucosa,  already  present.  This  third  group  is  the 
motor  neurosis  group,  referred  from  «ome  peri- 
phery, just  as  one  may  have  a  cramp  in  other 
muscles  without  local  irritation.  It  is  a  fraudulent 
group,  this  reflex  motor  neurosis  lot. 

Hypersecretion  may  be  both  sequel  and  cause  of 
honest  pylorospasm  in  a  retroactive  way.  and  a 
sequel  of  fraudulent  pylorospasm  (i.e..  pylorospasm 
due  to  disturbance  referred  from  some  distant  peri- 
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.  and  here  again  we  have  an  excess  of  pro- 
duction of  acid.     Further — acid  h.  1  rep- 
■i  of  the  Pydu  region,  may  occur 
without  the  presence  "t"  any  pylon                     II,  and 
5,  but   we  read  tin-  :                      in  the 
same  way.  as  meaning  local                      it  of  func- 
tion.   The  cases  oi  acid  hypersecretion  with  or  with- 
out pylorospasm  due  to  h ><>■;<.■  kidney,  fibroid  appen- 
dix, gall  si                     -rain  and  neurotic  whim,  are 
all  more  or  le<s  amenable  to  good  medical   treat- 
ment, but  we  find  persistent  acid  secretion,  refrac- 
tory to  treatment,  in  two  distinct  classes  of 
(a)  cases  in  which  open  ulcer  remains  in  the 
region,  with  or  without  active  symptoms,  and 
cases  in  which  Bidubla  cobwebs  interfere  with 
motility. 

We  thus  have  two  distinct  fundamental  explana- 
tions for  ulcer  of  the  Pydu  region,  one,  mechanical. 
cobweb  interference  with  motility  leading  to  acid 
secretion,  with  local  injury  :  the  other, 

chemical,    relating    to    toxic    endarteritis    or    toxic 
spasm  al    arteries.      The   mechanical   and 

chemical,  relating    to    toxic    endarteritis    or    toxic 
gestive   and    bacterial   attack.      Therefore,    the   ap- 
pellation "peptic"  as  applied  to  ulcus,  would 
to  a  secondary  role. 

The  exact  nature  of  chemical  irritating  and  de- 
structive agents  does  not  concern  us  on  this  oc- 
casion, excepting  for  a  word  or  two.  We  know 
that  hemorrhagins  can  exert  destructive  influence 
within  the  terminal  arteries,  and  that  muc 
have  a  selective  influence  upon  the  mucosa  of  anemic 
or  infiltrated  areas  temporarily  removed  from  pro- 
tecting influence.  Some  years  ago  I  showed  in  ex- 
periments upon  rabbits  that  an  irritant  like  car- 
bonate of  sodium  would  throw  the  muscularis  of 
the  ileum  into  spasm  at  the  point  where  carbonate 
of  sodium  was  applied  to  the  peritoneal  coat.  The 
area  which  went  into  a  condition  of  spasm  was  then 


b)    peristaltic  progression,  thus 
forming   an    intussusception.      It    i-    possible   that 
various  toxins  might  act  precisely  like  carbon; 
sodium  in  -elective  influence  upon  the  Pydu  wall, 
deranging  musclt  •  the  point 
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of  the  jejunum  does  not  excuse  us  fn 
their  meaning,  and  they  oblige  us  to  see  a  -till 
larger  meaning  in  the  greater  frequency  of  ulcers 
in  the  Pydu  region,  indicating  that  a  greater  num- 
ulcers  are  of  the  toxic  group,  and  that  acid- 
injury  ulcers  belong  to  the  small  group. 

Aside  from  all  this  philosophy  of  the  subject,  let 
us  impress  the  point  that  we  are  o  by  the 

need  for  earlier  surgical  attention  than  is  com- 
monly given  to  ulcers  in  the  Pydu  region.  There  is 
ngle  group  of  patients  leaving  their  medical 
consultants  more  often  at  the  present  time,  and 
coming  independently  to  the  surgeon,  than  these 
Pydu  ulcer  patient-.  Some  who  are  now  happy 
and  rosy  say  they  had  been  on  the  point  of  com- 
mitting suicide  during  the  time  when  their  whole 
object  in  life  seemed  to  be  attention  to  gastric  occu- 
pation. They  tired  of  square  pieces  of  bread  for 
breakfast  and  round  pieces  of  bread  for  dinner. 

Whenever  we  have  persistent  hyperacidity  of  the 
stomach,  not  responding  to  good  medical  treat- 
ment as  it  commonly  does  respond  when  due  to 
neurotic  whim,  to  the  influence  of  loose  kidney,  of 
eve  -train,  of  gall  stones,  or  of  fibroid  appendix, 
but  remaining  persistently  in  spite  of  treatment, 
we  may  assume  either  that  ulcer  of  the  Pydu  re- 
gion is  present,  or  that  cobwebs  are  inhibiting  moti- 
lity. The  Einhorn  method  of  determining  the  pres- 
ence of  ulcer-  i-  better  than  depending  upon  symp- 
toms for  diagnosis,  because  patients  are  often  free 
from  pain  and  other  distressing  symptoms  for  weeks 
or  months  at  a  time,  even  though  an  open  ulcer  of 
the  Pydu  region  is  present.  It  many  cases  of  my 
early  operation  for  ulcer  we  cannot  even  tell  by 
examination  of  the  outside  of  the  bowel  in  the  Pydu 
region  whether  ulcer  is  present  or  not.  All  of  us 
who  have  opened  the  pylorus  and  peeked  in  often 
enough  are  sufficiently  impressed  with  this  point. 
In  later  cases  the  induration  and  the  local  peri- 
toneal adhesions  are  in  evidence. 

I  believe  in  following  medical  treatment  in  these 
cases   for   a   reasonable   length   of  time,   but   when 
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the-  presence  of  persistent  open  ulcer  can  be  de- 
termined by  the  Einhorn  method,  and  the  cobweb 
cases  are  not  under  definite  control  by  medical  re- 
sources, it  is  time  for  the  surgeon  to  act.  There  is 
just  one  reason  why  a  larger  proportion  of  these 
patients  is  not  subjected  to  surgery  at  the  present 
time.  It  is  the  reason  why  appendicitis  surgery 
made  such  slow  progress  at  first,  namely — patients 
were  not  handed  over  to  the  surgeon  until  they 
had  lost  their  power  of  resistence,  and  operative 
surgery  made  bad  statistics  through  no  fault  of  the 
operator. 

I  have  recently  lost  three  patients  with  ulcer  of 
the  Pydu  region,  two  in  the  Plant  Pavilion  of  St. 
Luke's  Hospital,  and  one  at  the  Post-Graduate  Hos- 
pital, in  which  the  operations  were  conducted  quick- 
ly, without  difficulty,  and  with  no  fault  in  technic 
so  far  as  I  know,  yet  the  patients  had  lost  their 
power  to  carry  on  ordinary  repair.  In  two  cases 
sutures  of  the  abdominal  wall  cut  out  a  few  days 
after  operation,  although  the  alimentary  tract  su- 
tures held,  and  repair  was  good.  In  the  other  ca^e 
there  was  good  repair  of  the  abdominal  wall,  with 
primarv  union,  but  on  the  sixth  day  in  an  effort 
at  vomiting,  some  of  the  alimentary  tracl  sutures 
cut  out. 

If  patients  are  handed  over  to  the  surgeon  at  a 
time  when  they  have  plenty  of  resistence  left,  we 
have  beautiful  surgery  to  apply,  and  we  may  have 
a  long  series  of  gastrojejunostomies  or  Pydu  plas- 
tic operations  without  a  death.  The  death  rate  at 
the  hands  of  a  number  of  selected  surgeons  is  less 
than  three  per  cent,  in  series  of  cases  by  the  hundred. 
We  have  gone  through  practically  the  same  history 
with  appendicitis,  and  it  is  now  time  for  us  to 
read  this  history  backward,  as  a  girl  reads  a  novel, 
and  apply  the  point  of  our  reasoning  to  the  tender 
spot  in  the  Pydu  region. 

By  the  way,  where  are  the  cobweb  cases  in  the 
reports  of  surgeons  ?  I  have  them  in  my  own  prac- 
tice (cases  in  which  separation  of  Bidubla  adhesions 
is  evidently  all  that  is  required  to  make  gastric  and 
intestinal  symptoms  disappear).  For  years  I  have 
tried  to  draw  the  attention  of  the  profession  to  the 
importance  of  these  cobwebs  in  the  attic  of  the 
abdomen,  but  doctors  are  preoccupied  with  the 
wealth  of  interesting  new  things  which  make  it  such 
a  privilege  to  live  in  the  present  day.  Before  long 
the}'  will  begin  to  inquire  about  the  relation  of 
food  hygiene,  and  pathologic  processes  to  the  pres- 
ence of  the  cobwebs,  and  post-mortem  examinations 
will  include  the  cobwebs  in  their  data.  Some  day 
doctors  will  wake  right  up  on  this  subject.     They 


will  sit  straight  up  and  exclaim,  "Great  Heavens," 
what  is  this  we  see  before  us!  Inscription^  written 
before  the  code  of  Hammurabi ! 

They  will  ask  about  these  inscriptions  in  relation 
to  other  phenomena — for  instance,  whether  or  not 
excreted  toxins  which  are  annoying  to  endothelium 
and  sympathetic  ganglia  and  hormones,  are  at  the 
same  time  injuring  epithelium  of  mucous  surface? 
of  the  Bidubla  region  and  making  marbles  there  at 
times.  They  will  ask  whether  or  not  the  frequency 
of  occurrence  of  gall  stones  and  of  cobwebs  in  the 
insane  bears  any  relation  to  the  toxic  features  of  in- 
sanity. They  will  ask  whether  or  not  the  Bidubla 
inscriptions  give  us  a  key  to  much  of  nature's 
cipher  literature,  which  states  between  the  lines. 
that  like  trees,  most  of  us  who  do  not  die  by  acci- 
dent, perish  from  the  effects  of  poison  before  our 
time. 
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Mr.  Dent,  who  for  many  years  observed  and 
followed  the  fractures  occurring  among  the  Metro- 
politan Police  in  London,  concluded  that  fracture- 
of  the  femur  uniformly  lead  to  permanent  unfit- 
ness for  the  work  that  developed  on  those  men. 
Ericksen  wrote  that  fractures  of  the  upper  third 
of  the  bone  were  invariably  unsatisfactory  in  results. 
These  cases  are  especially  difficult  to  treat,  as  it 
is  almost  impossible  to  preserve  their  alignment. 
The  lower  end  of  the  upper  fragment  is  drawn 
upward  and  rotated  outward,  while  the  upper  end 
of  the  lower  fragment  is  drawn  upward  and  in- 
ward. It  is  interesting  here  to  recall  also  the  con- 
clusions of  Allis  in  1890  that  the  conversion  of  a 
simple  fracture  into  a  compound  fracture  affords- 
the  only  means  of  accurate  diagnosis  and  the  only 
method  of  rational  treatment  of  fractures  at  the 
upper  third  of  the  femur,  and  that  patients  and 
surgeons  who  stop  short  of  this  must  compromise 
with  the  best  results.  These  and  numerous  other 
records  indicate  that  the  results  of  conservative 
treatment  in  thigh  fractures  have  not  as  a  rule 
conformed  to  the  high  ideals  which  govern  every 
modern  surgical  undertaking. 
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demanding  greater  skill  in  their  treatment.     Many 

eminent  surgeons  of  acknowledged  skill  and  broad 


ach  ordinary  thigh  fractures  with 
guarded  prognosis.  In  the  past  they  accepted  re- 
sults as  satisfactory  which  are  now  considered  most 
unsatisfactory.  In  189.1.  Stephen  Smith,  as  chair- 
man of  the  fracture  committee  of  the  American 
Surgical  Association,  asserted  a  "satisfactory  result 
to  be  present  when  shortening  did  not  exceed  one- 
half  to  one  inch." 

A  satisfactory  result  is  often  too  elastic  a  term. 
Shortening  sufficient  to  entail  permanent  limping. 
angularity,  and  rotation  are  not  rarities  in  surgical 
experience.  Lanninger  states  that  the  degree  of 
diminution  in  the  earning  capacity  of  a  laborer  is 
dependent  upon  the  amount  of  shortening. 

The  renewed  prominence  given  of  late  to  this 
most  interesting  and  important  branch  of  surgery 
warrant-  an  extended  examination  of  the  situation 
from  all  points  of  view  in  consideration  of  the 
widely  divergent  opinions  held  by  many  of  our 
most  eminent  surgeons. 

I   de-ire  to  present  the  following  histories,  hop- 
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continuous  traction  had  diminished  the  shortening  to 

An  operation  was  now  performed  to  bring  the  separ;  ed 
fragments  together  and  secure  them  in  apposition. 

An  incision  beginning  2  cm.  below  the  left  anterior 
superior  spine  was  extended  downward  and  backward  to 
the  posterior  margin  of  the  trochanter  and  then  vertically 
down  the  thigh,  the  soft  tissues  were  divided,  the  capsule 
exposed  and  divided,  exposing  the  fracture  which  had  oc- 
curred, roughly,  transversely  through  the  femoral  neck,  the 
proximal  fragment  consisting  of  the  upper  third  of  the 
femoral  head.  Considerable  callus  was  removed,  and  the 
fractured  surfaces  were  freshened  by  the  rongeur.  In- 
fraction and  abduction  the  freshened  fragments  were 
brought  together  with  great  difficulty. 

\  sti  el  drill  was  passed  through  the  great  trochanter,  the 
neck,  the  head  and  into  the  wall  of  the  acetabulum,  thus 
spiking  the  fragments  firmly  together.  The  wound  was 
closed  with  a  small  rubber  tissue  drain.  A  plaster  spica 
was  applied  from  the  lower  border  of  the  ribs  to  the  toes. 

The  wound  healed  uneventfully;  the  patient  was  con- 
fined to  bed  for  eight  weeks-  Four  weeks  later  a 
Thomas  hip  splint  was  applied  and  she  went  about  on 
crutches,  discontinuing  the  splint  at  the  end  of  one  year. 
Five  months  after  the  operation,  the  drill,  which  was  loose, 
was  easily  removed  by  small  forceps. 

Two  years  after  the  operation  there  is  some  motion  at 
the  hip.  Less  than  2  cm.  of  shortening  exists-  She  walks 
without  a  cane,  is  free  from  pain,  and  is  supporting  herself 
by  doing  regular  work. 

Case  II- — Fracture  of  upper  third  of  femur;  male,  aged 
56  years.  Fell  from  roof,  striking  upon  right  hip.  pro- 
ducing a  fracture  at  the  upper  third  of  right  femur.  Meas- 
urements showed  3  cm.  shortening  and  angular  deformity. 
A  Hamilton  side  splint  was  applied.  Two  days  later  a 
plaster  of  Paris  spica  was  applied.  A  radiograph  ("Fig.  1) 
was  taken  which  showed  an  oblique  fracture  just  below 
the   great    trochanter,   the    fracture   running    from   without 
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I  inward;  thi      iwer  fragment  was  displaced 
about  6  cm.    The  upper  fragment  was  markedly  abducted- 
One  month  after  the  injury  the  patient  came  under  my 
\n  eight  inch  incision  was  made  on  the 
outer  aspect  of  the  thigh  and  carried  down  to  the  fracture. 
The  irregular  bony  ends  had  lacerated  seriously  the  adja- 
cent tissues  and  there  was  present  much  unabsorbed  blood. 
The   lower    fragment   was    internal   and   posterior   to   and 
overridden  by  the  upper  fragment  to  the  extent  of  about 
5  cm.     No  callus  was  present  about  the  lower  fragment, 
but  some  had  formed  about  the  upper  fragment.     Consid- 
erable difficulty  was  experienced  in  reducing  the  fracture 
and  bringing  the   fragments  into  alignment.     Holes  were 
through  both  fragments,  through  which  silver  wire 
was  passed.     This  maintained  the  fragments  in  apposition. 
The  soft  parts  were  united  by  fine  catgut,  a  rubber  tissue 
[rain   was    inserted   and   a  plaster  of   Paris   spica   applied 
:  the  pelvis  to  the  toes-     Uneventful  recovery  ensued. 


the  skin  and  muscles  one  came  down  to  a  large  mass  of 
callus  enveloping  the  overriding  fragments.  The  callus 
was  removed  and  the  overlapping  ends  were  finally  sep- 
arated with  great  difficulty,  accompanied  with  considerable 
oozing.  After  the  ends  were  freed  it  was  easily  seen  that 
aid  not  be  approximated  end  to  end  on  account  of 
the  retraction  of  the  adjacent  structures,  unless  the  ends 
were  shortened  by  resection  or  some  other  method  em- 
ployed. The  incision  was  lengthened  to  ten  inches,  the 
muscles  were  further  separated  from  the  shaft  until  the 
ends  of  the  bones  could  be  easily  brought  out  of  the 
wound.  The  upper  end  of  the  lower  portion  of  the  shaft 
was  freshened  by  sawing  so  that  it  became  conical-  The 
lower  end  of  the  upper  portion  of  the  shaft  was  freshened 


The  patient  was  confined  to  bed  for  six  weeks,  and  then 

in  crutches.     At  the  end  of  ten  weeks  the  spica 

was  removed  and  a  lighter,  shorter  one  applied.    At  the  end 

Ive   weeks   union  wa>  present  with  less  than  2   cm. 

shortening  (  Fig.  2). 

In  this  ca-e  the  use  of  Lane's  plates  would  have 
made  the  operation  simpler,  shorter,  and  more  ef- 
ficient. I  did  not  have  them  present.  I  feel  this 
is  true  of  other  operators  and  would  suggest  that 
a  set  be  added  to  each  armamentarium  and  taken 
to  all  cases  of  fracture  operation.  It  would  have 
been  difficult  to  have  attempted  to  use  any  forr* 
of  intermedullary  splint. 


by  sawing  it  so  as  to  receive  the  conical  end  of  the  lower 
shaft.  At  first  attempt  the  bones  could  not  be  brought 
together  except  at  an  oblique  angle.  However,  after  thirty 
minutes'  manipulation,  the  soft  structures  were  gradually 
stretched  so  that  the  bones  were  brought  into  alignment. 
One  strand  of  silver  wire  was  passed  through  the  ends,  and 
the  muscles  and  fascia  were  tense  and  firm  enough  to  keep 
the  ends  approximated.  The  wound  was  closed  with  the 
exception  of  a  small  rubber  tissue  drain-  A  plaster  spica 
was  carefully  applied  from  the  pelvis  to  the  toes.  Un- 
eventful recovery  followed.    There  is  2-5  cm.  of  shortening. 


Case  III. — Fracture  of  upper  third  of  femur;  male,  aged 
40  years;  while  unloading  a  ship  fell  into  the  hold 
turing  his  left  femur  just  below  the  upper  third.  He  was 
taken  at  once  by  ambulance  to  one  of  the  neighboring  hos- 
pitals, where  a  long  side  splint  was  applied.  Xo  extension 
was  applied.  After  remaining  at  the  hospital  for  seventy- 
two  hours,  he  was  transferred  to  Bellevue  Hospital. 
Another  side  splint  was  applied,  together  with  a  Buck's 
extension,  with  a  weight  of  10  pounds-  At  the  end  of 
fifteen  days  a  plaster  spica  from  the  pelvis  to  just  below 
the  knee  was  applied,  and  he  was  transferred  to  the  City 
Hospital  on  Blackwell's  Island.  At  the  end  of  ten  weeks 
the  plaster  spica  was  removed,  and  it  was  found  that  an 
angular  deformity  existed  with  shortening  of  about  6  cm. 
He  was  urged  to  permit  an  operation  in  the  hopes  of  reliev- 
ing his  condition,  but  would  not  consent  until  he  found, 
on  account  of  his  crippled  condition  that  he  could  not  secure 
sition  to  support  himself  and  family. 

At  the  end  of  fourteen  months  after  the  fracture  occurred 
I    undertook    the    operation.      A    six    inch    lati 
was  made     n  the  outer  edge  of  the  thigh.     After 


and  some  stiffness  in  his  knee,  due  to  the  fourteen  months' 
retention  before  he  submitted  to  the  operation.  He  has 
resumed  his  wage  earning  wrk  and  is  much  more  than 
satisfied.  Unusual  difficulties  were  encountered  at  this 
late  date  which  could  easily  have  been  avoided  had  the 
operation    been    performed    earlier. 

Cask  IV. — Femur,  fracture  at  middle  third;  male,  aged 
12  years.  On  admission  to  the  hospital  the  usual  long 
splint  was  applied.  A  radiograph  taken  seventy-two  hours 
after  the  accident  showed  a  shortening  of  2.5  cm.  On  the 
following  day  under  an  anesthetic  the  deformity  was  ap- 
parently reduced  and  a  plaster  spica  applied.  Ten  days 
later  a  second  radiograph  was  taken  which  showed  5  cm. 
shortening.  The  spica  was  removed  and  a  Buck's  exten- 
sion applied;  two  weeks  later  very  little  improvement  had 
iccurred  and  operation  was  advised. 

The  patient  came  under  my  care  for  operation  six  weeks 

after    the    fracture    occurred.      An    antero-external    longi- 

incision  was  made  immediately  over  the   fracture. 

There   was   considerable   callus   among   the   tissues,   which 


VVaLKI  i;I  h    I  I   mi   R. 


frcsh- 

h  from 

g  a  rub- 

■   ,     liastei 
.in  withdrawn  ;  the  wound 
■  i  ntlj   careful! 
'  ter  this 

surprised  and 
ing.     It   became   pa 
■   that  when  i   had  been   removed   the 

mly,  and  thai  nts  had 

.  this  was  somewhat  due  t  i  the 
wire.     I  found  upon 

•i  Flint,  that  he  had 
in  his  own  practio  , 
ko  additional  cases  in  th( 
le  unfortunate  situation  to  the  familj 

ind    operation,    which    was 

weeks  after  the  first  operation 
weeks  after  the  accident,  the  second  operation 

\   six  inch  incision  was   m 

fracture.      The   soft   tissues   wen    infiltrated 

:  ■'.  er.    Some  callus  was  found  at  the 

ut  not  at  the  sides.    After  fining  the 

the  fragments  lour  holes  were  bored  through  each 

nt.      The    aluminum    splints,    three-eighths    inch    in 

ighth    inch   thick   and    four   inches   in 

ipplied,  one  to  the  inner  aspect  of  the  fragments  and 

the  other  to  the  outer  aspect.     The  fragments  were  placed 

in  apposition  and  alignment  and  fixed  firmly  by  the  above 

which    were    held    securely   by    aluminum    bronze 

The   wound   was   closed   with   line  catgut,   a   small 

rubber  tissue  drain  was  inserted,  and  a  plaster  spica  was 

applied  from  the  pelvis  to  the  toes. 

Uneventful    recovery    followed.      Ten    weeks    later    the 

removed    and    the   patient    began    to    walk   on 

crutches.     End  result  less  than  1.5  cm.  shortening.     Three 

years   have   passed    since    the   operati-  1  es    have 

caused  no  trouble.    The  patient  has  perfect  function. 

Case  V. — Femur,   fracture  of  middle  .  aged 

40  years.    On  admission  to  a  hospital  examin 

erse  fracture;  a  long  side  splint 
days  later  measurement  showed  2  cm.  shortening.  Under 
ether  anesthesia  the  fracture  was  reduced  and  a  plaster 
spica  applied;  four  weeks  later  the  spica  was  re 
There  was  shortening  of  4.5  cm.  (Fig.  3)  and  only  fibrous 
union.  Two  weeks  later  he  came  under  my  care  for  opera- 
tion. Considerable  callus  was  present  at  the  ends  of  the 
bones.  The  ends  were  freshened,  and  a  one-quarter  inch 
intermedullary  splint  of  aluminum  was  inserted  into  the 
fragment :  the  upper  fragment  was  brought  into 
nt  and  the  splint  pushed  upward  until  one  and  a 
half  inches  lay  within  each  fragment.  (Fig.  4). 

spica  was  removed  fifteen  weeks  after  the  operation; 

the  patient  walks  easilv.  without  limping,  and  has  no  pain. 

VT. — Femur,    fracture   at   lower   third;   male,   aged 

rs.     He  was  caught  between  an  automobile  and  an 

ce,  jamming  his  right  leg  just  above  the  kni 

an  oblique  fracture  just  above  the  con- 
ind  2  cm.  shortening   (Fig    5).     Two  days  later  a 
plaster   cast   was   applied.      Six   weeks    later   the'  cast   was 
:.     Very  little  union  was  present-     Massage  treat- 
ment was  instituted  and  the  leg  placed  in  a  Volkman  splint. 
weeks    later    only    fibrous    union    was    present    and 
ning  had  increased  to  3.5  cm. 
Fourteen  weeks  after  the  injury  he  came  under  my  care 
for  operation.     A  six  inch  incision  was  made  on  the  outer 
about  the  centre  of  the  external  con- 
dyle and  extending  upward  parallel  to  the  long  axis  of  the 
femur.     The   fragments  were  exposed-     A  flap  of  perios- 

*  I  have  found  Ihe  aluminum  bronze  wire  excellent  in  bone  work. 
rong,   pliable,   and   can  be  threaded  as  easily  as   silk;    it   can 
be    knotted   with   a   simple   surgical    knot   and   need    not    he    twisted: 
ore,   it  can  be  safely  sterilized.     I  use  i    size    X  .   2.   secur- 
am    the    Kny    Scheerer   Companv.    New    Yorl 
American    manufacturers.      It    is    described    in    the    ( 
'    No.  35,  1908. 
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ig    6)   due  to  the  silver  wire  and   ch( 
without  discomfort. 

Case  VII.— Femur,  fracture  at  middle  upper  third 
aged  eleven  years.    On  admission  to  the  hospital,  examina- 
tion showed  an  oblique  fracture  with  3  cm.  shortening;   a 
long  side   splint  and    Buck's   extension   were   al    on 
plied.    Ten  days  later  the  shortening  still  persisted  an 
fragments    could    not    be    brought    inl  Two 

aphs   were  made,  and  while  one  showed  thi 
ments    (Fig.    7)    in   alignment,   the   other,   taken    at   right 

'iriding.     Operation 
was  advised,  and  performed  fourteen  days  after  the  acci- 
dent.     Upon   exposing  the  seat  of  fracture   the  ends  were 
found   to  be   separated  by  a  firm   flap  of  periosteum,  and 
ught    into   correct   apposition   onlj 


this  flap  had  been  excised.  A  steel  plate  was  applied  and 
(Fig.  8)  secured  by  two  screws  in  the  lower  fragment  and 
two  screws  in  the  upper  fragment.  The  wound  was  closed 
with  No.  1  catgut.  The  shortening  was  overcome  when 
the  fracture  was  reduced. 

A  plaster  spica  was  applied.  He  remained  in  bed  for  six 
weeks.  Three  months  after  the  operation  he  walked  with- 
out limping  or  discomfort.  Fourteen  months  have  passed 
without  any  trouble  on  account  of  the  plates. 

Case  VIII.— Femur,  fracture  at  middle  third;  male,  aged 
10  years.  On  admission  to  hospital,  examination  showed 
an  oblique  spiral  fracture  (Fig.  0)  with  2.0  cm.  shortening; 
a  side  splint  was  applied.  On  the  seventh  day  a  plaster 
spica  was  applied  from  the  toes  to  the  pelvis.  On  the  four- 
teenth day  a  radiograph  showed  overriding  of  3  cm- ;  the 
spica  was  removed  and  an  extension  apparatus  applied,  but 
the  deformity  still  presented.  Under  anesthesia  efforts 
were  made  to  correct  the  deformity,  but  proved  unsatisfac- 
tory. Five  weeks  after  the  accident  an  operation  was  per- 
formed.  When  the  seat  of  fracture  was  exposed  a  flap  of 
periosteum  and  muscle  was  found  between  the  fragments. 
After  this  was  removed,  the  separated  ends  were  placed  in 
alignment  and  the  shortening  was  eliminated.  A  steel  plate 
was  applied  and  secured  by  two  screws  in  the  upper  and 
also  by  two  in  the  (Fig.  10)  lower  fragment.  The  wound- 
was  closed  completely  without  any  rubber  tissue  drain.  A 
plaster  spica  was  applied  from  the  pelvis  to  the  toes.     He 
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remained  in  bed  for  five  weeks,  and  then  went  about  on 
crutches;  the  spica  was  removed,  and  at  the  end  of  six 
week-  the  patient  walks  without  limping  and  has  regained 
full  function  of  the  leg- 

Case  IX. — Femur,  fracture  at  upper  third;  male,  aged 
60  years.  Upon  admission  to  hospital,'  forty-eight  hours 
after  the  occurrence  of  fracture.  .1  long  sidi  splint  was 
applied;  the  following  day  examination  showed  a  shorten- 
ing of  4  cm.,  and  Buck's  extension  was  a 


upper  fragment  was  drawn  upward  and  outward.  There 
was  a  shortening  of  4  cm.  Very  strong  traction  was  made 
ons  pulling  on  the  leg  at  the  ankle  while  two 
other  surgeons  exerted  counter  traction  by  holding  the 
patient  at  the  shoulder.  Considerable  difficulty  was  ex- 
ed  in  approximating  the  fragments.  A  Jarge  sized 
Lane    plate    was    applied    and    held    in    position    with    six 


a  weigh;  if  20  pounds,  which  was  gradually  increased 
to  40  pounds.  At  the  end  of  fourteen  days  there  still 
existed  a  shortening  of  2.5  cm-  The  radiograph  showed 
the  fracture  to  be  an  oblique  spiral  one,  and  the  fragments 
Hi  a  111  alignment.  Mr.  Lane,  of  London,  saw  the  patient, 
and  advised  operation.  A  ten  inch  incision  was  made  over 
the  outer  aspect  of  the  thigh,  exposing  the  fracture.  No 
appreciable  callus  existed.  The  fragments  overlapped,  the 
lower  end  of  the  upper  fragment  was  drawn  upward  and 
rotated  outward,  while  the  upper  end  of  the  lower  frag- 
ment was  drawn  upward  and  inward.  Strong  traction  was 
applied  by  two  surgeons  pulling  on  the  lower  leg  while  a 
third  assistant  exerted  counter-traction  by  holding  the 
patient  at  the  shoulders.  Two  long  twelve  inch  Lane  bone 
forceps  were  applied,  one  to  the  upper  fragment,  the  other 
to  the  lower  fragment.  These  were  used  to  manipulate 
the  fragments  and  to  bring  them  into  alignment.  The 
operation  was  extremely  difficult,  and  while  approximating 
the  fragments  a  large  fragment  was  broken  from  the  upper 
end  of  the  lower  fragment — this  was  due  to  the  brittle  con- 
dition of  the  bone  which  so  frequently  exists  in  old  alco- 
holic  patients-     The   long   powerful   forceps   were   not   re- 


Fig.  11. 

screws;  the  muscles  and  fascia  were  united  with  fine  cat- 
gut, the  skin  with  the  finest  subcuticular  catgut  suture. 
Ni  1  drain  was  used. 

A  plaster  cast  was  applied  from  the  pelvis  to  the  toes. 
Primary  union  followed.  On  the  forty-second  day  the  cast 
was  removed.  On  the  forty-eighth  day  the  patient  was  up 
in  a  chair  and  began  to  use  crutches.  Union  was  perfect 
with  less  than  1  cm.  shortening.  A  second  radiograph  was 
taken  (Fig.  12).  Thirteen  months  after  the  operation  the 
patient  walked  without  limping  and  there  has  been  no 
complication  from  the  operation  or  on  account  of  the  plates. 

Case  XI. — Femur,  upper  third;  male,  aged  16  months. 
When  the  infant  was  delivered  by  a  midwife,  the  left  femur 
was  fractured  just  below  the  lesser  trochanter.  Xo  splint 
or  bandages  were  applied,  therefore  the  fracture  united  with 
considerable  angulation.  The  deformity  has  increased  nntil 
now  there  is  about  2.5  cm.  shortening. 

Operation. — Ether  was  given,  a  four  inch  incision  was 
made  antero-externally.  The  femur  was  considerably  thick- 
ened and  increased  in  size,  but  no  callus  was  present.    The 


Fig.  10. 

moved,  but  acted  as  immobilizers  until  the  Lane  plates 
were  employed.  Two  large  plates  and  one  small  plate  were 
employed.  The  skin  was  closed  by  a  continuous  suture  of 
fine  bin ck  silk.  Xo  drain  was  inserted;  a  plaster  cast  was 
applied  from  the  pelvis  to  the  toes.  As  the  patient  had 
suffered  from  a  fracture  at  the  neck  of  the  same  femur 
twenty  years  previously,  there  was  but  little  motion  in  this 
hip  joint  and  some  adduction  was  present.  The  plates 
were  therefore  so  applied  as  to  increase  the  amount  of 
abduction.  This  is  seen  in  the  second  radiograph,  which 
also  presents  the  appearance  of  slight  non-alignment,  but 
which  has  really  contributed  to  his  favorable  result.  The 
wound  healed  primarily.  The  cast  was  removed  on  the 
twenty-eighth  day;  on  the  forty-second  day  he  was  out  of 
bed  and  using  crutches.  Six  months  later  there  had  been 
no  trouble  on  account  of  the  plates. 

Case  X. — Femur,  upper  third;  female,  aged  42;  stout; 
Three  hours  after  falling  she  was  brought  to  a  hospital, 
where  a  long  side  splint  was  applied.  Three  days  later  a 
radiograph  was  taken  (Fig.  n)  which  showed  the  usual 
deformity.  Six  days  after  the  accident  an  operation  was 
performed.  A  six  inch  incision  was  made  antero-exter- 
nally ;  the  upper  end  of  the  lower  fragment  was  found 
drawn   inward   and   upward,   while   the   lower   end   of   the 


lemur  was  sawn  through  (and  a  small  wedge  shaped  sec- 
tion removed )  ;  this  permitted  the  femur  to  be  straightened 
and  the  divided  ends  to  be  accurately  approximated.  A 
small  sized  Lane  plate  was  applied  and  held  in  position  by 
four  screws- 

The  muscles  and  fascia  were  sutured  with  fine  catgut; 
the  skin  was  united  with  a  subcuticular  catgut  suture.  Xo 
drain  was  used;  a  plaster  cast  was  applied  from  the  pelvis 
to  the  toes.  Primary  union  resulted.  Ten  days  after  the 
operation  the  plaster  cast  was  removed  and  a  new  one 
reapplied-  Thirty-five  days  after  the  operation  the  cast  was 
removed.  Firm  union  was  found  to  be  present.  The  pa- 
tient was  discharged  from  the  hospital  and  gradually  began 
to  walk,  becoming  normal  within  six  months.  Fourteen 
months  after  the  operation  the  child  plays  about  perfectly 
normal.  There  has  never  been  the  slightest  complication 
in  any  way. 

Case  XII. — Tibia  and  fibula,  fracture  of;  female,  aged  35. 
Patient  slipped  and  fell,  causing  a  fracture  of  both  tibia 
and  fibula  at  the  lower  third.     After  admission  to  hospital. 
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'Hie  arm  was  greatly   swollen,  it   was  extended   ami  could 

flexed;  wet  dressings  were  applied     On  :i;'-  follow- 
ing day  a  radiograph  was  taken; 

ulna  dislocated  backward  ami  outward.  gether 

with    a   separation   of    the    epiph; 
external  condyle  of  the  humerus.     Ether  was  given  and  a 

in  and  replacement  of  the  fragments  was  attempted. 
As  it  was  unsuccessful,  an  operation  was  performed.  A 
four  inch  median  posterior  incision  was  made  to  expose 
the  fragments.  The  lower  end  of  the  humerus  was  freed 
ami  then  drawn  backward  by  a  hooked  retractor,  thus  per- 
B  the  dislocation  to  be  reduced-  The  separated 
ses  were  replaced  and  held  in  position  with  chromic 

No.  2.    The  skin  incision  was  completelv  closed  with 

surer..-.     No  drain  was  used.     The  arm  was  flexed 

at   an   acute  angle:   a  plaster  cast   was  applied.     Primarv 

union   followed.     On  the  eighteenth  day  the  cast  was  re- 

and  gentle  passive  movement-  begun.    At  the  end  of 
six  months  motion  was  nearly  normal.     One 

■n  there  has  been  no  complication  following  the 
operation.  Function  has  been  re- 
in fractures  the  rapidity  and  completenes 
cure  are  proportional  t.>  the  accuracy  of  reduction 
am!  the  retention  of  the  fragments.  When  anatomi- 
cal replacement  has  been  secured,  and  the  frag- 
ments are  in  direct  apposition,  healing  results  more 
quickly  and  more  firmly  than  where  there  is  over- 
lapping an  1  a  corresponding  increase  in  callu 
mation.  Delayed  union  is  largely  due  to  Eaulty  ad- 
justment. It  is.  therefore,  most  important  that  the 
reduction  of  the  displaced  fragments  should  be 
made  complete  and  perfect  at  once.  Nailing  or 
suturing  the  fragment-  1  <es  not  increase  the  nu- 
trition of  the  parts,  but  it  does  bring  the  frag- 
ments into  early  intimate  contact,  and  when  the 
fractured   surfaces   are   in   proper   contact  primary 


that    if   brought    before   a   jury   it   will   be   likely    to 
regard  any  marked   irregularity  in   the   form   of  the 
bone  a-  indicating  a  want  of  sufficient   -kill  on  the 
pari  Hi"  the  surgeon,  for  the  jury  will  have  been  in- 
structed   h\    counsel    that    our    own    creed    teaches 
that  the  surgeon  who  ha-  not  placed  the  frag- 
in  accurate  apposition  has  not  performed  his 
ierly. 
lie  must,  therefore,  he  most  careful  to  have  frac- 
ture-   carefully    .r-rayed    in    planes    cr — ing   each 
other   at    right    angie-.       i    that    ":■     i  i  |  lacement 
mav  not  escape  his  observation.     In  any  case  the 
surgeon  who  does  not  insist  on  efficient  radiograms 
being    taken    at    the    earliest    moment    in    am 
injury    renders    himself    lial 
much  criticism  and  financial  loss  in  the  future. 

CONCLUSIONS. 

The  operatii  n  should  be  performed  as  soon  after 
the  injury  a-  it  ha-  keen  determined  that  reposi- 
tion is  possible  by  no  other  method.  It  is  better 
to  clear  out  the  clot-  at  once  than  to  wait  for  ab- 

n.  a-  it  diminishes  the  chance  of 
Traumatic  reaction  is  going  on  all  the  time,  so  long 
as  the  bones  are  out  of  place,  or  so  long  as  they 
are  movable.  The  bone  fragments  injure  the  sur- 
rounding soft  tissues,  thus  producing  exudation  and 
swelling.  The  longer  the  delay  the  more  the  tissues 
ict  and  the  chief  difficulty  in  the  reduction  of 
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fractures  is  the  shortening  of  the  tissues  which  so 
displaces  the  fragments. 

If  a  fracture  be  considered  as  a  wound  the  sooner 
and  more  accurately  the  wound  surfaces  are  brought 
er  and  retained  in  apposition  the  less  will  be 
.  and  the  more  perfect  the  healing. 

1.  The  operative  method  is  indicated  for  the  im- 
mediate accurate  reduction  of  displaced  fragments 

.:  bones  whenever  it  is  impossible  to  correct 
the  deformity  without  operation. 

2.  For  the  removal  of  soft  parts  between  the 
fragments,  which  is  the  most  frequent  cause  of  non- 
union. 

3.  When  properly  performed  with  suitable  in- 
struments it  does  not  cau^e  extensive  laceration  of 

nor  increase  the  risk  of  suppuration.  It  is 
itely  neee>sarv  that  an  asepsis  be  observed 
which  is  far  superior  to  that  requisite  for  other  op- 
eration? because  a  considerable  quantity  of  metal 
is  left  in  the  wound.  As  these  operations  are 
usually  very  difficult,  it  is  necessary  that  the  sur- 
sistants  acquire  special  skill. 

4.  It  diminishes  the  unfavorable  results  of  con- 
servative treatment :  it  simplifies  the  usual  treat- 
ment, for  extension  is  seldom  required,  and  tight 
splinting  is  unnecessary.  Physiological  rect. 
sential  to  rapid  and  uneventful  healing,  is  frus- 
trated by  circular  compression.  It  permit?  earlier 
massage  and  passive  motion,  which  is  of  so 
importance  in  connection  with  joints  in  the  earlier 
restoration  of  function. 

5.  It  is   necessary  in   fresh   cases  in   which  the 
fragments  are  irreducible  or  cannot  be  molded  into 
place  or  cannot  be  kept  in  place  after  a  fair  trial, 
or  in   cases  in   which  there  is  involvement 
joints  with   loose   or   unmanageable   fragments,   in 

cases  of  vicious  union  with  malposition  of 
various  kinds,  which  interfere  with  perfect  func- 
tion. 

33  East  33RD  Street. 

Surgery  of  Neurasthenics. 
There  is  a  possibility  of  making  a  diagnosis  be- 
tween nervous  invalids  that  can  be  operated  with 
reasonable   expectation  of   success   in   the   ultimate 
result,  and  a  true  neurasthenia  that  ought  to  be  ap- 
proached by  the   surgeon  in   a  very  guarded  way. 
Psychasthenia.    that    borderland    of    insanity    is    a 
dangerous    ground    for    the    surgeon,    because    in- 
sanity  of   a   pronounced    type    may    develop    after 
operation,   while  neurasthenics  usually  do  not  be- 
insane  but  remain  uncured  example-  of  mul- 
-urgery  in  many  instances. — Willi-  E.  Ford 
in  the  A".  Y.  State  Journal  of  Medicine. 


DEFORMITIES    OF    THE    XASAL    SEPTUM 
AXD  THEIR  CORRECTIOX. 
Claude  Granville  Crane,  M.D., 
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and  Ear  Hospital ;  Associate  Laryng 
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Deformities  of  the  nasal  septum  are  very  com- 
mon.  According  to  reliable  statistics  septal  devia- 
tion of  some  degree  is  the  rule  among  civilized  peo- 
ple. Some  go  so  far  as  to  say  that  a  perfectly 
straight  septum  is  not  to  be  found  except  in  the 
purest  type  of  man,  such  as  the  Xorth  American  In- 
dians, Arabs.  Hindoos  and  Malays. 

The  etiology  of  septal  deformities  is  a  subject  of 
considerable  interest.  I  shall  consider  three  causa- 
tive factors :  faulty  growth  of  development,  previ- 
ous disease  and  traumatism.  In  any  given  case  one 
or  all  of  these  causes  may  be  responsible. 

The  study  of  faulty  grozvth  or  development  of 
the  human  skull  reveals  many  interesting  facts.  It 
is  conceded  that  deviations  of  the  septum  are  vastly 
more  frequent  among  civilized  than  among  savage 
races.  The  frequency  of  deviations  among  civilized 
races,  particularly  among  the  Europeans  and  Amer- 
icans, is  ascribed  to  two  causes :  first,  to  the  increase 
in  the  cranial  development  and  the  enlargement  of 
the  facial  angle ;  and  second,  to  the  admixture  of 
the  several  races.  The  aquiline  type  of  nose  as  il- 
lustrated by  the  Slav,  Hebrew  and  ancient  Roman 
is  particularly  apt  to  be  associated  with  deflec 
a  notable  exception  to  this  is  the  fact  that  the  Xorth 
American  Indian,  while  possessing  the  aquiline  nose, 
rarely  has  a  deflection  of  the  septum.  This,  how- 
ever, is  explained  by  the  fact  that  the  Indian  be- 
to  a  primitive  and  pure  race,  and  by  his  higher 
physical  development  due  to  outdoor  life,  and.  as 
has  been  observed,  by  the  habit  of  Indian  mothers 
ig  the  mouths  of  their  children,  compelling 
them  to  breathe  through  their  noses,  from  their  ear- 
liest infancy. 

The  three  elements  of  the  septum,  perpendicular 
plate  of  the  ethmoid,  vomer  and  triangular  cartilage, 
develop  late.  The  ossification  of  the  vomer  begins 
about  the  eighth  week  of  fetal  life  and  is  not  com- 
pleted until  about  puberty.  The  perpendicular  plate 
does  not  begin  to  ossify  until  about  the  first  year 
after  birth.  The  fact  that  the  ossification  begins 
in  the  posterior  end  of  the  septum,  and  coalescence 
of  the  three  elements  takes  place  from  behind  for- 
ward, explains  why  the  posterior  end  is  rarelv  the 
seat  of  deformity.    Deformities  have  been  observed 
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this  relation  and  the  po 
asymmetry  contributing  towards  bends  in  the 
..  observers  have  been  impressed  by  the  enor- 
numbers  of  people,  one  side  of  whose 
.nt  from  the  other.     With  this  disproportion- 
velopment,  then,  there  is  obtained  facial  asym- 
metry, or  scoliosis  of  the  face,  and  it-  resulting  ef- 
fect on   the   septum.     In   a  great  man)    cases   the 
bends  in  the  septum  bear  a  certain  relationship  to 
the  greater  side.     This  facial  irregularity  is  a 
invariably    present   in   the   markedly   leptopro 

■ild   readily  account   for  the  existence  of 
metrical  arching  of  the  palate  ca- 
tion of  the  septum  and  nasal  narrowing.     It  seems 
as  though  the  smaller  side  acts  as  a  sort  of  re- 
straining influence  upon  the  other  side  of  the  sep- 
tum, causing  an  arching  toward  the  more  powerful 
or  it  may  take  a  compensatory  form,  both  van- 
existing  in  about  equal  degree. 
Heredity,  therefore,  plays  an  important  part  in 
deformities  of  the  nasal  septum.    The  purer  the  race 
the  straighter  the  septum,  the  more  composite  the 
race  the  more  often  is  encountered  a  deflected  sep- 
tum.    It  is  a  well  recognized  fact  that  a  child  may 
inherit  from  one  parent  one  peculiar  feature.     If, 
therefore,   the  child   should   happen  to  inherit  the 
nose  from  one  parent  and  the  mouth  and  maxillae 
from  the  other,  the  septum  may  not  fit  the  place 
assigned  to  it,  nor  have  sufficient  room  to  properly 
develop,  and  of  necessity  it  becomes  deformed.     In 
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and  cretinism  are  sometimes  causative  agem 
well  .1-  strumous,  syphilitic,  tuberculous  or  rachitic 
is.  All  of  these  factors  are  independent  of 
ition  due  to  adenoids, 
which  when  causing  nasal  obstruction  undoubtedly 
play  a  part  in  bringing  about  septal  deformity. 

A  word  may  be  said  here  in  regard  to  the  role 
that  adenoid-,  causing  n  in  the 

etiology  of  septal  deformities.  Adenoid  stoppage 
not  always,  and  may  newer,  cause  over-arching 
i  palate.  Over-arching  of  the  palate  does  not 
always  produce  bends  in  the  septum.  Over-arched 
or  gothic  palates  and  bent  septa  often  occur  together 
and  each  is  more  frequent  in  skulls  which  are  lepto- 
prosopic.  In  a  child  about  to  develop  into  marked 
leptoprosopia,  pronounced  or  complete  adenoid 
innol  fail  to  add  to  the  degree  of  the  de- 
formity by  interfering  with  the  normal  growth  of 
the  superior  maxillary  bones,  not  the  least  item  in 
which  is  the  stunted  growth  of  the  maxillary  -inns 
from  lack  of  proper  aeration  and  air-interchange  in 
the  nosi  I  wi  iuld  rule  i  iu1  of  the  causative  influences 
toward  over-arching  of  the  palate  the  dragging  on 
the  cheek  muscles,  resulting  from  a  dependent  lower 
maxilla  in  mouth  breathers,  due  to  adenoids  causing 
nasal  obstruction,  although  considerable  weight  is 
attached  to  this  theory  by  competent  observers.  \dc- 
noids  by  causing  nasal  stoppage  and  subsequent 
hypertrophic  rhinitis,  may  aid  in  producing  septal 
deviation.  I  do  not  wish  to  give  the  idea  that  ade- 
noid- have  no  part  in  the  production  of  septal  de- 
formity, but  I  do  wish  to  convey  the  fact  that  they 
do  not  play  the  all  important  role  that  has  been  as- 
signed to  them  in  the  past.  They  must  be  consid- 
ered as  an  indirect  cause,  other  factors  playing  a 
more  important  part.  In  fact,  some  cases  have  been 
reported  of  complete  congenital  bilateral  occlusion 
of  the  posterior  end  of  the  nares  by  long  plates,  un- 
associated  with  a  high  arch  or  septal  deformity.     If 
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such  an  obstruction  did  not  act  as  a  cause,  surely 
adenoids  may  easily  fail  to  do  so.  When  as  a  re- 
sult of  inherent  tendencies,  aided  and  abetted  by 
nasal  stoppage,  there  has  been  produced  a  smaller 
nose  than  normally  would  be  correlated,  then  the 
septum  nasi,  as  the  last  to  develop  and  fully  ossify, 
may  cease  to  be  perfectly  straight,  because  it  must 
find  a  place  in  a  structure  harder  than  itself.  It 
must  therefore  yield  to  the  irregularities  in  the 
growth  of  the  other  bones.  We  may  have,  there- 
fore, septal  deviation  occurring  without  traumatism, 
without  over-arching  of  the  palate,  without  previ- 
ous disease  such  as  adenoids  and  hypertrophies. 

Traumatism.  Because  of  the  position  of  the  nose 
,mil  its  late  development,  it  is  exposed  from  birth 
and  during  its  entire  formative  period,  to  an  endless 
series-  of  accidents  and  disasters.  The  circum- 
stances attending  birth,  such  as  prolonged  and  dif- 
ficult parturition,  instrumental  delivery  and  version, 
and  later  on  in  child  life,  frequent  falls  and  injuries 
attendant  on  games,  sports  and  the  battles  of  child- 
hood, all  tend  to  increase  the  likelihood  of  an  injury 
sufficient  to  produce  a  permanent  septal  deformity, 
with  or  without  external  evidence  of  it.  In  child- 
hood before  the  three  elements  of  the  septum  are 
ied  and  united,  it  does  not  require  very  much 
force  to  produce  a  deformity.  Many  times  a  child 
receives  a  comparatively  slight  injury  to  the  nose 
and  it  passes  unnoticed;  but  were  an  examination  to 
be  made  it  would  often  be  found  that  the  cartilage 
has  been  displaced  or  is  the  seat  of  a  greenstick 
fracture.  I  would  enter  a  plea  for  the  routine  in- 
ternal examination  of  children's  nares  immediately 
after  all  injuries  to  the  nose,  regardless  of  their 
seeming  insignificance.  Proper  treatment  at  this 
time  is  simple  and  would  avoid  the  consequences 
attendant  on  septal  deformity.  Later  on  in  life 
when  the  septum  is  fully  developed,  it  is  remarkable 
how  severe  an  injury  the  nose  may  be  exposed  to 
without  producing  a  fracture  or  other  injury  le- 
sulting  in  deformity. 

The  most  serious  injury  is  that  which  crushes 
downward  from  above  and  in  front  downward  and 
backward,  producing  a  sharp,  angular,  vertical  frac- 
ture and  a  horizontal  one  as  well.  Such  an  injury 
expends  its  force  on  the  anterior  third  of  the  sep- 
tum, the  greatest  deflection  being  on  the  plane  of 
the  outer  edge  of  the  nasal  process  of  the  superior 
maxilla  and  above  the  anterior  nasal  spine.  This 
is  the  very  entrance  to  the  nose  and  its  innermost 
part.  The  angle  of  the  vertical  fracture  is  driven 
against  the  turbinate,  and  its  anterior  plane  is  bent 


sharply  across  the  entrance  to  the  nostril.  The 
columnar  cartilage,  displaced  at  its  base,  is  thrust 
out  from  the  median  line  and  projects  across  the 
vestibule  of  the  other  nostril,  seldom  closing  it  en- 
tirely, but  narrowing  its  caliber.  Beyond  the  oc- 
cluding angle  of  the  fracture,  even  in  the  nares  of 
the  convexity,  there  will  be  usually  a  fair  degree 
of  space,  but  the  angle  itself  blocks  the  passage 
completely. 

Another  form  which  may  be  due  to  traumatism 
is  horizontal  in  character,  the  projecting  part  or 
angle  being  formed  along  the  upper  border  of  the 
vomer.  This  crest  or  ridge  deflection  may  be  due 
to  traumatism  when  it  involves  the  cartilage  only, 
but  when  it  involves  the  bony  septum  it  is  probably 
due  to  faulty  growth,  except  that  a  deforming  in- 
jury to  the  cartilage  in  early  childhood,  before  com- 
plete ossification,  may  in  this  way  cause  a  faulty 
growth  of  the  bone,  and  thus  the  injury  would  be 
indirectly  responsible. 

A  third  form  due  to  traumatism,  and  the  sim- 
plest of  all,  produces  a  rounded  bulging  of  the  an- 
terior part  of  the  cartilage,  or  a  straight  line,  ver- 
tically descending  to  the  floor  of  the  vestibule  and 
extreme  anterior  nares.  In  the  latter  case  the 
curve  which  always  exists  is  scarcely  apparent,  be- 
ing below  the  soft  tissue  of  the  floor  of  the  nose 
and  to  the  corresponding  side  of  the  anterior  nasal 
spine.  In  these  three  forms  of  deflection  there  is 
scarcely  any  thickening  along  the  sides  of  the  sep- 
tum, such  thickening  occurring  only  over  the  an- 
terior nasal  spine.  When  it  exists  in  this  region, 
it  probably  results  of  detachment  of  the  septum,  and 
resulting  hyperplasia  from  the  traumatism. 

While  the  above  three  are  the  main  varieties  of 
septal  deviation  due  to  traumatism,  it  is  very  prob- 
able that  traumatism  at  birth  or  in  early  childhood 
would  so  distort  the  cartilage  as  to  result  in  a 
faulty  growth  of  the  bony  septum  directly  depend- 
ent on  the  traumatism  and  unassociated  with  any 
congenital   malformation   or   previous   disease. 

We  have  seen  then  that  we  may  have  septal  de- 
formity due  to  any  one  or  all  of  several  etiological 
factors. 

We  now  come  to  the  anatomical  consideration  of 
the  various  forms  of  septal  deformities.  I  have 
previously  mentioned  the  most  important  and  fre- 
quent forms,  and  I  shall  give  only  a  brief  review  of 
the  different  varieties.  The  usual  classification 
strictly  as  to  form  is  as  follows : 

1.  Single  bow  with  and  without  thickening. 

2.  Double  bow  with  and  without  thickening. 


- 


thout  thickei 
th  and  without  thickenu 
with  thickening  in  which  the 
that  it  any  attempt  i-  made  I 
thickening  nvexity  one 

i  tion. 

illows :     The  nia- 
I  of  the  type  which  pr< 
a  distinct  vertical  angle  in  tl  ending 

in  ran  e  perpendicular  plate,  and  a 

nly  in  the  cartil- 
ling      backward      and      up\ 
usually  the 

.    in    the    form    i 

mer   curving  outwards   above   the 
rm  its  lower  plane.     On  tin 
ible-angled 
:   with  V-shaped  bottom  ascending  upwards 
and    backward-.  to    the    horizontal 

angle  on  the  convex  side,  while  the  vertical  angle, 
which  usually  Jul 

.rally  merely  indicated  by  a  gentle 
r  type  of  angular  deviation, 
which  may  be  called   I  n,   the 

vertical  angle  is  absent,  there  being  merely  a  hori- 
zontal angle  like  the  one  just  described.  It  is  this 
variety  of  deviation  which  is  so  often  sawed  oft"  as 
a  ledg<  -■  under  the 

turn  is  plane  or  nearly  - 
ther  side,   for  the  concavity  may  not  b< 
tse  hidden  deeply  in  the  nares,  but  more  often 
imply  not  looked  for. 
Solid  crests  or  ledges  resting  upon  a  perfectly 
plane  septum  or  even  upon  the  summit  of  a  de\ 
are  much  rarer  than  evenly  hollowed-out  defh 
the  acute  angle  of  whose  apex   -  --olid 

prominence.     Oftentimes  under  the  impression  that 
ledge  is  the  main   factor   requiring  in- 
strumentation, these  ledges  are  sawed  off,  leaving 
the  main  mass  of  the  deviation  to  continue  to  ob- 
struct  the  nares  or,  if  the  saw  penetrate  too  deeply, 
f  i ration  results. 
The  posterior  part  of  the  horizontal  angle  may 
1  e  visible  by  posterior  rhinoscopy  and  is  seen  to  ex- 
tend near  or  even  up  to  the  posterior  border  of  the 
vomer.     The  posterior  border  of  the  vomer,  how- 
is  very  rarely  involved  in  a  deflection. 
There  are  also  bowed  or  C-shaped  deflections  in 
vertical  and  horizontal  planes.     They  may  be 
me,  beginning  far  in  front,  and  often  looking 
like  a  red  tumor,  projecting  into  the  nostril.     The 
anterior  free  border  of  the  cartilage  projects   into 


a\ it)  and  posteriori)  tl 
flection  may  extend  into  the  bony  septum  gradually 
forming  a  typical  horizontal  angle. 

In  addition  there  are  deformities  of  such  an  ir- 
t hat  it  is  impossible  to  pro 
.   them.     Sigmoid  deviations  of  varyin 
cur.     Dislocation  of  the  anterior  inferior  free 
border  of  the  triangular,  so-called  columnar  cartil- 
ition  above  the  septum  eutaneum 
quently. 
In  t  rmities   the  anterior  angle  of  the 

artilage   is  From   it-   i 

etween    the   median   plates   of   the   al.tr 
cartilages  and  the  inferior  angle  from  its  attach- 
uperior  maxillary  -pine,  so  that  the 
dislocated  anterior  inferior  free  border  of  cartilage 
as  a  projecting  ridge  under  the  skin  in  the 
if  the  concavity  beside  the  septum  eutaneum. 
Thus  traumatism  may  result  in  an  acute  angled 
deflection  due  to  fracture  of  the  cartilage  or  may 
result  in  a  gently  curved  deflection.     The  cartilage 
ever  fractured  completely.     There 
ie   a  greenstick   fracture,   in   which   case  the 
fibers  of  the  cartilage  are  continuous  on 
the  concavity  while  broken  on  the  side  of  the  con- 
vexity.     The    natural    resiliency   of    the   cartilage 

it   to  spring  back  ini 
extent. 

SYMPTOMS. 

The    objective    symptoms,    with    one    exception. 

have  been  described  namely,  the  deforming  influence 

the  septum  upon  the  development 

e    face,    mouth,    nostrils    and    muscles    whose 

proper  development  and  balance  have  so  much   to 

do  with  the  facial  expression. 

The  symptoms  are  those  due  to  partial 

nplete  obstruction  to  nasal  respiration,  with 
the  attendant   mouth   breathing,  and  those  cl 

ire  with  the  attendant  reflex  irritation  within 
and  without  the  nose.     When  obstruct]'-  n 
ent  there  is  absence  or  diminution  of  t: 
smell:  redness  and  swelling  of  the  tip  of  the  i 
and  mucus  collects  in  the  nose  and  cannot  be  ' 
out  because  of  deficient  blast  of  air.     Bacteria  gain 

ss  to  the  collected  mucus  causing  fermenl 
and  odor,  as  well  as  excoriation  of  the  skin  by  the 
irritating    discharge.     There    also    develops    i 
breathing,    with    its    attendant    symptoms,     t 
breathing  is  more  apt  to  be  present  at  night  due 
to  the  recumbent  position,  and  it  causes  the  usual 
symptom-,  namely,  dry,  parched  mouth,  tongue  and 
g    it  night,  restless  sleep,  frequent 
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thick,  coated  tongue,  bad  taste  in  the  mouth,  im- 
pairment of  taste,  frequent  attacks  of  sore  throat, 
laryngitis,  bronchitis,  hacking  cough  and  frequent 
attacks  of  coryza.  The  voice  is  hoarse  and  has  a 
nasal  twang.  Mucus  collects  in  the  pharynx  and 
larynx  and  becomes  dry  and  tenacious,  being  robbed 
of  its  moisture;  and  prolonged  efforts  at  coughing 
frequently  result  in  gagging  and  vomiting  before 
the  mucus  can  be  dislodged.  In  children  the  shape 
of  the  face  is  altered.  It  becomes  long  and  narrow, 
the  palate  arched,  and  the  permanent  teeth  come  in 
irregularly  and  there  forms  the  V-shaped  alveolar 
process.  Tossing  at  night  prevents  rest,  needed  for 
the  growth  and  development  of  the  child  and  there- 
fore he  becomes  undersized  and  seldom  robust. 

Ear  complications :  Impaired  hearing,  earache, 
tinnitus,  accompanying  an  acute  or  chronic  otitis 
media. 

Eye  complications:  The  ganglionic  and  ciliary 
branches  of  the  nasal  nerve,  itself  a  branch  of  the 
ophthalmic  nerve,  uniting  with  the  ophthalmic  gang- 
lion of  the  sympathetic  and  supplying  the  ciliary 
body,  may  induce  a  series  of  symptoms  in  the  eye 
that  could  simulate  or  complicate  eyestrain,  but 
require  the  removal  of  the  nasal  cause  be- 
fore relief  could  be  expected.  Besides  this  there 
may  be  obstruction  of  the  nasal  duct,  lacrimation, 
dacryocystitis,  conjunctivitis,  keratitis  and  glau- 
coma. 

Pressure  upon  the  nasal  nerve  produces  pain  in 
the  area  supplied  by  the  infratrochlear  nerve. 

Reflexes:  Xerve  reflexes  through  Meckel's 
ganglion  causing  a  variety  of  symptoms — sneezing, 
hay  fever,  asthma,  stammering,  stuttering,  chorea, 
epilepsy  and  nocturnal  incontinence  of  urine — may 
all  be  traced  to  the  same  source.  Likewise  apros- 
exia.  mental  depression,  disinclination  for  work. 
loss  of  energy,  dulness  and  stupidity.  In  adults 
with  odor  and  discharge  melancholia  may  develop. 

DIAGNOSIS. 

While  the  diagnosis  of  some  form  of  septal  de- 
formity may  often  be  made  on  the  basis  of  the 
symptoms  present  and  the  external  appearances,  the 
proper  diagnosis  can  be  made  only  by  inspection  of 
the  na-al  cavity. 

TREATMENT. 

The  question  of  nasal  obstruction  becomes  one 
of  serious  import  when  we  consider  the  handicap 
that  mouth  breathing  places  upon  an  individual. 
After  examining  many  thousands  of  Xorth  Amer- 
ican Indians  who  were  living  in  tents  exposed  to 
great  changes  of  temperature  and  often  enduring 
much  privation  and  want.  Catlin  found  that  these 


people  without  exception  breathed  through  their 
noses.  There  were  no  children  with  snuffles  or 
"cold  in  the  head."  He  found  by  continued  ob- 
servation, that  mouth-breathers  could  not  survive 
these  surroundings.  With  these  observations  in 
mind  Catlin  observed:  "If  I  were  to  endeavor  to 
bequeath  to  posterity  the  most  important  motto- 
which  human  knowledge  can  convey,  it  should  be  in 
these  words,  shut  your  mouth.'' 

We  have  all  been  impressed  with  the  great  value 
to  general  health  of  the  function  of  nasal  respira- 
tion. The  external  air  is  rarely  fitted  to  come  in 
contact  with  the  tissue  lining  the  lungs,  without 
undergoing  certain  modifications.  These  modifica- 
tions take  place  to  a  large  extent  in  the  nasal  cav- 
ities, where  the  air  is  changed  in  regard  to  tempera- 
ture and  moisture,  and  is  freed  of  dust  and  other 
foreign  substances  that  are  suspended  in  it  by  the 
vibrissae.  Another  function  of  the  nose  and  one 
of  great  importance  is  the  sense  of  smell,  for  we  all 
know  the  important  relation  which  this  sense  bears 
to  the  appetite,  flow  of  saliva  and  aid  to  digestion. 
Localization  is  influenced  by  it  to  an  extent  which 
needs  no  comment.  One  other  point  which  I  be- 
lieve deserves  special  notice  is  the  fact  that  the  nose 
assume  the  role  of  an  indispensable  -ewer,  being  the 
means  of  carrying  off  the  secretions  from  the  ac- 
cessory  sinuses.  Mechanical  obstruction  to  free 
drainage  must  be  attended  by  serious  results. 

The  object  of  treatment,  then,  is  complete  and 
permanent  relief  of  all  symptoms  of  nasal  obstruc- 
tion, direct  or  indirect,  with  the  least  injury  pos- 
sible to  the  nasal  structures.  The  wholesale  de- 
struction of  nasal  tissue  cannot  be  too  strongly  con- 
demned.  We  wish  not  only  to  restore  perfect  nasal 
respiration  but  also  to  preserve  all  of  the  physiolog- 
ical functions  of  the  nose.  How  may  we  best  ac- 
complish this  very  desirable  end?  There  is  an  ideal 
operation  which  has  taken  its  well-deserved  place 
in  the  field  of  rhinologic  surgery. 

Operations  for  the  correction  of  septal  deflec- 
tions by  the  so-called  straightening  method  are  as 
many  and  as  varied  as  there  are  degrees  of  de- 
viation, and  this  in  itself  is  ample  proof  of  the  in- 
adequacy of  the  procedures  and  their  results.  To 
the  patient  suffering  from  the  ordinary  obstructive 
symptoms  attendant  upon  a  deflected  septum,  the 
prospect  of  having  to  wear  a  splint  from  four  to 
six  weeks  is  by  no  means  an  alluring  one.  and  as  a 
consequence  he  may  go  on  suffering  rather  than 
undergo  the  discomforts  of  any  of  the  straightening 
operations  which  up  to  within  a  comparatively  short 
time  were  the  only  methods  offering  any  prospect  of 
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I    formerly    because    of    the 

more  the  uncertainty  i  A 
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.   after 
from  one  to  three  years,  reproducing  i:1 
to   the  urrence   the   old   obstructive 

symptoms  and  bringing  down  upon  the  head 
unfortunat*  the  censure  ent. 

Realizing  the  uncertainty  oi  permanent  beneficial 
result  -  :pedient  that  gave  pron 

relief  has  '■  In   this  directii 

redundancies  of  the  septum  have  been  r< 
portions  oi  the  turbinate  ablated,  which  wa 
sidered  a  justifiable  sacrifice  of  ina  -ue. 

All  lerations  depended  on  the  principle 

icture  and  forcible  replacing  and  retention  by 
the    fractui  oents.      Numerous 

variations  have  been  in  but  the  operation 

devised  by  Dr.  Morris  J.  Asch  of  New  York  in  1890 
een  the  accepted  one.     Dr.  Beaman  Douglass 
I  New  York,  has  modified  the  Asch  operation  so 
that    it    is    much    preferable,    being   simpler,    more 
'ess  damaging  and  gives  better  results. 
In     rhinologic     literature     the     terms     "window 
ital  resection"  and  "submucous   re- 
n"  have  become  very  familiar  and   they   all 
refer  to  the  same  operation.     While  external  de- 
formity is  often  very  much  improved  .and  sometimes 
entirely  corrected,  this  is  not  primarily  the  object  of 
the  operation'.     It  is  applicable  to  all  cases  of  septal 
nity  of  whatever  form  or  degree,  where  the 
in   a  condition  to  admit  of  any  plastic 
operation.     Its  value  is  best  shown,  I  think,  by  the 
changing  attitude  of  specialists  toward  the  question 
of  septal  deformity.     Pessimism  was  the  fashion  no 
longer  than  six  years  ago.     Different  si 
vocated  almost  a<  many  different  operations  while 
all  were  obliged  to  admit  many  results  only  partially 
successful,  with  a  percentage  of  total  failures.     In 
contrast  to  this  the  advent  of  submucous  resection 
has   changed    pessimism    to   optimism.      It    is    not 
too  much  to  say  that  all  of  the  other  operations  are 
lete. 

section  of  the  septum  has  been  practiced  for 
more  than  fifty  years.  Hezden,  in  1847,  employed 
the  principle  in  a  rather  crude  form.  In  1850 
Chassaignac.  after  pealing  back  the  mucous  mem- 
brane, removed  enough  cartilage  to  permit  him  to 
force  the  deflection  over  into  the  median  line,  and 
then  held  it  in  place  by  a  wooden  splint  or  wedge. 
Demarquay  in  the  same  year  did  the  same  thing  but 


1   ative  field  bj  making  a 
extei  nal  nose,     1  inhai  t,  in   [862, 

tions.     As  Czermak  did  nol  introduce  the  use 

of  the  head  mil  ror  until  185s,  thesi  erators 

1 .1  under  Ivantage.      '.\ 

bl)   operated  onlj    upon  anterior  deflections, 

them  is  due  the  credit  of  sewing  I 

u   borne  fruit.     Literature  contains  no  meu- 

f  this  operation  between  [862  and  1882      [n 

Liftman    revived    the   operation,      lie    | 

back  the  mucous  membrane  and  removed  enough 

ne  to  allow  of  the  septum 
pushed  into  the  median  line  and  held  there  by 
of  thick  elastic  tubing.     Ingals,  in  1882,  went 
further  by  removing  a  triangular  piece  of  cartilage 
but  he  preserved  only  the  mucous  membrane  of  the 
concavity. 

In   18S3  Petersen  introduced  a  method  more  in 

cord  with  present  ideas.     He  made  a  trian 

i  mucous  membrane  on  the  convex  side,  which 
after  removal  of  cartilage,  he  replaced  and  sutured. 
The  introduction  of  cocain  into  rhinology  by  Jehuck, 
in   [884,  was  of  great  advantage  to  this  method  of 
operating,  as  it  made  it  possible  for  the  oper.i 
do  a  more  painstaking  resection,  without  subjecting 
the  patient  to  the  dangers  of  a  long  narcosis.  The 
more  recent  introduction  of  adrenalin,  p 
practically   bloodless   field   for  operating,   has 
done  much  to  make  the  resection  method  feasible. 

Trendelenburg,  in  [886,  after  detaching  mucous 
membrane  from  the  sides  removed  the  deflected 
cartilage  with  scissors  and  chisel.  Roux  and  Hey- 
men  in  the  same  year  did  about  the  same  thing. 
Juracz,  in  1891,  cut  through  and  elevated  the 
mucous  membrane,  removed  the  deflection  with 
knife,  scissors  and  chisel  and  then  sutured  the 
mucous  membrane.  Other  contributions  to  the 
literature  were  made  by  Botey,  Roberts,  Malherbe 
and  de  Blois. 

Kreig.  in  1898,  advised  making  two  incisions, 
one  parallel  to  the  floor  and  the  other  parallel  to  the 
bridge  of  the  nose,  these  to  go  through  mucous 
membrane  only.  The  delta  flap  was  pushed  back 
until  the  entire  curved  part  of  the  septum  was  ex- 
posed. Then  the  incision  was  extended  through 
the  cartilage  itself,  with  care  not  to  wound  the 
mucous  membrane  of  the  concavity.  The  cartilage 
was  then  broken  off  piecemeal  by  means  of  forceps. 
This  method  included  the  bony  septum.  Kreig  did 
the  convexity, 
not  attempt  to  preserve  the  mucous  membrane  of 

Bonninghaus  shortly  after  advocated  Kreig's 
method.     From  these  two  workers  the  window  re- 
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section  received  a  great  impetus.  In  fact,  it  has 
been  labeled  quite  frequently  the  Kreig-Bonning- 
haus  operation. 

In  1S99  Killian  recommended  resection.  In  his 
method  at  that  time  he  preserved  the  mucous  mem- 
brane of  the  convexity  by  suturing  the  original  lines 
of  incision.  Killian  has  contributed  recently  to  the 
literature  and  he  now  does  not  employ  any  sutures 
except  in  case  of  perforation. 

Freer  of  Chicago,  in  1902  and  1903,  as  well  as 
recently,  described  his  operation  at  length.  To  him 
more  than  to  any  American  is  due  our  thanks  for 
bringing  this  operation  before  the  profession  and 
perfecting  its  technic.  Ballenger  has  also  con- 
tributed to  good  purpose  and  his  swivel  knife  has 
simplified  the  operation  as  far  as  the  cartilage  is 
concerned.  Other  contributors  are  Stubbs,  Menzel, 
Miller.  Hajek,  Weil,  Zarniko,  White  and  Hansell. 

As  the  history  of  the  operation  would  indicate, 
the  methods  have  been  many  and  varied,  but  we 
need  concern  ourselves  only  with  its  perfected  form. 
reign  operators  is  due  the  credit  for  originating 
the  operation  and  bringing  it  to  a  nearly  perfect 
form.  To  American  surgeons,  however,  is  due 
the  credit  for  perfecting  the  technic  to  a  great 
The  individual  skill  and  originality  of  the  operator 
extent. 

A  considerable  variety  of  proceedings  and  a 
confusing  number  of  instruments  have  been  devised 
for  this  operation,  each  operator  of  experience  pre- 
ferring those  with  which  he  is  most  familiar  and 
which  in  his  hands  have  given  the  most  gratifying 
results.  I  shall  not  go  into  details  as  to  technic, 
neither  shall  I  describe  the  various  instruments.  I 
shall  merely  give  a  brief  outline  of  the  operation. 
is  the  main  factor  in  succe--  in  this  operation. 

The  procedure  is  to  be  conducted  according  to  the 
rules  of  asepsis  as  laid  down  by  the  general  surgeon. 
The  same  principles  and  methods  as  used  in  the  up- 
to-date  operating  room  are  employed.  Any  diseased 
condition  of  the  nasal  cavities  which  would  cause 
infection  is  corrected  previous  to  operating.  Hyper- 
trophies of  the  turbinates  need  the  proper  attention, 
for  their  reduction  is  essential  in  many  cases.  The 
patient  may  be  operated  on  in  the  erect  or  in  the 
recumbent  position.  The  anesthesia  is  an  import- 
thetic  solution :  A  20%  cocain  normal  saline  solu- 
ant  feature.  The  writer  uses  the  following  anes- 
tion  is  freshly  prepared.  To  this  is  added  an  equal 
volume  of  suprarenalin  1-1,000  solution,  thus  giving 
a  10%  cocain  and  a  1-2,000  suprarenalin.  This  is 
rubbed  into  the  septum  on  both  sides  liberally,  fif- 
teen minutes  being  thus  employed.     The  anesthesia 


i-  now  perfect  and  the  operation  should  be  begun 
at  once.  I  have  never  known  this  method  to  fail 
to  give  a  perfect  anesthesia. 

Incision.  The  object  of  the  incision  through 
the  muco-perichondrium  is  to  permit  its  elevation  on 
both  sides  of  the  septum  and  for  the  excision  and 
removal  of  the  cartilaginous  and  bony  deflections  or 
deformities  of  the  septum.  All  this  may  be  done 
without  the  loss  of  mucous  membrane,  hence  healing 
should  be  very  speedy.  The  incision  chosen,  there- 
fore, should  be  one  that  facilitates  the  elevation  of 
the  muco-perichondrium  and  the  removal  of  the 
framework  of  the  septum  with  the  least  consump- 
tion of  time,  the  least  traumatism  of  the  tissue,  and 
the  least  shock  to  the  patient.  I  vary  my  incision 
to  conform  to  the  particular  deformity  I  have  to 
deal  with.  It  is  entirely  a  matter  of  mechanical 
initiative,  and  the  individual  operator  will  vary  his 
incision  to  meet  his  special  needs. 

The  next  step  is  to  elevate  the  muco-perichon- 
drium from  the  cartilage  as  extensively  as  is  de- 
sired, that  is  over  the  entire  area  of  cartilage  and 
bone  which  the  operator  intends  to  resect. 

Then  an  incision  is  made  through  the  cartilage  at 
the  anterior  limit  of  the  resection  without,  how- 
ever, cutting  through  the  muco-perichondrium  of 
the  concavity.  After  making  this  incision,  the 
muco-perichondrium  and  periosteum  on  the  side  of 
the  concavity  is  elevated  through  the  incision  in  the 
cartilage.  When  this  is  completed  to  the  desired! 
extent  we  then  remove  the  area  to  be  resected.  The 
cartilage  is  first  cut  out  by  using  Ballenger's  swivel 
knife.  Then  if  bone  is  to  be  resected,  it  is  cut  awav 
by  mean;  of  special  bone  cutting  forceps. 

The  muco-perichondrium  on  each  side  is  now 
brought  into  contact  by  means  of  a  blunt  pointed 
applicator.  It  should  be  perfectly  straight  and  in 
the  median  line. 

The  two  sides  are  now  packed  lightly  with  a  strip 
of  gauze.  The  gauze  may  be  impregnated  with  anv 
antiseptic  desired,  as  long  as  it  remains  dry.  A 
Bernay  Xa^a!  Splint  covered  with  rubber  tissue 
may  also  be  used.  The  dressing  is  removed  at  the 
end  of  24  or  48  hours  when  healing  by  first  intention 
will  have  taken  place.  The  question  of  a  second 
dressing  depends  on  how  little  damage  has  been 
done  to  the  tissues.  The  most  experienced  oper- 
ators rarely  introduce  a  second  dressing.  •» 

The  cartilage  and  bone  regenerate  to  a  great  ex- 
tent but  they  do  so  in  a  perfectly  straight  line. 
There  is  no  danger  of  the  nose  caving  in  as  has 
been  claimed  by  some  observers.  During  the  past 
five  years,  since  the  writer  has  been  doing  the  oper- 
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The  varieties  of  goiter  that  properly  c    ne  under 

the  sin  -  deserve  to  be  as  clearly  different- 

-sible,   so  that  time  and  the   period  of 

le  success  may  not  be  lost  on  the  one  hand, 

nor  unnecessary  surgery  done  on  the  other.     It  is 

linly  undesirable  to  palliate  beyond  the  hope 

re,  as  it  is  to  subject  innocent  or  incurable 

conditions  to  the  knife. 

iter  does  not  occur  as  frequently  in  this  coun- 

-  me  parts  of  Europe,  and  yet  it  is 

means   uncommon,  and  it  is  probable  that 

i  of  the  disease  are  as  frequent  here  as 

purposes  of  discussion  along  clinical  lines  a 
simple  classification  is  needed,  and  the  following  of 
Muller.  in  use  in  the  surgical  laboratory  of  the 
University  of  Pennsylvania  will  serve  our  needs. 

-'. :     Benign   goiter — divided   into   simple   col- 
loid goiter,  adenoma  and  cysts. 

Second:     Malignant  goiter — carcinoma  and   sar- 
coma. 

Third:     Exophthalmic  goiter. 

Now  simple  colloid  goiter,  which  is  the  form  that 
is  relatively  more  frequent  among  the  Alps,  the 
form  that  occurs  endemically.  is  found  among  our 
ntains>  too.  Bloodgood  states  that  the  cases 
that  have  come  to  the  Johns  Hopkins  Hospital  have 
been  in  large  part  from  the  mountain  districts  of 
Maryland.  West  Virginia  and  Pennsylvania. 

It  regularly  begins  before  thirty,  more  often  at 
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puberty  :  much  n  u  ntl)   in  worm  n 

.  jnancy.     It    Foi 
ymmetrica]  enlargement  of  nd 

although  one  lobe,  usually  the  right,  may  be  slightly 

than     tlu  ibrous     i  i 

changes  may  take  place  in  it,  or  small 
form.    The  view  of  Wilson  is  interesting: 
simple  goiti  e  regarded  as  muh 

tention  ed   with  non-absorbable   se  retion, 

cell  detritus,  etc.      Vnd  that  the  so-calle 
any  thyroid  gland  is  not  probably,  strict! 
a  normal  product,  but  the  complement 
sorbed  portion." 
At  the  beginning  some  nervous   symptoms   with 
cardia  and  tremor,  but  without  exophthalmos, 
occur.     It    may    be    said    perhaps    that    these 
d  be  classed  as  a  mild  and  abortivi 
of  Graves'  disease:  but  they  differ  in  the  fact  that 
the  general  symptoms  are  very  slight  and  the  gland 
is  enlarged  out  of  all  proportion  to  them.    The  syn- 
drome of  hyperthyroidism  may  occur  in  at 
goiter,  in  adenoma,  in  cysts,  in  malignant  di 
but  in  these  conditions  it  is  to  be  distinguished  from 
the  entity   that   is  known  by  the  name  of  Graves' 

.Medical  treatment  is  to  be  used  in  all  earl-, 
and  is  frequently  successful.     Rapid  growth,  pres- 
sure symptoms,  or  the  presence  of  the  various  de- 
generations are  indications  for  surgery  if  anno 
is  caused  by  them.     There  seems  to  be  no  dangi 
malignant  change,  however,  and  in  this  respe 
condition   is   to  be  distinguished   from  the  nodular 
enlargement  of  the  adenomata. 

The  early  presence  of  mild  symptoms  of  h 
roidism  is  not  an  indii  operation. 

cases  will  almost  always  get  over  the  slight  toxicosis 
quickly  with  medical  treatment  alone.  This  type  is 
not  uncommon  in  this  city,  particularly  among 
young  Italian  women.  Some  of  them  are  operated 
The  ones  that  I  have  followed  have  re- 
covered in  the  course  of  six  month-  to  a  year  with 
i    of  iodine  alone. 

The  adenomatous  goiters  are  localized  m  > 
proliferations  of  the  new  acini  and  tubules  or  local- 
ized hypertrophies  indistinguishable  from  adeiv  una. 
They  are  variously  classified.  In  the  Univer-: 
Pennsylvania  classification,  they  are  divided  into 
fetal  adenomata,  colloid  adenomata  and  papilliform 
cyst-adenomata. 

The  clinical  characteristic  is  a  firm,  more  or  less 
nodular,  asymetrical  tumor  situated  in  one  portion 
of  the  gland. 

Pressure  symptoms  or  moderate  hyperthyn 
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may  be  present.  The  mass  may  suddenly  increase  in 
-izc  from  hemorrhage  in  its  substance,  with  the 
quent  development  of  a  cyst.  If  malignant 
disease  develops  the  gland  increases  in  size,  be- 
comes more  nodular  and  hard,  breaks  through  the 
lie  and  becomes  adherent,  and  gives  deep  pres- 
sure  symptoms  out  of  proportion  to  its  size.  In 
tses  the  larger  number  arises  after 
thirty  and  even  when  no  symptoms  of  hyperthyroid- 
ism "i"  of  pressure-distress  are  to  be  noted.  The 
treatment  is  that  of  a  new  growth  and  the  possibil- 
ity  of  malignant  change  later;  and  the  fact  that  this 
i  lie  now  recognized  clinically  early  enough  to 
make  surgical  interference  of  any  value,  justifies  the 
position  that  "every  asymetrical  enlargement  of  the 
thyroid  gland  should  be  subjected  to  immediate 
operative  removal." 

A  discussion  of  the  pressure  symptoms  and  of  the 
mechanism  of  their  production  is  capable  of  a  great 
f  elaboration  if  one  goes  into  detail,  but  that 
<1  es  not  seem  desirable  here.  It  will  be  enough  to 
say  that  the  increase  in  size  of  <>ne  part  of  the  gland 
subjects  the  structures  in  it-  neighborhood  to  dis- 
iient  with  traction  or  tension  or  pressure. 

The  severity  of  the  pressure  symptoms  is  not  al- 
ways in  proportion  to  the  size  of  the  tumor.  Ap- 
parently it  the  growth  is  slow  and  gradual  the  an- 
terior muscles  and  fascia  are  stretched  and  the 
mass  dislocates  itself  forward,  avoiding  for  the 
most  part  pressure  on  the  deeper  parts.  On  the 
other  hand,  if  the  tumor  grows  rapidly  and  is  as- 
ted  with  an  inflammatory  condition  in  the  cap- 
sule  which  fixes  it.  pressure  disturbance  will  arise 
early. 

The  forms  in  which  the  goiter  grows  into  the 
thorax  or  around  the  trachea  are  the  most  difficult 
to  deal  with. 

Pressure  symptoms  are  dyspnea,  due  to  a  dis- 
placement of  the  trachea  to  one  side — the  sound 
one — to  rotation  of  the  trachea  on  its  axis,  and  more 
rarely  to  pressure  from  before  backward.  The 
iea  may  be  constant  or  paroxysmal.  It  is  in- 
creased by  exertion,  accompanied  by  harsh  tracheal 
cough  and  in  the  most  pronounced  cases  by  stridor. 

Pressure  on  the  bloodvessels  causing  venous  en- 
gorgement of  the  head  and  neck  and  even  of  the 
arms  belongs  to  the  intrathoracic  variety.  In  very 
large  and  old  cases  the  heart  may  be  affected. 

Rarely  the  recurrent  laryngeal  or  the  sympathetic 
on  one  side  may  be  affected.  Dysphagia  is  also 
rare.  Bloody  expectoration,  Bloodgood  considers 
not  uncommon  in  simple  colloid  goiter,  but  he  has 
not  seen  it  in   adenoma  or  cysts.     It  is  generally 


looked  upon  as  more  characteristic  of  malignant 
disease. 

Pain,  according  to  Kocher,  is  never  found  in  be- 
nign goiter  except  in  the  cases  where  inflammation 
or  intrathyroid  hemorrhage  supervened. 

The  relative  frequency  of  the  occurrence  of  the 
various  forms  in  this  part  of  the  world  may  be  seen 
by  the  figures  of  Bloodgood  and  Muller  at  Balti- 
more and  Philadelphia.  Bloodgood  found,  out  of 
139  cases  of  goiter:  simple  9.4;  cysts  and  adenoma, 
52;  carcinoma,  9;  sarcoma,  1,  and  exophthalmic 
goiter,  37  times. 

Muller  in  Philadelphia,  out  of  39  tumors  of  the 
thyroid  gland,  classifies  14  as  simple  colloid  goiters ; 
10  as  adenomatous  goiters,  and  5  as  exophthalmic 
goiters ;  6  carcinomata,  3  sarcomata  and  1  cyst. 

When  these  adenomatous  glands  cause  symptoms 
of  hyperthyroidism  they  are  still  closely  allied  in 
their  behaviour;  giving  a  picture  that  differs  to  some 
extent  from  the  classical  picture  of  Graves'  disease. 
But  this  will  be  better  discussed  later. 

Basedow's  disease  has  been  much  discussed,  much 
investigated  and  much  theorized  about,  but  our 
knowledge  is  still  very  incomplete.  Without  going 
into  the  various  theories  that  have  been  or  are  still 
held  to  account  for  its  origin,  the  hypothesis  of 
Mobius,  first  advanced  in  1886,  is  now  very  gener- 
ally accepted,  that  the  symptoms  are  due  to  the 
over-production  and  absorption  of  the  thyroid  secre- 
tion. Whatever  the  pathological  stimulus  to  the 
gland  may  be,  the  symptoms  are  due  to  hyperthy- 
roidism, but  the  disease  has  a  more  or  less  charac- 
teristic clinical  course.  Hyperthyroidism  may  oc- 
cur in  simple  colloid  goiter  (in  a  mild  form)  ;  it 
may  occur  in  malignant  goiter,  it  may  occur  in 
adenoma.  It  seems  worth  while  trying  to  dis- 
tinguish these  forms  of  intoxication  from  Graves' 
disease. 

In  a  recent  study  of  54  cases  of  hyperthyroidism 
from  C.  H.  Mayo's  clinic,  Wilson,  grouping  his 
cases  pathologically  and  clinically,  was  able  to  find 
close  correspondence  between  the  two  groupings; 
so  close  that  from  the  pathological  appearance  of 
the  portions  of  gland  removed,  he  was  able  to 
describe  the  clinical  status  of  the  case  in  80  per  cent. 
of  the  cases. 

So  far  as  I  am  able  to  judge  by  his  paper  his 
correspondence  is  absolute  in  this  particular,  that 
all  of  the  cases  showing  histologically  an  increased 
number  of  alveoli,  resembling  adenomas  in  tvpe. 
are  mild,  continuous  cases  of  from  1  to  13  years' 
duration.  He  says  of  this  group:  "All  of  them 
are  of  moderate  severity,  and  were  operated  upon 
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sm,  but  with  symptoms  now  chiefly  of  severe 
vital-organ-lesion  type,  rather  than  hyperthyroid- 
ism.    Thirty-four 

Grade  IV.  Mild  continuous  cases,  slowly  de\ 

The  largest  number  of  cases  were  classified  in 
Grade  I.  In  the  second,  third  and  fourth  degree  of 
severity,  1 17 ;  and  in  group  II,  54.  And  as  first  said, 
all  of  his  adenomatous  cases  fall  into  Grade  IV. 

^ically  at  all  events,  th  >f  cases,  it 

seems  to  me,  falls  more  properly  with  the  adeno- 
mata, whether  one  cares  to  class  them  so  pathologic- 
ally or  not.  For  we  no  more  know  wh 
nomata  should  give  symptoms  of  thyro-toxicosis 
than  we  do  of  the  origin  of  Grave-"  disea-e  itself. 
They  may  be  treated  as  adenomata  and  on  that  in- 
dication removed,  giving  the  hyperthyroidism  the 
preliminary  treatment  that  it  deserves.  One- 
remove  such  a  gland  if  no  intoxication  wrere  pres- 
ent, and  the  result  in  this  group  of  cases  as  to  re- 
lief of  the  toxicosis  is  particularly  good.  But  I 
submit  that  it  is  better  distinguished  from  Graves' 
disease. 

SURGICAL    ASPECT. 

The  surgical  aspect  of  Graves'  disease  presents 
the  following  points  for  study : 

1.  What  is  the  natural  history  of  the  disease  with- 
out interference? 

2.  How  may  its  course  be  influenced  by  medical 
measures? 
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).  \\  hat  ion? 

5.     How    may  cases  suitable  for  surgical  inter- 
ferem 
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pitation,  tremor,  exophthalmos  and  more  or  les>  en- 

thyroid.  with 
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remis 

"In  a  large  proportion  of  t  a  ' 

er  or  later  an  acute  febrile  toxemia  develops, 
in  which,  in  addition  to  the  cardiac  symptoms  of 
tremor,  tachycardia  ami  exophthalmos,  tin- 
following  symptoms  appi  (io3°-4°)  acute 
dilatation  of  the  heart  with  murmurs,  a  gaseous 
pulse,  dyspnea,  precordial  or  abdominal  pain-, 
tro-intestinal  disorders,  edema  of  the  leg-,  swi 

rythema."  This  is  the  first  stage  of 
Mayo  ami  Wilson's  grouping.  In  this  stage  the 
patient  may  die,  or  without  going  on  so  far  as 
described  by  Thomson  may  begin  to  improve  and 
slowly  get  well  or  may  enter  upon  a  com 
remissions  bations.     In    this    stage,    the 

second  of  Mayo  and  Wilson,  Thomson  again 
"Few  if  any  of  the  modern  text-book  descriptions 
give  an  adequate  clinical  picture  of  the  acute  exac- 
erbations of  Graves'  disease,  and  important  symp- 
toms, such  as  the  eruption  and  edema,  sweating, 
acute  cardiac  dilatation,  and  especially  fever,  are 
often  overlooked."  These  exacerbations  are  often 
precipitated  by  an  intercurrent  tonsillitis,  influenza, 
bronchitis  or  gastro-intestinal  disturbance. 

Some  of  these  cases  gradually  improve  under 
suitable  sui  ell.     In  others  the 

signs  of  hyperthyroidism  abate,  hut  the  damage  to 
the  heart  and  kidneys  has  been  done,  the  patient 
slowly  emaciates,  albuminuria  and  dropsy  with 
diarrhea  set  in.  or  an  intercurrent  disease  is  ter- 
minal— the  third   stage  of  Mayo  and  Wilson. 

Kocher  lay-  stress  upon  the  blood  changes  which 
he  considers  characteristic  of  the  disease  and  which 
he  says  may  be  of  help  in  making  the  diagnosis  in 
cases  where  all  the  symptoms  are  not  clear.  "The 
number  of  the  different  varieties  of  normal  leu- 
cocytes undergoes  alteration  and  the  number  of  leu- 
cocytes as  a  whole  is  slightly  diminished.  The 
neutrophile  leucocytes  which  are  most  numerous  in 
normal  blood  are  diminished  sometimes  to  half  their 
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normal  number,  so  that  they  may  be  less  numerous 
than  the  lymphocytes.  The  latter  are  incn 
sometimes  to  twice  the  normal  number,  and  if  there 
is  no  absolute  increase  there  is  always  a  relative 
augmentation.  The  eosinophile  leucocytes  are  us- 
ually also  diminished,  but  may  be  slightly  increased, 
particularly  in  cases  that  are  not  uncomplicated. 
The  number  of  the  red  blood  cells  is  almost  always 
normal,  as  is  also  the  percentage  of  hemoglobin. 
The  viscosity  of  the  blood  is  usually  lowered  so  that 
it  coagulates  more  slowly."  Kocher  explains  by  this 
diminution  of  the  neutrophiles  the  post-operative 
toxemia  in  cases  of  this  disease,  which  he  thinks 
takes  place  in  operations  upon  other  parts  of  the 
body  as  well  as  in  the  thyroid  gland. 

These  blood  findings  have  been  confirmed  by 
Gordon  and  by  Caro.  In  Caro's  cases  ( 14)  the 
lowest  polynuclear  count  was  50^:,  and  the  highest 
lymphocyte  count  50%,  and  after  giving  some  of 
these  patients  thyroid  extract,  the  lymphocytes  in- 
creased and  the  neutrophiles  diminished. 

Probably  20%  to  25%  of  the  cases  get  well. 
Possibly  one-half  the  cases,  if  they  are  able  to  be 
properly  treated,  reach  a  fairly  comfortable  con- 
dition of  improvement.  The  duration  of  the  re- 
covering cases  is  from  two  to  three  years  (Dana). 

The  duration  of  the  disease  in  Thomson's  80 
was  from  5  weeks  to  25  years  :  more  than  one- 
■  had  symptoms  two  to  four  years.  His  mor- 
tality was  10%.  He  does  not  record  the  number  of 
recoveries.  Out  of  40  cases  treated  medically  by 
Murray,  7  'lied,  2  remained  stationary.  9  only  prac- 
tically recovered,  and  the  rest  passing  into  the 
third  stage. 

Mc Williams  in  a  paper  just  published,  quotes 
Rogers  on  the  result  of  the  Rogers  and  Beebe  serum 
as  follows :  "About  300  patients  treated :  20% 
cured,  6ofJ-  improved,  10%  unimproved  and  10% 
died."  To  quote  Thomson  once  more:  "It  ap- 
pears that  the  serum  treatment  is  the  more  su< 
nil  in  the  worst  type  of  cases,  that  is,  those  in  which 
the  system  is  suddenly  overwhelmed  with  an  acute 
toxemia.  I  have  never  before  seen  patients  re- 
cover who  had  reached  the  degree  of  toxemia  out- 
lined in  the  report  of  the  two  cases  above  cited.  In 
the  milder  chronic  disease,  the  serum  as  thus  far 
prepared  appears  to  have  a  variable  effect.  In  cer- 
tain cases  of  Graves'  disease  of  chronic  type,  with 
the  milder  manifestations  of  slight  tachycardia, 
dyspnea  on  exertion  and  restlessness,  with  a 
erate  goiter  and  perhaps  exophthalmos,  these  sera 
'\  tve  ii'  t   50   far  produced  in  my  hands  convincing 


results.  In  several  cases  marked  temporary  reac- 
tions, like  the  reactions  of  tuberculin  soon  followed 
their  use,  but  the  ultimate  effect  on  the  patient  has 
been  no  greater  than  one  sees  after  rest  in  bed  and 
and  the  use  of  the  usual  therapeutic  measures."  It 
is  greatly  to  be  desired  that  the  hopes  based  upon 
this  line  of  treatment  may  prove  well  grounded.  It 
appears  as  yet  too  early  to  speak  conclusively  on  its 
results. 

The  .r-ray  seems  to  act  as  a  palliative  when  used 
in  conjunction  with  rest  and  therapeutic  measures. 
Radiotherapeutists  report  too  few  of  their  cases 
with  convincing  detail  but  there  seems  no  doubt  that 
good  can  be  accomplished  by  this  method  if  properly 
used.  Holland  reports  two  cases  of  myxedema  re- 
sulting and  suggests  the  use  of  the  ray  on  one 
side  at  a  time. 

In  general  then,  so  far  as  we  are  able  to  judge  up 
to  this  time,  medical  measures  are  able  to  secure 
somewhere  between  25  and  50%  of  cures,  and  about 
10%  mortality,  the  remainder  becoming  chronic  in- 
valids or  succumbing  to  other  disease.  Inasmuch 
as  these  figures  are  drawn  from  hospital  practice  it 
may  be  claimed  that  they  are  too  high.  Thomson's 
cases,  however,  are  mixed,  hospital  and  clinical  and 
private  cases. 

Out  of  1,500  cases  that  I  have  collected  from  the 
literature  subjected  to  operation,  4.4%  died  as  the 
result  of  operation.  Mayo  reports  200  cases  done 
in  1905,  six  in  1907 — 122  males,  78  females,  with 
ten  deaths.  Letters  sent  to  190  brought  answers 
from  167 — 116  cures,  32  improved,  10  slightly  im- 
proved and  9  not  improved — yofo  of  cures  accord- 
ing to  his  figures.  These  cases,  as  far  as  I  know, 
have  not  been  reported  in  detail  and  hence  are  not 
-u-ceptible  to  criticism  as  to  the  nature  of  the  cure, 
which  is  greatly  to  be  regretted.  The  immediate 
mortality  is  considerably  lower  than  that  of  pallia- 
tive measures  and  there  seems  no  good  reason  to 
doubt  that  in  certain  cases  the  operation  skilfully 
■  'one  is  a  safe  means  of  prolonging  life. 

The  collection  of  514  cases  of  McWilliams  shows 
7-''  ■  of  cures,  16%  greatly  improved,  11%  slightly 
improved,  and  3%  unimproved. 

In  the  cases  that  get  well  after  operation  the  sub- 
jective symptoms  and  the  tachycardia  very  rapidlv 
improve,  often  in  a  day  or  two,  then  the  tremor  and 
last  the  exophthalmos,  which  in  long  standing  cases 
may  be  permanent  due  to  a  deposit  of  fat  behind  the 
eyeball. 

The  cases  in  which  an  operation  is  not  indicated 
are: 
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I  muscle. 
Third,  late  cast  ■•   no  improvement  on 

treatment. 
Fourth,  cases  that  show  signs  of  iphati- 

It  is  possible  that  the  blood  examination  may 
-  in  making  it  are 

improving.     Kocher  says  he  has   found  it   useful. 
The  preliminary  treatment  is  important  and 

refully  followed  up  and  as  favorable  a  moment 
isible  selected  for  operation. 
In  considering  the  advisability  of  operation  this 
may  appear  to  be  indicated  especially  in  those  cases 
although   improving  slowly   under    favorable 
ire  so  situated  that  the  long  continuance 
ich  conditions  is  impossible. 
It  is  not  necessary  to  speak  at  length  here  of  the 
tive  treatment.     In  some  cases  the  ligature  of 
one  or  both  inferior  thyroid  vessels  may  be  < 
to  effect  a  cure.     In  either  case  it  is  advisable  to  do 

-  a  preliminary  to  the  partial  thyroidr 
that  is  to  follow. 

When  thyroidectomy  is  done  it  is  important 
enough  gland  be  excised  but  not  too  much.  The 
usual  rule  is  one  lobe.  The  accident  of  removing 
iring  the  parathyroid,  or  injuring  the  recur- 
rent laryngeal  nerve  may  be  avoided  by  working 
within  the  capsule  of  the  gland.  Kocher  uses  local, 
Mayo  general  anesthesia.  The  operation  is  shorter 
and  the  mental  distress  less  with  ether,  but  of  course 
the  shock  of  the  anesthetic  has  to  be  reckoned  with. 
In  the  cases  that  I  have  done,  I  have  used  ether. 
although  I  have  seen  cocain  used  in  several.  In 
one  patient  I  remember  Dr.  Fowler  operated  twice, 
using  cocain  the  first  t:me  and  ether  the  second.  The 
general  anesthetic  was  much  more  satisfactory. 
Crile  makes  a  good  deal  of  the  mental  distress  of  a 
local  anesthetic  and  thinks  that  this  is  one  of  the 
chief  dangers  in  operating  that  way.  Personally, 
I  feel  that  he  is  right,  and  that  an  ether  narcosis 
carefully  administered  is  on  the  whole  safer  than 
cocain. 

To  sum  up,  it  seems  fair  to  say  that : 
i.  There  is  a  group  of  certain  cases  of  Graves' 
;e  in  which  operation  is  not  indicated  and  in 
which  medical   measures   alone  produce   a    '.. 
cure. 

2.  There  is  a  larger  group  of  cases,  in  which  after 


medical  measure  iwn  their   insufficiency, 

ive  treatment,  before  it  is  i<><    late,  gh 
good  chance  of  cure. 
;v  In  another  g  il  ii  m  ameliorate  i  >ymp 

v  prolongs  life  but  does  not  cure. 
4.  In  the  latest  cases  operation  is  futile  and  un- 
wise. 

164  1  [alsey  Street. 
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3.  Femoral  Hernias. 
The  neural  anatomy  of  femoral  hernia  is  such 
that  nerve  blocking  cannot  be  employed.  The  in- 
filtration of  the  skin  over  the  site  of  incisi*  m  is  made 
in  the  usual  manner  without  regard  to  the  nerve 
supply.  Thi  nay  be  made  in  the  vertical 

of  the  body  or  parallel  with  Poupart's  liga- 
ment. The  anatomy  of  the  soft  parts  is  of  more 
importance  than  the  neural  anatomy.  When  the 
skin  has  been  incised  the  topography  of  the  deeper 
parts  should  be  determined.  If  superficial  vessels 
come  into  view  they  should  be  caught  and  ligated. 
The  outline  of  the  sac  relative  to  the  saphenous 
opening,  the  saphenous  vein  and  the  femoral  vein 
must  be  determined.  Before  dissection  is  begun 
the  tissue  about  the  sac  may  be  edematized  with 
quinine  one-half  per  cent,  of  Schleich  No.  2.  This 
often  facilitates  dissection  as  well  as  alleviates  what 
little  pain  might  otherwise  be  caused.  The  sac  and 
the  fatty  tissue  about  it  is  dissected  out,  preferably 
with  forceps  and  knife,  or  with  the  gauze  enveloped 
finger,  if  the  operator  feels  timid  in  the  use  of  the 
knife  in  this  locality.  If  the  base  of  the  sac  has  been 
carefully  infiltrated  considerable  traction  may  be 
made  without  pain,  so  that  the  ligation  may  be 
made  so  high  that  .the  stump  will  retract  within 
the  abdomen  after  it  is  severed.  With  the  disposal 
of  the  sac  the  method  of  dealing  with  the  opening 
may  be  determined  upon.  The  operator  may  pro 
ceed  according  to  any  desired  method,  since  anes- 
thesia is  such  that  any  of  the  ordinary  operations 
may  be  carried  out.  For  the  beginner  Ochner'- 
method  of  simply  cleaning  the  canal  of  fatty  tissue 
and  depending  upon  the  formation  of  fibrous  tissue 
to  occlude  it.  may  be  employed.  This  will  result 
in  a  cure.  The  experienced  operator  will  prefer 
to  do  some  of  the  suture  methods,  such  as  uniting 
Poupart's  ligament  to  the  fascia  and  closing  the 
saphenous  opening.     This,  too.  will  cure  the  hernia 
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no  harm  will  remit  from  the  extra  manipula- 
tor the  experienced  operator  will  have  been 
ill  to  avoid  injury  to  the  femoral  vein.     The 
wound    may    be   closed   by   uniting    the   superficial 
fascia  separately   with  an  additional   layer  for  the 
skin  or  the  two  may  be  united  with  one  layer  of 
rm  gut  or  silk. 

4.     Strangulated  Femoral  Hernia. 

A  considerable  proportion  of  cases  of  this  type 

ilia  must  be  operated  upon  as  an  emergency 

Ltion.    Occurring  as  it  usually  cl  es,  in  females 

nl  middle  life,  local  anesthesia  1-  particularly 

able.     The  lir.e  for  incision   ;1    uld  be  located 


ent  it  should  be  remembered  that  the  deep 
trie  artery  and  vein  cross  the  line  of  incision 
sometimes  and  their  severance  might  mean  tem- 
porary  embarrassment  to  the  operation.  If  the  in- 
testine is  viable  it  is  returned  and  the  wound  closed 
as  described  above.  If  the  gut  is  necrotic  the  ends 
should  be  retained  in  the  wound  and  an  artificial 
anus  made,  leaving  the  resection  to  a  subsequent 
period.     (See  major  operations.) 

5.     Umbilical  Herxias. 
Even    more   than   the   femoral   hernias   the   um- 
bilical   hernias    are    affections    of    women    beyond 
middle  age.     This  condition  is  complicated  usually 


over  the  entire  extent  of  the  tunn  r  parallel  with 
the  long  axis  of  the  body  and  should  be  carefully 
infiltrated.  If  inflammatory  reaction  has  rendered 
the  field  sensitive,  subcutaneous  infiltration  may  be 
d  >ne  after  the  limits  of  the  sac  have  been  deter- 
mined as  in  the  preceding  operation.  The  sac  is 
opened  and  the  subsequent  steps  of  the  operation 
planned.  If  the  intestine  viable  the  opening  may 
be  enlarged  by  nicking  Poupart's  ligament  with- 
nesthesia  and  the  operation  proceeded  with  as 
above  described.  If,  however,  the  gut  is  necrotic 
■its  viability  is  questionable,  the  loop  should  be 
retained  in  the  wound  by  suture  after  the  constric- 
tion ring  has  been  freely  liberated.  If  this  is  neces- 
sary it  may  be  desirable  to  infiltrate  a  new  area  up- 
ward in  order  to  extend  the  incision.  It  is  well  to 
provide  an  ample  incision  and  if  Poupart's  liga- 
ment is  in  the  way  it  may  be  incised  freely,  since 
it  is  nothing  more  than  a  thickened  line  in  the  fascia 
and  may  be  repaired  at  any  time.     In  incising  the 


by  a  superabundance  of  abdominal  fat.  Cure  for 
this  affection  by  operation  is  now  quite  certain 
and  since  the  dangers  of  strangulation  are  consider- 
able, the  safety  as  well  as  the  comfort  of  the  patient 
lies  on  the  side  of  radical  cure.  If  there  is  a  con- 
traindication to  general  anesthesia  the  operation  may 
be  done  under  local  infiltration.  If  there  is  no  con- 
traindication to  general  anesthesia  the  operator  may 
weigh  his  convenience  with  that  of  the  patient. 

This  region  being  supplied  with  terminal  nerves 
infiltration  is  the  only  method  available.  Mayo's 
method  is  now  quite  generally  used  and  it  lends  it- 
self quite  readily  to  local  anesthesia.  An  ellipse 
about  the  umbilicus  is  infiltrated  in  the  usual  man- 
ner (Fig.  1).  Deep  infiltration  may  be  made  be- 
fore the  skin  is  incised  or  the  skin  may  be  incised 
and  the  pedicle  of  the  sac  partly  isolated  before  the 
base  is  infiltrated  (Fig.  2).  The  method  will  de- 
pend somewhat  upon  the  character  and  size  of  the 
hernia.    If  it  is  small  and  the  pedicle  can  be  fairly 
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the  infiltration  may  be  made  be- 
ll a-  base  of  the  pedicle  is 
ted  and  the  ne  dis- 

il  preparatory  to  the  overlapping  which 
the  hernia.     The  sac  is  then 

ng.   If 

this  step  is  painful  the  muscle  about  the  opening 

may  be  infiltrated.     It  is  the  traction  upon  the  tis- 

pain  quite  as  much  as  the  cutting. 

and  if  aused  the  possibility 

•    enthusiastic     assistant 
nod.     It  the  fascia  has  been 

ac  nothing  remains  but 


the  imbrication  of  the  walls.     This  is  clone  a 

The  abdi 
wall  will  not  be  found  unduly  sensitive  to  the  punc- 
ture of  the  needle  but  traction  is  apt  to  be  painful. 
The  gentle  touch  rather  than  the  infiltration  is  the 
important  factor  in  this  last  step.  The  skin  is 
closed  by  silkworm  gut.  making  stitches  which  en- 
ir  grasp  the  entire  thickness  of  the 
abdominal  fat.  The  skin  punctures  must  be  made 
within  the  line  of  infiltration.  The  ends  of  the 
suture  should  pc  nail  gauze  pad  an 

knot  be  tied  upon  this. 

6.       STRANGULATED   I'.MUILICAL    HERNIA. 

The  operation  for   strangulated  umbilical  hernia 
:s  well  known,  attended  by  a  high  mortality. 
The    additional    burdens    of    a    general     anesthetic 
in  these  cases  be  avoided.     If  the  strangula- 
tion i-  recent  the  above  steps  may  be  followed.     If 
there  is  necrosis  of  intestine  it  should  be  released  at 


the  base  and  retained  in  the  wound.     If  the  p 

.  nstriction  i-  all  that  should 

tempted.     The  skin  i-  infiltrated,  the  incision  ex- 

'  to  tin-  base,  the  sac  <  ipened  and  thi 
filtrate' 

the  patient  the  bowel,  if  it  1  en    etaim 

d,  may  be  1 1  n  ;  ■i- 

in  the  usual  manner,  or  if  the  bowel  has  been  re- 
and    return. 

low.     1  f  these  patients  w  ith  as  hi 

:  tality  would  be  great! 
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■ 
ninth  paste  in  eai  i    ted  by  Dr.  T.  C. 

The  paste  was  used  at  sometime 
[of   repair   in   wounds,   rest 
from  simple  mastoidectomy.     The  cases  were  taken 
from  the  service  of  Dr.  S.  J.  Kopetsky,  at  the  Xew 
York   Red   Cross    lb  >spital 

nd  Lung  Hospital,  during  ti. 
The   paste   was  in   the   following 

manner : 

A. — As   a   primar)    injection    immediatel) 

•  ii  m. 
R. — As  a  primary  dressing  on  gauze. 
C. — As  a  late  dressing  on  gauze. 
D. — As  an  injection  into  persistent  post-aur: 
fistulae. 

E. — As    a    cleansing   agent    in    infected    w 
either  on  gauze  or  as  an  injection. 

The  cases  are  grouped  according  to  this  di1 
of  usage  of  the  paste. 

A. — As    a    Primary    Injection    Immediately 
Hion. 
We  ha\e  not,  as  yet,  enough  experience  to  g 
definite    report   on   this   employment   of   the   paste. 
From  what  we  have  observed,  there  does  not  seem 
to  be  any   gain    in   the   shortening  of   the   healing 
period. 

When  this  method  is  employed,  Paste  Xo.  2  should 
be  used. 

B. — As  a  Primary  Dressing  on  Ganze. 
The  following  cases  will  illustrate  this  use  of  the 
paste: 
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(i)      Mr.    I..    New    York   Red   Cross   Hospital.      Simple 
istoidectomy,    March    20,    1910.     Bismuth   gauze  used   as 
g  and  it-  use  continued.     Healing  much  delayed  and 
wound  not  closed  until   four  months  later. 

_>     Mrs.   II.,  New   York  Red  Cross  Hospital.     Simple 

dectomy.     March  24,  [910.     Bismuth  gauze  used  as  a 

primary  dressing  and  continued.     Persistent  fistula  leading 

antrum,  four  months  after  operation. 

3  1     Baby  C.  New  York  Red  Cross  Hospital.     Simple 

dectomy,  March  18,  1910,  with  usual  dressing  after 

operation.  *     Five   days   later   at   the   first   dressing   used 

the  usual  method  of  dressing  the  mastoid  wound,  it  is  meant 

■■■■:!  d    is  cleaned  with   peroxide   of   hydrogen,    foil" 
:    iodoform  gauze  is  packed  in  the  wound  to  just  below  the 
.face    and    plain    gauze    is    then    used;    gauze    compress    and 

bismuth  gauze  and  continued  with  it.  Healing  delayed 
until  three  months  after  operation. 

These  cases  show,  not  a  shortened  post-operative 
period,  but  decided  delayed  healing. 

It  is  true,  the  cases  may  have  been  of  the  type  in 
which  healing  would  have  been  delayed  in  any 
event,  but  since  they  parallel  similar  cases  operated 
upon  at  the  same  time  that  healed  in  the  usual  four 
I  1  six  weeks,  with  the  regular  dressing,  we  feel  jus- 
tified in  concluding,  that  this  usuage  of  the  paste 
retards  healing. 

C. — As  a  Late  Dressing  on  Gauze. 

(1)  Mr.  S..  N.  Y.  Throat,  Nose  and  Lung  Hospital. 
Simple  mastoidectomy,  July  28,  1910.  Exposure  of  dura, 
and  for  four  weeks,  pulsation  in  this  region  continued. 
Usual  method  of  dressing.  When  pulsation  in  region  of  the 
exposed  dura  ceased,  the  cavity  was  the  size  of  a  large 
hickory  nut,  and  filled  with  pale  flat  granulations.  Bis- 
muth gauze  was  used  and  the  wound  healed  in  one  week. 

I  2  1  Mr.  W.,  N.  Y.  Throat,  Nose  and  Lung  Hospital. 
Simple  mastoidectomy.   May  6.   1910.     May  8th,   large  ab- 

3S  of  the  left  side  of  neck,  extending  to  the  clavicle.  In- 
.iitd  drained.  For  the  following  two  weeks  the  usual 
method  of  dressing  was  used.  May  22nd,  injected  bis- 
muth paste  into  abscess  cavity,  through  the  lower  end  of 
the  mastoid  wound  and  packed  mastoid  excavation  with 
bismuth  gauze.  Both  abscess  and  the  mastoid  completely 
healed  in  three  weeks. 

( 3  1  Mr.  M.,  New  York  Red  Cross  Hospital.  Simple 
mastoidectomy.  February  28,  1910.  Xon-healing  of  the 
mastoid  wound  until  June.  Curretted  region  of  the  an- 
trum and  used  bismuth  gauze:  healed  in  eight  days. 

4  I  Miss  C.  Xew  York  Red  Cross  Hospital.  Simple 
mastoidectomy  of  both  sides.  November  15,  1910.  The 
patient  having  contracted  erysipelas  was  transferred  to  a 
general  hospital,  where  she  remained  for  three  weeks. 
This  occurred  three  days  after  the  operation.  In  March, 
both  wounds  had  healed  and  the  patient  was  discharged. 
Returned  to  the  hospital  in  July,  with  a  fistula  leading  to 
the  antrum  and  a  large  excavation  over  the  site  of  the 
operation.  Injected  bismuth  paste  into  the  fistula  and 
packed  the  excavation  with  bismuth  gauze.    Healed  in  eight 

The  above  cases,  after  several  weeks'  dressing  in 
the  usual  way,  evidenced  granulations  that  were  flat 
and  pale,  thus  demonstrating  that  the  productive 
reactive  inflammation  was  insufficient  and  that  the 
proliferation  of  new  bloodvessels  was  tardy. 

With  the  use  of  the  paste,  as  shown  by  these  cases, 
healing  was  obtained  in  a  much  shorter  period. 
D. — As  An  Injection  Into  Post-Auricular  Fistula. 

The  following  cases  will  serve  to  illustrate  this 


(1)  Bain  J.,  three  months  after  simple  mastoidectomy, 
thi  11  was  a  fistula  leading  to  the  antrum.  Injected  bismuth 
paste ;    healed   in    foil:' 

1  j  1  Mr.  B.  Six  weeks  after  simple  mastoidectomy, 
ivas  a  fistula  leading  to  the  antrum.  Injected  bis- 
muth paste;  healing  took  place  in  four  d 

1 3  1  Baby  L.,  Six  weeks  after  simple  mastoidectomy, 
there  was  a  fistula  leading  to  the  antrum.  Injected  bis- 
muth paste;  healed  in  ten  days. 

1  4  1  Baby  F.  Two  months  after  simple  mastoidectomy, 
there  was  a  fistula  leading  to  the  antrum.  Injected  bis- 
muth paste,  healed  in  ten  days. 

(5)  Master  C.  Four  weeks  after  simple  mastoidectomy 
there  was  a  fistula  leading  to  the  antrum.  At  this  time  the 
child  contracted  scarlet  fever  and  was  removed  to  the 
contagious  disease  hospital.  Returned  in  five  weeks,  with 
the  fistula  still  present.  Injected  bismuth  paste;  healed  in 
seven  days. 

(6)  Baby  R.  Simple  mastoidectomy.  June  24.  1910. 
L'sual  dressing;  healed  July  8th.  Returned  July  22nd.  with 
a  fistula  leading  to  the  antrum.  Injected  bismuth  paste; 
healed  in  seven  days. 

With  this  type  of  case,  we  have  been  unusually 
successful  in  the  use  of  the  paste.  The  reason  is 
that  the  chronic  inflammatory  changes  needed  just 
that  amount  of  stimulation,  exhibited  by  the  bis- 
muth paste,  to  obliterate,  by  newer  granulations,  the 
fistula.  It  may  be  that  the  slight  pressure  exerted  on 
the  granulations  and  the  separation  of  the  surfaces 
by  the  paste  have  helped  to  hasten  the  obliteration 
of  the  fistulous  tract. 

It  might  he  noted  that  the  cases  described  in 
group  A.  in  which  the  paste  was  used  as  primary 
dressing  and  injected  later,  did  not  give  the  results 
obtained  in  group  D.  In  the  former  the  tissues 
would  not  react  sufficiently  to  the  stimulation  of  the 
paste,  because  of  being  accustomed  to  it. 
E. — As  a  Cleansing  Agent,  in  Infected  Wounds, 
Either  on  Gauze  or  as  an  Injection. 

The  following  is  illustrative. 

Master  G.  N.  Y.  Throat.  Nose  and  Lung  Hospital. 
Simple  mastoidectomy ;  wound  closed  by  the  periosteo-sub- 
cuticular  method,  with  posterior  drainage.  Spiral  tube 
and  gauze  was  used  as  a  drain.  The  cavity  of 
the  exenterated  cells  was  packed  with  iodoform  gauze.  The 
wound  edges  became  infected  and  it  was  necessary  to  re- 
move the  stitches.  Bismuth  paste  was  used  as  an  injec- 
tion and  on  gauze.     Healed  in  two  weeks. 

Again  we  find  the  stimulatory  effect  of  the  paste 
on  the  chronically  inflamed  tissues,  thus  demon- 
strating its  chemotactic  and  disinfecting  properties. 

INDICATION    FOR    THE    USE    OF    THE    PASTE. 

The  indications  for  the  use  of  bismuth  paste  are 
based  on  the  observations  gathered  from  the  cases 
in  this  report  and  are  as  follows: 

(a)  In  slow  healing  cases:  use  paste  No.  1  on 
gauze." 

(b)  In  cases  of  continued  discharge  from  the 
ear,  with  a  fistulous  tract  leading  to  the  antrum, 
use  paste  Xo.  1  as  an  injection. 


*  Paste  No.  1  consists  of  bismuth  subnitrate  33  per  cent.,  and 
yellow  petrolatum  67  per  cent.  Paste  No.  2  consists  of  bismuth 
subnitrate  30  per  cent.,  yellow  petroleum  60  per  cent.,  white  wax 
(melting  point   120°    F.)   5  per  cent.,  paraffin  5  per  cent. 
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imentation  with 

.     ,. 

i   is  injected,  usii 
ted  urethra]  syringe.* 
t"  the  syringe  is  placed  in  the  -inns  or 
ct  and  sufficient  paste  is  injected  until 
filled.    This  can  tied  by 

If  the  drum  has  healed  and  is  intact,  there  will 
there  i<  a  perforation,  the 
c  iming  through,  into  the  external  audi- 

oold. 

pregnated  with  pa-;.-  No.  i 

icked  into  :  '.  moderately  loose.        ■ 

ng  the  wound,  the  old  gauze  is  removed,  any 

n  wiped  out  and  new  gauze  packed 

in. 

Paste   X ■  •.  2  is  rilled  into  the  cavity  of  the 
id   wound   with   a   sterile   spatula 

The  action  of  the  paste  as  has  been 
Beck  is  distinctly  chemotactic. 

In  itself,  not  being  highly  antiseptic,  it  n 
that  the  production  of  the  sulphide  or  the  black 
-  nuth  is  the  active  agent,  performing  the 
-ante  r.Me  that  the  opsonins  do  before  ' 
f  the  bacteria  by  the  leucocytes. 
\  minor  action  is  a  mildly  astringent,  antiseptic 

•tive  one. 
Whether  or  not  it  acts  to  stimulate  fibrous  tissue 
;tion,  any  more  than  would  be  produced  un- 
deal  healing  conditions,  our  cases  do  not  show. 
The  experiments,  conducted   by    Beck,    showing 
that  bismuth  paste  has  a  local  stimulatory  effect  in 
tion  of  fibrous  tissue,  are  men 
the  generally  accepted  idea  relative  to 
_'i   bodies  in  the  living  tissues  an 
and  absorption. 
The  experimentally  injected  bismuth   paste,   sur- 
led  by  a  fibrous  capsule    and    permeated    by 
round  cell  infiltration,  is  exactly  the  same  as  we  find 

*  A  syringe    is    used.      The 

md  heat- 
-   are  fluid.     The   paste,   when  fluid,   should  be 
stirred  v  in   order  to  keep  the   | 

Draw    up    -urricient    paste    into    the    syringe    and    allow    to    cool.      It 
is    conver.  several    syringes 

•*  Tni  ;^e   made  by  pi  irips   or 

packings  uej 

cess   of   paste, 
gauze   comes   in. 


in  tlu  .1    thrombus   oi 

tuben 

.;  \k\  . 
i  bismuth  paste  in  mastoid 

ided  v  alue,  and  if  use  I 
abb    rapid   results  may  be  1 
for.     tt  en  its  value  in  chronii     nfla 

tion,  with  '  feneral  diminished  resi  I 

while  it-  us(  aindicated  in  acute  inflamma- 

tion, befon  tive  i  langes  haw  bi 
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DOMINALWALL:  A  CASE  REPORT. 
W.  II.  Lucki  11.  M.I )., 

NEW    VORK   CITY. 


This  to  illustrate  the  fact  that  it 

extensive  a  cancerous  deposit  may 
be    we    should    never    be    disc  waged    from    doing 
something  towards  alleviating  the  distress  0 
patient,  for  it  frequently  happens  that  the  surg 

in  such  a  casi   an    fi  illowed  by  a  much 
result  than  was  hoped   for  and  prognosticated. 


Mrs.  II..  57  yea:  -  51  wife. 

Family  History.     Negative. 

Previous  History.  Has  had  pains  on  the  right 
side  in  the  region  of  the  gall-bladder  for  t'. 
five  yea;-,  i  >ur  years  ago  these  pains  were  so  bad 
that  the  patient  was  confined  to  bed  with  a  severe 
attack  lasting  ten  weeks.  She  had  fever  and  chills 
and  was  deeply  jaundiced.     At  that  time  a  swelling 
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Fig.    2.     High  power  photomicrograph   of   a   section   of  the  abdom- 
inal   wall   showing  tumor  cells   invading  the   muscle. 

appeared  over  the  right  side  in  the  region  of  the 
gall-bladder  extending  down  below  the  appendix. 
A11  operation  was  suggested  by  her  family  physician 
for  appendicitis,  by  another  for  gall  stones,  but  both 
were  refused.  The  jaundice  gradually  disappeared 
and  the  patient  was  up  and  about  and  recovered 
rapidly  her  former  good  health.  About  a  year  ago 
the  patient  commenced  to  lose  weight  and  strength, 
and  developed  weakness  and  malaise,  which  have 
continued  up  to  the  present.     Xo  vomiting. 


Physical  Examination.  General  condition  fairly 
good;  skin  somewhat  flabby,  showing  loss  of  flesh; 
cachexia  mild;  sclera  jaundiced.  The  temperature, 
respiration  and  pulse  normal.  A  large  mass  could 
be  palpated  in  the  abdomen  reaching  from  the  right 
<  ;  igastric  region  on  downwards  to  the  right  iliac 
region.  The  lower  part  of  the  mass  appeared  to  be 
firmly  fixed  to  the  abdominal  wall.  The  skin  was 
in.  ivable  over  the  tumor.  A  diagnosis  of  gall  stones 
and  probable  cancer  of  the  gall-bladder  was  made. 
Stomach  analysis  was  negative. 

Operation.  March  13,  1909.  An  incision  was 
made  over  the  gall-bladder  which  was  exposed.  The 
tip  was  found  to  be  adherent  to  the  abdominal  wall 
and  continuous  with  a  large  mass,  apparently  carci- 


Photograph 


Df  the  -excised   careinom: 
taining    three    large    ston 


tous  gall-bladde 


nomatous,  involving  all  the  layers  of  the  abdominal 
wall  excepting  the  skin  and  peritoneum.  The  gall- 
bladder was  excised.  It  contained  three  large 
stones.  The  one  at  the  tip  was  protruding  through 
an  opening  in  the  adherent  bladder  and  peritoneum 
and  fascia  into  the  rectus  muscle.  The  infiltrated 
abdominal  wall  was  then  attacked  and  the  carcino- 
matous tissue  was  removed  regardless  of  its  extent. 
Indeed,  so  much  was  removed  that  it  was  with  the 
greatest  difficulty  that  the  abdominal  wound  was 
closed.  There  was  enough  skin  left,  but  a  sliding 
plastic  operation  had  to  be  performed  in  order  to 
cover  the  wound  with  fascia.  The  amount  of  the 
abdominal  wall  involved  will  be  better  appreciated 
when  it  is  known  that  at  the  end  of  six  months  the 
abdominal  cicatrix  was  ten  and  a  half  inches  long. 
\  drain  was  placed  at  the  upper  angle  of  the  wound 
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■  the  stump  gall- 

.il  in 

minutes  each,  and  extending 

linal  wall. 
It   is 

peration  th< 
lerent  to  th< 
wall  and  a  stone  had  passed  parti}  through  ii 

ening  up  a  channel  for  the  ex- 
n  of  the  carcinoma  from  the  gall-bladder.  Ex- 
cepting for  a  very  small  portion  of  the  omentum  im- 
mediately surrounding  the  en  the 
gall-bladder  and  the  abdominal  wall  no 
other  intra-abdominal  organ  was  involved.  The 
liver  was  perfectly  smooth  and  the  gall-bladdi 

need  from  it.     There  were  no  intra-abdomi- 
nal glandular  enlargements. 

While  it  is  too  early  to  speak  of  a  curt,  i:  is  over 
a  year  since  the  operation  and  the  patient  is  enjoy- 
ing the  very  best  of  health  and  has  no  signs  of  re- 
currence.  H2Wesi   [ic/th  -   reet. 


SUPERNUMERARY     DUCTLESS     GLANDS, 

WITH    THE    REPORT   OF   A    CASE   OF 

SUPERNUMER  \UY   SPLEEN.* 

XANDER  W.   BlAIN,    M.D., 
DETROIT,    MICH. 

With  the  increase  in  knowledge  of  the  function  of 
the  ductless  glands  and  in  the  surgical  attacks  upon 
them,  the  presence  of  anomalies  in  the  form  of  ac- 
cessory or  supernumerary  organs  becomes  a  topic 
of  surgical  as  well  as  physiological  or  pathological 
interest. 

The  specimen  of  spleen  here  presented  was  re- 
moved at  post-mortem  three  years  ago.  The  patient, 
a  boy  of  17,  had  died  of  heart  complications  follow- 
ing articular  rheumatism.  The  supernumerary 
organ  was  in  every  way  normal  except  that  it  was 
engorged,  due  to  the  passive  congestion  resulting 
from  the  cardiac  disease. 

The  parent  spleen  would  be  classed  with  the 
lobulated  spleens  which  are  not  extremely  rare,  are 
of  no  practical  importance  and  are  never  recognized 
except  in  the  dead-house.  The  supernumerary 
spleen  is  seen  attached.  These  are  not  considered 
rare  by  some  anatomical  writers,  but  this  is  the 
first  one  I  have  obesrved  in  a  personal  series  of  over 
seventy-five  autopsies. 

Histologically  it  is  the  same  as  the  parent  spleen. 


Ii  has  I  supph  .  and  .1    epai  .'it-  cap- 

b)   peritoneum. 
Mbrecht  of  \  ienna  h; 
an  em 
found  cavity;  hi 

uch.     'I  he  p: 

1    1  if  a  walnut. 

Wh  ii    upernun 

spleen  is  of  little  if  any  practical   importance  the 


same  cannot  be  said  of  the  other  ductless  glands. 

Dr.     rhi  VIcGraw,    in    speaking   before    this 

society   of   his  early   experience   in  goiter   surgery, 

described  his  first  case  in  which  the  thyroid  gland 

was  entirely   removed.     The   patient  made  a  good 

reci  ivery.     The  same  procedure  in  later  cases  was 

id  1"    disastrous  results   which  were  not  ex- 

d  until  tin-  publication  of  Kocher's  writings  on 

exia  strumipriva  or  the  artificial  myxedema 

duced  by  a  lack  of  thyroid   secretion.     It  is  quite 

probable  that  an  accessory   thyroid  was  present  in 

the  first  case  which  was  sufficient  to  supply  thyroid 

secretion. 

I  have  at  present  a  patient  upon  whom  I  operated 
several  months  ago  in  which  both  ovaries  were  re- 
moved and  the  tubes  resected  into  the  uterine  body. 
She  has  a  ■  >  showed  no  -ymptoms  of  an  artificial 
menopause  and  has  continued  to  menstruate  as  be- 
fore. 

The  internist  is  enabled  to  account  for  problems 
in  his  diabetic  patients  by  the  presence  of  one  or 
several  supernumerary  pancreases. 

It  is  not  always  simple,  even  post-mortem,  to 
demonstrate  the  presence  of  the  sometimes  ex- 
tremely small  organs  and  surgically  there  always 
remains  a  doubt  as  to  whether  a  part  of  the  parent 
organ  has  not  been  left  in  situ. 

1 105  Jeffersox  Avenue. 

Surgical     Section,     Wayne    County 
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FRACTURE  OF  THE  PATELLA  WITHOUT 
SEPARATION. 

More  than  any  other  joint-region  in  the  body 
— not  excepting  the  shoulder — that  of  the  knee  is 
subject  to  a  variety  of  painful  affections.  And  as 
these  pains  are  more  common  than  in  the  other 
joints  so  are  they  more  elusive  of  anatomical  in- 
terpretation. Indeed,  in  many  instances  of  "pain 
in  the  knee,"'  especially  those  that  arise  spontane- 
>  msly,  one  may  be  at  a  loss  to  determine  whether 
the  lesion  lies  within  the  joint,  in  one  of  the  struc- 
tures about  the  joint,  or  even  in  some  tissue  more 
or  less  remote.  To  be  sure,  a  serous  joint  ef- 
fusion  strongly  suggests  an  intraarticular  disturb- 
ance, but  that  evidence,  by  itself,  is  not  always 
conclusive;  synovial  crepitation,  too,  may  lead  the 
way  to  the  diagnosis  but  it  is  often  a  deceptive 
sign — it  may  be  found  equally  marked  in  the  op- 
knee  and  it  is  not  uncommon  in  individuals 
suffering  no  disability  whatever. 

In  the  more  serious  affections  of  the  knee — frac- 
ture, displaced  cartilage,  neoplasm,  inflammatory 
processes — the  .r-ray  will  declare  the  lesion,  often 
very  definitely.  But.  unfortunately,  in  those  more 
common  minor  painful  affections  to  which  we  have 
referred,  skiagraphy  is  usually  of  little  or  no  ser- 


vice. It  is  always  worth  while,  however,  to  secure 
an  .r-ray  picture,  both  because  it  is  of  value  to 
know  that  it  reveals  no  unsuspected  lesion  and  be- 
cause, once  in  a  while,  it  docs  demonstrate  a  quite 
unsuspected  process. 

We  would  call  attention  here  especially  to  one 
type  of  injury  in  which  only  the  radiograph  may 
establish  the  diagnosis — transverse  fracture  of  the 
patella  without  separation  of  the  fragments.  Stim- 
son*  says  that  only  "in  rare,  entirely  exceptional, 
cases  the  fibrous  covering  of  the  bone  may  remain 
untorn  ..."  No  doubt  this  type  of  pa- 
tella fracture  occurs  only  occasionally,  but  its  in- 
cidence must  be  more  frequent  than  its  recogni- 
tion. A.  E.  Johnson  reports  three  cases  in  The 
Lancet,  January  12,  191 1.  In  all  of  his  cases  there 
was  but  little  disability  and  the  .r-ray  made  the 
diagnosis. 

Occurring  by  muscular  violence  in  much  the 
same  manner  as  might  a  sprain,  and  presenting 
as  signs  and  symptoms  only  pain  and  moderate 
disability  and  effusion,  transverse  fracture  of  the 
patella  without  rupture  of  its  fibrous  envelope 
should  be  borne  in  mind  as  a  possibility  when  one 
is  dealing  with  what  appears  to  be  merely  a  sprain 
of  the  knee.  In  spite  of  the  absence  of  separa- 
tion and  of  marked  disability  the  recognition  of  the 
condition  is  of  great  importance  to  the  patient, 
since  it  determines  the  necessity  for  immobilization 
and  recumbency  to  avoid  possible  tearing  of  the 
aponeurotic  covering  of  the  bone  and  its  lateral  ex- 
pansions.— W.  M.  B. 

*  Fractures   and   Dislocations,   fifth  edition. 


THE   INTERPRETATION   OF   RADIO- 
GRAPHS. 

"The  camera  does  not  lie."  Nor  does  the  skia- 
graph, although  it  may  deceive  the  eye  of  the  radio- 
graphist  unfamiliar  with  disease  processes  clinically 
or  that  of  the  clinician  untrained  in  radiographic 
interpretation. 

Every  shadow  on  the  .r-ray  plate  is  significant 
and  the  interpretation  of  the  finer  traceries  may  be 
of  the  utmost  diagnostic  importance.  Skill  in 
reading  the  more  delicate  variations  in  X-ray- 
shadows  can  be  achieved  only  by  the  habitual  close 
study  of  negatives  and  by  their  comparison  with 
clinical,  including  operative  findings. 

With  the  specimen  under  his  microscope,  the 
pathologist's  diagnosis  is  sometimes  in  doubt — a 
doubt  that  may  be  resolved  by  a  knowledge  of  the 
history  of  the  patient.     Similarly,  the  radiograph- 
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ite  excluded  bj 

the  radiographist  but 
will  rather  aid  tin.'  surgeon,  to  acquaint  the  former 
with  tlu'  essentia]  data  in  a  case  to  be  .r-rayed,  as 

i  Ik-  parts  t<'  be 
ami  in  interpreting  the  pictures.     In  ol 
tainly    unfair    to   alwa\ 
-i-  from  the  plate  alone,  unbalanced  by  the 
'.  and  physical  findings;  and.  even  with 

.1:  the  surgeon  1  take 

if  the  burdi  r-ray   diag- 

ram   the   man    who   makes   the   picture. 
In    every    community    radiographists    ha; 
cumulated  '  f  negativi 

and  joints  and  of  the 
\.  and  their  colleagues  will  do  wisely  to  spend 

hours     in     studying     thesi 
nstration   at   medical  meetings  never   fails   t" 
important    lessons    in    diagnosis    and    path- 
Auscultation    and    percussion    are    part   of 
the    diagnostic    equipment    of    even-    me  lical    man 
and  only  by  continued  practice  can  he  maintain  his 
skill   in   their   employment.     The   interpretation   of 
.r-ray    plates,    like    auscultation    and    percussion, 
he  taught   in   the  medical   schools   and  con- 
tinued by  the  practitioner. — W.  M.   B. 


Editorial    Announcement 


l  ;K\1T(  )-URINARY  num  ber. 
The  May  issue  of  the  American  Journal  of 
Surgery  will  he  a  Genito-Urinary  Number.  It 
will  contain  most  or  all  of  the  following  articles: 
Stricture  of  the  Urethra,  by  George  K.  Swinburne, 
New  York;  Hydrocele,  by  J.  R.  Alvarez.  New 
York;  Dilatation  of  the  Male  Urethra,  by  Charles 
Bethune.  Buffalo,  N.  Y. ;  Cystoscopy,  by  Leo 
Buerger.  New  York;  A  Criticism  of  the  Technic 
of  Ureteral  Catheterization  of  Dr.  Howard  Kelly, 
by  Alex.  H.  O'Neal,  Wayne,  Pa.;  Sterilization  of 
Catheters,  by  Martin  W.  Ware,  New  York:  The 
Result  in  Two  Cases  of  Extraperitoneal  Transplant- 
ation of  Ureters  into  the  Rectum  for  Extroversion 
of  the  Bladder  Four  and  One-half  Years  After 
Operation,  by  J.  V.  Arumugum,  Bangalore.  South- 
ern India:  A  Case  of  Inguinal  Ectopia  Testis  Oper- 
ated Upon  After  the  Method  of  Bevan.  by  Lewis 
W.  Allen,  San  Francisco;  A  Criticism  of  Bevan*? 
Operation  for  Undescended  Testis,  by  Eugene  Eis- 
ing.  New  York. 


Surgical  Suggestions 
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isly  developing  "hematoma' 
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Small   cystic    tumors    in    the   midline   of   tlu 
arc  apt  to  be  dermoids. 


rhi     I     :■    ■     of    transitory    nailo-motor    ; 
il  known  cause,  is  alwaj    suspicious  of  syphi- 
lis.      Exan  ground   for  optic  neuritis, 
and  look  for  sign     if  tabes. 


The  removal  of  the  bladder  papillomata  by  open 
operation   is   apt   to   be   followed   by    recurrences, 
which  acquire  malignant  characteristics.     The  com- 
plete  destruction    -1"   these   growth   by   the   1 
high   frequency  current  applied  through  tin-  c} 
scope,  a-  introduced  by   Beer,  promises  much  '<<<\ 
ter  results. 


urgical  Sociology 

Ira  S.  Wile,  M.D. 

Department   Editor. 


The  word  obstetrics  is  but  another  term  for  mid- 
wifery. Long  before  the  practice  of  medicine  was 
taken  out  of  the  hands  of  the  priests  the  attendants 
upon  the  lying-in  woman  were  only  of  the  feminine 
gender.  Midwives  flourished  among  the  Eygptians. 
The  mother  of  Socrates  was  one  of  the  midwives 
of  ancient  Greece.  When  difficult  labor  occurre  1 
among  the  Jews  of  Biblical  times  a  midwife  was 
called  into  attendance  and  the  results  were  glad  or 
sad,  even  a-  at  tin-  present  day.  Rachel  died  under 
the  care  of  a  midwife  at  the  birth  of  Benjamin. 
Not  alone  among  the  ancients  was  midwifery  the 
practice  of  women  but  during  the  so-called  Middle 
Ages  obstetrical  work  was  largely  in  the  hands  of 
women,  though  they  tended  to  call  men  in  when 
labor  was  obstructed  or  unduly  prolonged.  Natur- 
ally there  is  a  very  difficult  problem  to-day  among 
the  high  caste  women  of  India  who  permit  no  male 
physician  to  look  upon  them,  but  the  midwife  prob- 
lem is  also  existent  all  over  the  civilized  world. 

At  the  present  time  the  midwife  question  is  re- 
ceiving unwonted  attention  from  the  various  organi- 
zations interested  in  the  prevention  of  blindness  and 
in  the  reduction  of  infant  mortality,  while  the  health 
department-  of  many  >tates  are  asking  "what  shall 
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we  do  ah. mt  the  midwife?"  Only  fourteen  states 
have  any  legislation  relating  to  the  midwives.  In 
many  states  single  cities  or  counties  may  have  ordi- 
nances tending  to  restrict  the  practice  of  midwives 
so  as  to  exclude  the  undesirables.  In  New  York 
state,  for  example,  only  New  York  City,  and  the 
city  of  Rochester  and  Erie  County,  have  protective 
and  regulative  legislation  of  midwives. 

The  midwife  is  an  imported  institution,  but  is 
none  the  less  real,  in  this  country,  considering  that 
over  forty  per  cent,  of  the  births  in  cities  are  under 
the  guidance  of  midwives.  In  Chicago  in  1907,  86 
per  cent,  of  the  births  among  the  Italians  was  at- 
tended by  midwives,  and  68  per  cent,  of  those 
among  the  Germans,  while  the  births  among  native 
Americans  had  the  attention  of  untrained  midwives 
to  the  extent  of  35  per  cent,  of  those  reported.  In 
Arizona  the  Mexicans  in  the  rural  districts  use 
midwives,  in  Nebraska,  Oregon,  Utah  and  West 
Virginia  the  problem  is  greater  in  the  rural  dis- 
tricts. In  the  cities  Italians,  Poles,  Russians,  Hun- 
garians, Austrians,  Swedes,  Danes,  Syrians,  Finns, 
Slavs  and  some  of  the  Negroes  make  more  use  of 
the  midwives  than  they  do  of  physicians  for  child- 
birth. Despite  this  general  use  of  midwives  no 
state  in  the  Union  can  tell  or  make  an  intelligent 
accurate  estimate  as  to  the  number  of  midwives 
practicing  in  the  state. 

The  United  States  alone  of  the  civilized  nations 
has  failed  to  take  cognizance  of  this  problem  and 
therefore  the  problem  presents  more  difficulties  now 
than  before  immigration  was  so  extensive.  Can 
the  midwife  be  eliminated?  Should  the  midwife 
be  legislated  out  of  existence?  Should  the  midwives 
be  subject  to  regulation  and  supervision?' 

Physicians  from  a  class  feeling  might  quickly 
speak  for  the  total  annihilation  of  this  ignorant,  un- 
trained, dirty,  abortifacient  class.  Mature  judg- 
ment would  show  that  the  traditions  of  a  people  are 
not  easily  overcome,  nor  can  women  be  forced  to  go 
to  physicians  for  obstetrical  care.  If  midwives  are 
adjudged  illegal  practitioners  in  the  state  of  Massa- 
chusetts it  can  not  be  denied  that  a  large  percentage 
of  the  births  of  that  state  are  attended  by  midwives. 
They  can  not  be  eliminated  de  facto  as  long  as  the 
training  of  the  women  who  are  to  bear  the  babies  is 
such  as  to  make  them  demand  midwives.  The  ex- 
tension of  obstetrical  out-patient  services  or  lying-in 
hospitals  may  possibly  reduce  the  number  of  women 
entrusting  themselves  to  their  fellow-countrywomen. 
Education  as  to  the  advantages  of  adequate  medi- 
cal service  at  labor  may  partially  solve  the  problem. 

To  legislate  the  midwife  out  of  existence  is  not 
alone  impossible,  but  at  present  is  undesirable.  The 
ribstetrical  service  of  the  average  physician  is  at  a 
higher  cost  than  the  poor  can  afford.  There  is  in- 
sufficient out-patient  service  to  meet  the  demand  for 
attention  that  would  arise  from  excluding  midwives 
from  practice.  As  a  whole,  the  doctors  handling  the 
so-called  cheap  confinements  fail  to  give  adequate 
care  to  the  parturient  women  and  have  too  hasty  re- 
course to  the  ever-ready  lacerating  forceps.  The 
community  would  be  no  gainer  by  forcing  such  ob- 


stetricians upon  the  large  class  now  availing  them- 
selves of  midwives.  Furthermore,  the  midwives 
would  be  driven  to  work  in  secrecy  and  the  injuries 
of  child-birth  would  greatly  increase  from  the  de- 
lay incident  to  fear  of  calling  in  a  physician.  At 
the  present  time  midwives  do  not  attend  abno 
cases  of  labor  as  a  rule,  and  freely  avail  themselves 
of  medical  assistance  whenever  labor  is  protracted 
or  obstructed.  To  remove  the  midwife  would  also 
mean  a  secret  disposal  of  still-births  without  any 
record  being  made  of  them.  The  registration  of 
births  is  at  the  very  basis  of  vital  statistics,  and  the 
value  of  such  records  would  be  seriously  impaired 
if  midwives  were  forced  to  work  under  a  ban,  or 
in  the  guise  of  a  friend  of  the  family  or  a  neighbor 
who  happened  to  be  visiting  when  the  baby  came. 

Some  states  favor  a  position  that  ignores  the  mid- 
wife as  a  public  health  problem.  Indifference  to 
the  midwife  merely  gives  tacit  consent  to  her  con- 
tinuation as  an  obstetrical  attendant  and  throws  no 
mantle  of  defense  around  the  community  upon  which 
her  assaults  are  to  be  made.  The  New  York  Acad- 
emy of  Medicine  in  1906  decided  that  it  was  imprac- 
ticable to  abolish  the  midwife  by  legislation,  how- 
ever desirable  such  might  be  under  ideal  conditions. 
To  recognize  an  evil  is  the  first  step  in  its  control  or 
eradication.  The  present  system  of  allowing  dirty, 
ignorant,  untrained,  incompetent  women  to  care  for 
parturient  women  and  to  give  post-partum  care  is 
an  evil  that  has  crept  into  our  community  from  for- 
eign lands  and  has  failed  to  receive  the  attention  it 
needs  in  order  to  be  adapted  to  our  mode  of  life. 
The  medical  profession  recognizes  that  midwives 
are  responsible  for  much  of  the  unnecessary  blind- 
ness of  infancy,  for  much  of  the  early  infant  mor- 
tality, for  many  lacerated  perinei,  for  numerous  op- 
erations that  are  the  direct  result  of  careless  or  neg- 
ligent ministrations,  not  to  mention  the  many  cases 
of  puerperal  sepsis  that  eventuate  in  death  or 
chronic  invalidism.  The  surgical  service  of  every 
large  hospital  is  enriched  by  the  unregulated  and 
uncontrolled  practice  of  midwives. 

The  midwife  can  not  be  abolished  but  she  can  be 
subjected  to  regulation  and  supervision  after  the 
manner  of  doctors,  nurses,  etc.  Illinois  has  a  law 
that  requires  a  theoretical  knowledge  on  the  part  of 
the  midwife  but  applies  no  test  as  to  practice.  Such 
a  law  merely  hints  at  the  fact  that  an  educational 
qualification  is  essential  to  a  licensure  act.  The  regu- 
lations of  New  York  city  following  the  English  act 
demands  proof  of  the  successful  delivery  of  twenty 
women.  This  local  ordinance  demands  evidence  of 
experience,  but  there  is  no  fundamental  theoretical 
training  demanded.  The  Department  of  Health  is- 
sues permits,  good  for  one  year,  for  midwives  to 
attend  only  uncomplicated  vertex  presentations. 
Their  equipment  is  prescribed,  as  is  the  mode  of  ex- 
amination of  the  patient,  the  care  of  the  eyes,  etc. ; 
and  there  is  careful  definition  of  the  conditions  which 
make  it  obligatory  to  call  in  a  physician  under  pen- 
alty of  forfeiture  of  the  annual  license.  Even  this 
ordinance  fails  to  protect  the  women  of  the  com- 
munity sufficiently  because  there  can  be  no  guar- 
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ures  be  taken  in  this  country  to  secure 
state  legislation  which  shall  provide   for  the  train- 
tration,  licensure,  supervision,  regulation 
and  control  of  women  engaged  in  the  practice  of 
midwifery."     The  same  resolution  was  adopl 
the  Obstetrical  Section  of  The  Xew   York 
emy  of  Medicine.     The  example  has  been   set  for 
medical  societies  throughout  the  country.     Let  the 
medical  men,  who  can  best  appreciate  the  wastage 
of   life   and   the   widespread   destruction   of   health 
■.h  incompetent  midwives,  urge  upon  the  state 
Is  the  necessity  of  inaugurating  some  plan  for 
ion  of  childbearing  women.    In  1902  the 
Vet  went  into  effect  in  England  and  pro- 
vided for  certified  midwives  under  the  direction  of 
tral   Midwives  Board.     For  the  fifteen  years 
prior  to  the  enactment  of  this  law  the  death  rate 
from  the  various  forms  of  puerperal  sepsis  varied 
109   to   202  per  million    females   living.      In 
1903  the  rate  dropped  to  97  and  has  been  falling 
yearly  until  1907  it  was  81  per  million  females  liv- 
ing.   The  greater  effectiveness  of  the  midwife  orig- 
I  in  her  careful  training  under  qualified  prac- 

The  plea  for  the  education  of  midwives  has  been 
heard  and  answered  in  every  civilized  country  but 

nited  States.  Russia  has  schools  in  ten  uni- 
versities and  the  professors  of  obstetrics  train  the 
midwives.  Italy  has  a  two  years"  course  for  free 
practicing  midwives.  Norway,  Sweden  and  Den- 
mark offer  a  one  year  course.  France  demands  two 
year;  in  the  ecoles  departmentales.  Prussia  even 
requires  a  post-graduate  examination  every  three 
years.      Baden    and    Bavaria    require   only    a    four 

is'  course,  Austria  and  Hungary  and  YVurtem- 
burg  five  months,  Switzerland  six  months,  etc.  The 
training  school  for  midwives  must  anticipate  legisla- 
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An  Anatomical  and  Surgical  Study  of  Fractures  of  the 
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phia    ami    Xew    York:     I 
Febicer,  iqio. 
This  work  consists  in  a  careful  study  of  the 

applied  anatomy  of  the  elbow  region,  a  description  of  the 
p  nint   of  tin  1  if  the  humerus,  ani 

symptoms  and  treatment  of  the  various  types  of 
fracture-  of  this  region,  Finally  the  autho 
statistics  of  cases  personally  treated  by  him,  showing  the 
results  obtained.  Although  he  has  done  considerable  ex- 
ntal  work  on  the  production  of  fractures  ol  the 
1!  of  the  humerus,  Ashhurst  lays  no  claim  to  any 
peculiar  originality  in  his  methods  of  treatment  of  the-e 
lesions.  He  rather  concerns  himself  with  the  effort  to 
place  the  ofttimes  difficult  treatment  upon  a  sound,  rational 

For  this  and  for  the  beautiful''  detailed  study 

of  his  56  cases,  Ashhurst  deserves  great  credit.  His  work 
real    pi     1 1  .  i"  all  physicians   for 

nits  are  almost  perfect.  He  has  not  been  satisfied 
witli  an  elbow  in  which  the  motions  are  "fair,"  hut  has 
striven  for  and  has  obtained  normal  motion  in  the  vast 
majority  of  his  patients.  In  a  review  of  this  size  it  is 
impossible  to  describe  Ashhurst's  principles  and  practice 
in  any  detail.  Suffice  it  to  say  that  he  has  revived  an  old 
position  for  practically  all  the  fractures  of  the  lower  end 
of  the  humerus — a  position  he  terms  hyperflexion  of  the 
elbow.  Reduction  of  the  dislocated  fragment  is  to  be  ab- 
solutely insisted  upon  if  one  would  obtain  a  good  result. 
The  elbow  is  'hen  at  once  placed  in  a  position  of 
exaggerated  flexion — Ashhurst  does  not  wait  until  swell- 
ing sub-ides.  He  has  never  used  a  splint  for  im- 
mobilization in  this  position  but  bandages  the  fore- 
arm to  the  upper  ann  with  an  ordinary  roller  band- 
age. In  a  single  case  median  nerve  neuritis  followed 
supracondylar  fracture  of  the  humerus;  there  were  no 
ations  in  any  of  the  other  cases,  Ashhurst 
-  that  early  massage  and  mobilization  cannot 
In  productive  of  any  good  and  accordingly  he  im- 
mobilizes the  parts  for  more  than  two  weeks.  The  position 
of  hyperflexion  is  then  gradually  diminished — at  the  end 
of  four  weeks  the  elbow  is  in  qo°  flexion.  Only  at  the 
end  of  five  weeks  is  the  sling  discarded. 

The  book  is  well  worth  study  at  the  hands  of  both 
specialists  and  general  practitioners.  It  is  profusely  and 
well  illustrated,  well  written  and  attractively  gotten  up  by 
the  publishers.  We  would  advise  all  those  interested  in  the 
subject — and  this  should  include  nearly  all  the  practitioners 
of  medicine — to  read  it,  for  there  is  a  great  deal  to  be 
learned  from  this  monograph. 

Nouveau  Traite  de   Chirurgie.    .  Ponblie   sons   la  direc- 
tionde.      A.  LeDentu  et  Pierre  Dei.bet.  X.  Maladies 
Des   Xerfs.     Par  Bernard  Cuneo.  Professeur  Agrege 
a  la  Faculte  de  Medecine,  Chirugien  des  Hopitaux  de 
Paris.     Octova;    174  pages;    50   illustrations.     Paris: 
J.  B.  Bailliere;  et  Fils,  1910. 
In    this    monograph    the    following    subjects    are    dealt 
with:  Wounds  of  nerves,  subcutaneous  injuries,  neuritis 
and  neoplasms.     The  degenerative   and   regenerative  pro- 
cesses  are   fully   discussed,   and   throughout  the  book   the 
pathological   lesions   receive   detailed   treatment   with   ade- 
quate  illustrations.     All   methods   of   suture,   etc.,   will   be 
here  found,    v.  Recklinghausen's  disease  is  fully  described. 
The     later     literature,     especially     foreign,     is     somewhat 
neglected;   references  up  to  the  year   1835  are  complete. 
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Medical  Service  in  Campaign.     A   Handbook  for  Medi- 
cal Officer-  Id.     By    Major  Paul  Frederick 
Strai  b.     Prepared    under    the    direction    of   the    Sur- 
geon-General.  Ui  Army,  and   Published  by 
Authority    of    the     War     Department.       Octavo;     160 
pages;  illustrated.     Philadelphia:   P.  Blakistox's  Son 
&  Co.,   1910.    $1.50. 
I  he  -                                   a  thoroughly  organized  medical 
department    serves    as    a    most   adequate    reason    for    the 
publication    of    this    valuable    book.     The    prevention    of 
among  soldiers  on  the  march  and  in  camp  or  on 
d    of    battle    is    a   phase   of    medical   service   which 
makes   for  the  greater  efficiency  of  the  army.     The  wars 
of  the  future  will  be  a  series  of  rapidly  fought  battles  en- 
tailing enormous   numbers   of  sick   and   wounded.     Major 
■  has  succinctly   given  the  information  that  is  a  pre- 
requisite  to   adequate   medical,   surgical   and  hygienic  care 
1  if  armies. 

Separate  chapters  are  given  to  organization,  administra- 
d  collateral  military  subjects,  as  map-reading,  trans- 
portation and  efficiency  of  cover.  Battle  dispositions, 
regimental  service  and  aid  stations,  dressing  stations,  field 
hospitals  and  stations  for  the  slightly  wounded  con- 
stitute the  practical  topics  that  are  discussed  in  a  lucid 
manner  and   in  the   simplest  diction. 

Medical  officers  of  the  State  militia  and  all  who  are  in- 
terested in  military  phases  of  medicine,  surgery  and 
hygiene  will  profit  much  by  a  perusal  or  study  of  this 
excellent  compend. 

Practical  Bacteriology,  Blood  Work  and  Animal  Parasi- 
tology.    Including   bacteriological    keys,    zoologic  il 
tables  and  explanatory  clinical  notes.     By  E.  R.  Stitt, 
A.B..    Ph.G.,    M.D.     Second   edition,   revised    and    en- 
larged.    Duodecimo;     335     pages;     91     illustrations. 
Philadelphia:     P.  Blakistox's  Son  &  Co.,  1910.  $1.50. 
As   an   extremely  practical  book  this  deserves   attention 
in  these  days  of  large  volumes  that  merely  befog  the  mind 
of  the  practitioner  who  has  not  a  large  laboratory  at  his 
disposal.     The  text  is  well  illustrated  with  splendid  plates 
and  drawings  that  are  clear  and  to  the  point.     The  book  is 
written  up  to  the  minute  of  publication  as  may  be  judged 
from   the   consideration  therein   of   the  practical   methods 
in    immunity,    anaphylaxis,    opsonic    index,    cytodiagnosis, 
Burri's   India  ink  method  of  staining  the   treponema  pal- 
lidum, etc.     The  chapters  on  animal  parasitology  are  the 
most  complete  that  have  appeared  in  a  work  of  this  size. 
The  only  criticism  that  is  not  avoided  is  the  appearance  of 
overcrowding   due   to   utilizing  the   inside   covers    for  text 
illustrations. 

Case  Histories  in  Pediatrics.     A  Collection  of  His 
of  Actual  Patients  Selected  to  Illustrate  the  Diagi 
Prognosis  and  Treatment  of  the  Most  Important  Dis- 
eases  of    Infancy   and    Childhood.       By   John    Lovett 
Morse.    A.M..    M.D.       Octavo;     320    pages.      Boston: 
W.  M.  Leonard,  191  i;  price,  $3.00. 
The   case   method   of   teaching  medicine   has   been    most 
popular   at    the    Harvard    Medical    School   and    its   general 
adoption  would  enhance  the  value  of  much  of  the  present 
medical  teaching.     Dr.  Morse  has  made  a  distinct  contri- 
bution to  the  pediatric  literature  for  teachers  in  those  insti- 
tutions that  can  not  boast  of  much  pediatric  material  for 
clinical    purposes.     To    students   it   is   full   of    suggestions 
despite  the  fact  that  the  histories  are  not  complete.     There 
are  the  histories  of  100  different  cases,  given  in  the  briefest 
possible  manner,  freed  from  the  dross  of  unnecessary  facts, 
forming   a   concise   pen-picture   of   the    disease    to   be    dis- 
cussed.    The  various  histories  are  grouped  under  general 
headings,    as    diseases    of    the    new-born,    disease-    of    the 
gastro-enteric    tract,    diseases    of    nutrition,    specific    infec- 
tious  diseases,   etc.     The   cases   are   well   chosen   so   as   t(> 
permit  of  free  discussion  under  the  head  of  diagnosis.    The 
differential  diagnosis  offers  a  clear  didactic  discussion   of 
the   essentials   of  the  history  that  establish   the   diagnosis 
and  that  differentiate  the  condition  from  the  various  dis- 
eases with  which  it  might  be  confused. 


Treatment  is  given  brief  spare  and  rightly  so  in  a  book 
that  represents  the  exposition  of  case  teachini 
students.     The  treatment  as  indicated  is  succinct  and  sug- 
gestive. 

The  excellence  of  the  book  is  greatly  marred  by  the 
presence  of  pictures  that  do  not  depict  anytl 
crudity  and  poor  judgment.  Poor  "Jennie  R ."  I  page  243  1 
purports  to  be  an  illustration  of  a  case  of  secondary  anemia 
with  splenic  tumor  but  she  looks  more  like  an  unhappy 
fetus.  This  illustration,  like  most  of  the  others,  looks  like 
a  comic  supplement  to  the  book.  On  page  105  "George 
T."  is  apparentlj  twins,  though  in  the  next  figure,  supposed 
to  be  illustrative  of  the  same  case,  he  is  a  single  child. 
The  book  has  too  much  merit  to  suffer  from  such  ludi- 
crous illustrations  as  are  herein  contained,  and  they  should 
be  relegated  to  a  joke  book  where  they  really  belong. 

A  Manual  of  Gynecology.       By  Thomas  Watts  Ecleu, 
M.D.,     CM.      (Edin.);F.R.C.P.     (Lond.) ;     F.R.C.S. 
(Edin.),   Octavo;  632  pages;   272  illustrations.     Phila- 
delphia:     P.    Blakistox's    Sons    &    Co.,    1911;    price 
$5.00,  net. 
The   author   desired   to    supply   a   complete,   but   not   an 
exhaustive,    manual    for    the    student    and    general    practi- 
tioner.     He   has   succeeded   in    doing   so.  _   The   admirable 
way   in   which   the   pathology  of   each   lesion   is   described, 
with    just    the    proper    amount    of    detail,    is    particularly 
noteworthy.      Moreover,    one    is    struck   by   the    fact    that 
this   is  not  the  "hear   say"   pathology  usually  encountered 
in  most  books  of  this  type,  but  the  mature  observations 
of  a  clinician,   who   is   at   the   same   time   well   grounded 
in  this  too  often  neglected  branch. 

The  clinical  parts  are  likewise  well  and  briefly  pre- 
sented. The  treatment  advised,  on  the  whole,  is  con- 
servation if  we  except  the  advice  to  curette  in  chronic 
gonorrheal  endometritis.  The  illustrations,  particularly 
those  drawn  from  photomicrographs,  are  excellent.  No 
better  volume  of  its  size  and  scope  has  of  late  years  been 
offered  to  the  English-speaking  medical  public. 
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Bau  und  Enstehung  der  Wirbeltiergelenke.  Eine  mor- 
phologische  und  histogenetische  Untersuchung.  Von 
Dr.  Med.  Wilh.  Lubosch.  a.  o.  Prof,  der  Anatomie 
an  der  Universitat  Jena.  Octavo;  350  pages;  230  illus- 
trations and  10  colored  plates.  Jena:  Gustav  Fischer, 
1910.     New  York :  Longmans,  Green  &  Co.,  1910. 

An  Anatomical  and  Surgical  Study  of  Fractures  of  the 
Lower  End  of  the  Humerus.  By  Astley  Paston 
Cooper  Ash  hurst.  A.B.,  M.D.,  Prosector  of  Applied 
Anatomy,  University  of  Pennsylvania;  Assistant  Sur- 
geon to  the  Philadelphia  Orthopedic  Hospital,  etc.  The 
Samuel  D.  Gross  Prize  Essay  of  the  Philadelphia 
Axademy  of  Surgery.  1910.  Quarto:  158  pages:  150 
illustrations.  Philadelphia  and  New  York:  Lea  & 
Febiger,  1910. 

Fractures  and  Separated  Epiphyses.  By  Albert  J.  U  AL- 
TON, F.R.C.S.,  M.S.,  L.R.C.P.,  M.B.,  B.Sc,  Surgical 
Registrar,  London  Hospital  Octavo;  288  pages;  101 
illustrations.  London  and  New  York:  Longmans, 
Green  &  Co.,  1910. 

Diseases  of  the  Anus,  Rectum  and  Sigmoid.  For^  the 
use  of  Students  and  General  Practitioners.  By  Sam- 
uel T.  Earle,  M.D.,  Professor  Emeritus  of  Diseases 
of  the  Rectum.  Baltimore  Medical  College;  Surgeon 
in  Charge  of  Rectal  Diseases.  St.  Joseph's  Hospital, 
Hebrew  Hospital,  and  Hospital  for  Women,  Balti- 
more. Octavo;  476  pages;  152  illustrations.  Phila- 
delphia and  London:  J.  B.  Lippincott  Co.  Price  $5.00 
net. 

Principles  of  Public  Health.  By  Thomas  D.  Tuttle, 
B.S..  M.D.,  Secretary  and  Executive  Officer  of  the 
State  Board  of  Health  of  Montana.  Duodecimo:  1S6 
pages;  illustrated.     Yonkers:  World  Book  Co.,  1910. 
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A  Resume  of  Recent  Literature. 


Fever  in  Cases  of  Malignant  Growths  of  the  Kidney 
and  Adrenal.  ieren 

H.)        J.      [SI 

t    Wochenschrift,    Januai 
191 1. 

.  known  that  fever  may  be 
1   1  if  the  kidnej 
Is  in  which  there  is  no  trace  of  suppuration. 
in  there  have  been  many  mistakes  in  the  past 

\s  an  example 
■  a  tumor  in  d  with 

tent  high  fever,  in  which  the  diagnosis  of  malaria! 
ncorrectly    made.    A    serious    ei 
readily   made   if  it   is  not  borne  in   mil 

lie  i  period 

of  time  in  the  presence  of  a  tumor  so  small  that  it  will 
felt  unless  especially  looked  for. 
ite  the   fact   that  but  scant  or  no  men: 

:<  vcr  in  cases  of  non-suppurating  tumor 
111  the  monographs  devoted  to  diseases  of  the  kidney, 
in  his  wide  experience,  lias  not  found  the  con- 
dition very  rare.  Fever  may  arise  in  various  periods  of 
the  disease:  at  an  initial,  intercurrent,  or  a  terminal  stage 
of  renal  or  adrenal  new  growth.  The  initial  fever  may  be 
the  only  manifestation  for  a  considerable  length  of  time. 
The  intercurrent  fever  maj  be  present  at  any  stage  of  the 
fully-developed  disease  ;  the  terminal  fever  is  generally  as- 
d  with  cachexia  and  the  di 
Apart  from  some  irregular  types,  tin  fever  present  in 
the  condition  under  discussion  may  be  classified  into  one 
of  three  groups:  1.  Septic  temperature.  2  Temperature 
analagous  to  that  of  intermittent  recurrent  fever.  3. 
Hematuria  fever,  in  which  the  patients  have  temperature 
either  before  or  after  an  attach  of  hematuria. 

Operations  Upon  the  Kidney  and  Pregnancy.  {Opera- 
tions Stir  Le  Rein  Et  La  Grossesse.)  Hartmann, 
Paris.  Annates  des  Maladies  des  Organes  Ginito- 
Urinariis,  January  2,  191 1. 

Most  physicians  fear  the  advent  of  pregnancy  in  patients 
who  have  been  the  subjects  of  renal  operations  and,  espe- 
cially, nephrectomy.  It  has  never  been  proven,  however, 
that  this  fear  in  justified.  Hartmann  has  himself  ob- 
served seven  patients — four  nephrotomies,  three  nephrec- 
tomies— in  whom  the  subsequent  advent  of  pregnancy  and 
parturition  had  no  untoward  effect.  On  the  basis  of  these 
the  writer,  when  asked  as  to  the  advisability  of 
marriage  of  women  who  have  been  operated  upon  for 
various  renal  condition,  makes  a  thorough  examination  of 
the  urine,  including  animal  innoculations.  If  his  examina- 
tion indicates  a  normal  urine,  Hartmann  authorizes 
marriage. 

Twenty-four  additional  cases  have  been  collected  by 
Hartmann  in  all  of  whom  pregnancy  and  parturition  were 
normal.  Mothers  may  nurse  their  infants  without  ill- 
effects. 

From  a  study  of  thirty-five  patients  submitted  to 
nephrotomy  or  nephrectomy  during  the  course  of  preg- 
nancy the  author  concludes  that  the  operation  has  no  ef- 
fect upon  the  pregnancy  and,  vice  versa,  that  pregnancy 
does  not  alter  the  prognosis  of  the  operation.  Pregnancy 
is  no  contraindication   of  nephrectomy. 

Perurethrale  Glyzerin-Drukinjection  Zwecks  leichteren 
Entrierens  Sog.  Impermeabler  Strickturen.  (Forci- 
ble urethral  glycerine  injection  as  a  means  of  enter- 
ing so-called  impermeable  strictures.)  Theodor  Gol- 
denbf.rg,  Nurnberg.  Zeutralblatt  fiir  Chirurgie,  Febru- 
ary 4,  1911. 
Goldenberg  describes  the  following  procedure  as  a  means 

of   overcoming   urethral    strictures   that   have    resisted   all 


di 

,,        , 
fitted   snugly   into  the  meatus,    With 

11 

ml    with    tin  1 

15  c.cm,  of  glycerii  e  at 

rd  thi     iHform  bougie,  wh 

Goldi  proa  dui  e, 

which  he  s.i.  the  physical  properties  of 

glycerine, 

Diagnosis  of  Mammary  Tumors.    W     I      Rodw  \\,   Phil- 
■  ij  of  the  .  Imei  ti  s»i    Med  1 

•'      I      :  I       [8         ■ !  M 

Rodmai     \  1  mat  ks   on   the  gr<  a 
:nnn. rs   1  if   the   bre  is)    than   ha  ind   the 

una  in  thai  1  eg  He  1  rid    th  il  about  16.5 

■  .1    mammal ;    turn  u      ire  bi  lat  only 

2.7  per  rent,  were  sarcomas  out  of  a  total  of  5,000  cases 
anaylyzed,  largely  taken  from  German  .linns.  The  rarity 
of  sarcoma  is  in  marked  contrast  with  its  frequency  in 
h  must  be  borne  in  mind,  however,  that 
many  benign  tumors  are  liable  to  undergo  malignant 
itabry  the  papillary  icystadenomas  and  they 
should  be  regarded  from  the  beginning  as  potentially  ma- 
lignant. Another  condition  of  great  importance  and  fre- 
quency is  also  mentioned,  as  it  has  been  shown  to  have 
a  marked  tendency  to  result  iii  cancer.  This  is  abnormal 
involution  or  fibrous  ami  glandular  hyperplasia  with  re- 
tention cysts,  also  called  Schimmelbusch's  disease,  the 
disease  of  Rcclus,  etc.  Occurring  usually  at  the  cancer 
age  and  having  clinically  many  of  the  signs  of  malig- 
nancy it  is  more  likely,  Rodman  thinks,  to  cause  embar 
rassment  to  the  diagnostician  and  surgeon.  The  various 
forms  of  mastitis  will  also  often  confuse  even  the  most 
careful  and  expert  diagnostician,  and  acute  carcinoma  of 
the  mammary  glands  simulates  sometimes  inflammation 
so  closely  that  it  has  been  described  under  the  name  of 
carcinomatous  mastitis.  It  has  a  very  rapid  course  and 
the  cachetic  symptoms  manifest  themselves  early.  It 
begins  as  a  diffuse  process  instead  of  a  localized  one. 
unlike  Other  cancers.  Rodman  is  sure  the  condition  is 
more  common  than  has  been  thought,  and  while  it  oc- 
curs in  connection  with  pregnancy,  it  is  probably  as  fre- 
quent in  non-pregnant  women.  It  is  still  more  difficult 
to  diagnose  between  benign  and  malignant  cysts  of  the 
breast  and  the  character  of  the  discharge  when  present 
he  finds  is  not  so  sure  a  guide  as  he  formerly  thought. 
A  scanty,  thin  bloody  discharge  is  suggestive  of  carci- 
noma, and  thick  granular  discharges  always  suggest  ma- 
lignancy. A  bloody  discharge  unless  it  can  be  shown  to 
come  from  an  intracystic  papilloma  should  cause  the  en- 
tire removal  of  the  breast.  A  bloody  discharge  is  now 
and  then  seen  in  connection  with  abnormal  involution 
and  this  may  also  occur  together  with  retraction  of  the 
nipple,  as  in  a  case  here  referred  to,  though  no  malig- 
nancy has  yet  developed.  It  is  extremely  important  to 
recognize  cancer  cysts  early  as  otherwise  the  prognosis  is 
bad.  Retraction  of  the  nipple  is  by  no  means  pathognomonic 
of  cancer  though  it  is  significant.  It  is  in  non-malignant 
cases,  however,  more  or  less  mobile  and  rarely  if  ever 
infiltrated.  Fibroma  and  myxoma  of  the  breast  are  de- 
scribed. The  comparison  of  the  affected  breast  with  its 
fellow  furnishes  the  most  reliable  evidence  of  incipient 
cancer,  and  any  dimpling  and  atrophy  of  superficial  fascia 
noticeable  when  the  breast  is  moved  should  be  carefully 
noted  and  accounted  for.  Palpation  is  of  the  greatest 
value  and  cancers  are  rarely  movable.  Rodman  states 
positively  his  conviction  that  no  one,  however  skilled  or 
experienced  or  careful  examination,  or  by  enlisting  the 
history  of  the  case,  can  safely  determine  the  nature  of  a 
lesion  before  operation  in  more  than  75  per  cent,  of  his 
cases.  In  the  remaining  25  per  cent,  at  least  either  diag- 
nostic incision  or  the  use  of  frozen  sections  will  be  nec- 
essary. He  has  confidence  in  the  value  of  frozen  sec- 
tions  in    the   diagnosis.     Out   of   fifty    cases   he   has   seen 
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i  mistakes.     He  quotes  Dr.  Charles  Mayo  as  to  the 

■  me  alw  aj  s  being  able  to  tell  thi 
>i    a    51  ilid   or   cj  stic  growth   b>    naki  d 

During  ilj    prac- 

Warren's  method  of  plastic  resection   in   all  benign 
of  a  questionable  nature,     ["he  trie  in- 
cision beneath  the  breast,  which  leaves  no  unsightly  scar 
chich   furnishes  the  best  opportunity    to  examine  the 
entire    breast    carefully,    is   much    better    than    a 

hi     directly     over     the     turner.       IK-     also     insists 
that  the  danger  of  infecting  the  wound  by  liberatii 
-    been   greatlj    overestimated   and   that 

■  i-  reduced  to  a  minimum  provided  the  actual  cau- 
tery  is  cm;.' 

Operative  Treatment  of  Cancer  of  the  Breast.     M.   II. 
i\i,  hardson,   Boston.  .Journal  of  the  American  Medi- 
cal Association,  February  4.  tot  1. 
Richardson   says  that   the  mil}    assurance  "t~   pern 

ii   breast  cancer  i-  thorough  operation;  non-operative 
methods    should   he   reserved    for   hopeli    -      tses 
cause   of   failure   is   inadequate  operation.     Me   emphasizes 
the  jn;;,  correct  diagnosis  and  gives  illustrations 

'ure-    which    have    occured,    even    with 

I  unnecessary  operations  performed.  In  other 
case...  and  probably  a  much  greater  number,  the  mistake 
has  been  the  other  way.  Age  should  be  considered  in  diag- 
nosis ami  when  the  patient  is  of  cancer  age  a  reasonably 
certai  5  of   malignancy   i-   not   strong    enough   to 

e  operatii  11  unless  there  are  contraindications  other 
than   the    tumor   itself.     There   are   possible   exceptions   to 
this  rule.     There  may  be  a  reasonable  doubt  of  any  diag- 
in   patients   of  cancer  age.     In   all   cases  of   import- 
ance  a    consultation    is   advisable   and   a   single   dissenting 
lould  create  a  reasonable  doubt.     The  broad. 
-    foundation  on  which  to  base  a  reasonable  doubt  of 
the  nature  of  the  growth   i-   that  of  experience,  and   with 
those  of  small  experience  and  especially  physicians,  there 
nee  for  a  much  greater  doubt  than  would  be  called 
reasonable.     The   first  consideration   in   the   radical   opera- 
tion  for  cancer  is  reasonable  thoroughness  of  extirpation 
1  remove  all  the  disease.     The  more  extens 
m   the   better  the  result,  provided   the  dissecti   u   is 
extended  in  the  same  direction  as  the  disease.  i.  e.,  along 
the  line  of  the  lymphatics  and  the  great  vessels.     Richard- 
son describes  his  own  technic,  acknowledging  his  indebted- 
ness to  Halsted.     He  never  cut  through  the  clavicles  and 
seldom   subjects   to   any  but  palliative  operation-,   patients 
showing  the  disease  above  them.     The  operative  mortality 
is  practically  nil.    Indication  to  operation  by  him 

are  the  pre-ence  of  and  deaths  from  shock  are  unknown 
in  his  statistics.     The  contrametastases  above  the  clavicle, 
mg    skin    infiltrations,    and    beginning    chest      wall 
growths.     The  difficulties  of  prognosis  are  reviewed.     He 
include  in  the  statistics  to  determine  this  point,  only 
ases  which  have  about  the  same  characteristics,  and 
the  surgeon  must  be  the  judge.     He  is  not  impressed  with 
the  value  of  statistics  in  any  case  and  does  net  collect  his 
own    in    cases   of   cancer.     He   thinks   they   are   about   the 
her  operators.     He  does  not  establish 
a  definite  limit  of  time  of  absence  of  recurrence  which  we 
'!  permanent  cure.     Neither  five  years  nor  ten  years 
of  perfect  health  means  absolute  assurance  against  recur- 
rence.    Slowly  growing  tumors  with  few  perceptible  glands 
in  the  axilla,  and  those  small,  are  the  most  favorable,  espe- 
after  middle  life.     Rapid  growth  or  any  sign  of  in- 
on  or  edema  of  the  breast  or  axilla  makes  the  case 
practically   hopeless.     Only   freely  movable  growths   with- 
out infiltration  or  attachments  can  be  called  favorable. 

The  Treatment  of  Rodent  Ulcer.     E.  G.  Little.  London. 
'ish  Medical  Journal.  January  7,   191 1. 
Little     is     an     enthusiastic     advocate     of     the     carbon- 
dioxide  freezing  treatment  of  rodent  ulcers.     His  method 

■  in  first  making  a  dense  pencil  of  snow  according 
to  the  method  of  Tousey  and  applying  it  with  firm  pres- 
sure to  the  ulcer.     The  average  time  of  application    is   25 

Is   and   the  area  of  application   should   extend    for  a 


the  margin  of  the 
ulcer.  Some  smarting  and  occasionally  considerable 
edema  follows  the  but  these  disappear  quickly. 

Sometimes   one   application    is    sufficient,   but   usually    two 
or  three  are  necessary  at  intervals  of  a  week.     The 
ing  scar  is  hardly  visible.     The  author  reports  11   c 

Diverticula  of  the  Lower  Bowel:    Their  Development  and 
Relationship  to  Carcinoma.     L.  B.  Wilson,  Roches- 
ter, .Minnesota.    Annals  of  Surgery,  February,  1911. 
This  study  is  based  on  fifteen  operative  cases  of  diverti- 

;   the  lower  bowel,  almost  all  in  the  sigmoid 
of   these  cases   presented   carcinomatous  growths   that  ap- 
parently arose  upon  diverticula.     The  ages  of  the  patients 
were  in  the  cancer-bearing  period. 

ough  it   is  at  yet  difficult  to  say  whether  or 

are  true  hernia  initially,  it  is  certain 
that  ,  as  they  develop,  the  coats  of  the  diverticula  may  be- 
come thinned  to  such  an  extent  that  the  muscularis,  if 
previously  present,  is  no  longer  to  he  seen.  This  path- 
ological picture  readily  explains  the  easv  occurence  of 
what  the  author  calls  peridiverticulitis,  without  anv  rup- 
ture of  the  walls  of  the  hernia.  A  further  picture  is  a 
greater  or  lesser  occlusion  of  the  lumen  of  a  diverticulum 
with  a  more  marked  peridiverticular  inflammatory  process. 
It  is  in  diverticula  under  these  conditions  that  the  epithel- 
ium at  the  bottom  of  the  sacs  becomes  detached.  Then 
apparently  depending  upon  the  blcod  supply,  the  epithelium 
presents  one  of  two  conditions— either  degeneration  ami 
disintegration  or  a  low  grade  of  proliferation.  As 
has  so  well  shown  in  his  pathological  study  of  the  relation- 
ship between  gastric  ulcer  and  carcinoma,' it  is  but  a  short 
step  from  epithelial  cells  in  the  isolated  condition  above 
described  to  epithelial  cells  that  invade  the  walls  of  the 
diverticula  to  give  a  pathological  picture  that  must  be 
called  carcim 

Trendelenburg's  Posture  in  Obstetrics.    I  Ube?    Becken- 
hochlagerung   in   der   Geburtshilfe).      E.   Bumm,  Eer- 
lin.    Zentraablatt  fur  Gynakologie,  March  4,  1911. 
Bumm  has   found   steep  Trendelenburg  posture  of  ad- 
vantage in   extraperitoneal    Cesarian    section,   if  the  lower 
uterinal  segment  has  n  stretched  by  labor  pains. 

The  same  posture  is  also  of  great  service  in  internal  ver- 
-     n.    to    bring    down    a    foot    in    breech    presentation,    in 

ting   a    brow    or    face   presentation,   and   in    pr 
of  the  cord.     In   this  position   of  the  patient   no   difficulty 
is   encountered   in   introducing  the   hand.     Apparently   the 
presenting  part  not  only  recedes'  from  the  pelvis,  but   re- 
laxation  of   the  uterine   wall   takes   place   with   a   l.e; 
likelihood  of  rupture  from  manipulation.     In   one 
neglected  transverse  posture  with  impaction  in  which  evis- 
ceration of  the   thorax   had   been   attempted,   he  was   able 
to  perform  version   without   difficulty   as   soon  as  the  pa- 
tient was  put  in  the    Trendelenburg  position. 

Fatal   Mercurial    Poisoning    Due   to    Vaginal    Introduc- 
tion of  Bichloride  Tablets.     Report  of  Three  Case-. 
C.   B.   Schildecker,   Pittsburg.     American   Jour 
Obstetrics,    March,    191 1. 
The   author   reports   three   cases    in    which    patients    had 
been   instructed   to    "use"   the   ordinary   bichloride    tablets. 
Each   of  them   inserted   one   tablet   in   the  vagina   and  al- 
though  medical   assistance   was   obtained    within   20   to   35 
minutes  the  patients   died  of  general  mercurial  poisoning 
( enterocolitis,  degeneration  of  the  viscera,  etc.)  respective- 
ly 4,   14  and  7  days  later.     It  would  appear  that  a   fatal 
amount  can  be  absorbed   from  the  vagina  within  20  min- 
utes.     The    patients    were    unable    to    remove    the    tablets 
themselves  because  of  severe  spasm  and  pain. 

The  Choice  of  Operation  for  Varicose  Veins  of  the  Leg. 
K    W.    Maxsarrat.     Edinburgl 
Chirurgical  Journal.  January.   1911. 
When   the    reflux   of   b!  '  en   to 

superficial    veins    by    way    of    communicating    branches    in 
the  leg  only,  including  the  exter-  opera- 

tion may  be  confined  to  a  dissection  below  the  knee. 

When   reflux   is   occurring    from   the   femoral   to   the  in- 
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\  -  thai  ni  the 
1 1 11 : i  the  v.ui- 
i    simple   Trendelenburg 

n  it  onlj   from  the  fern  iral, 

nsillar  Abscess.     \l    Warfield,  Baltimore      Johns 
i  ii  uar) ,   mi  i 
il    pcritonsillai 
supratonsillar    fossa       ["he   abs  • 

the   tonsil   and   then 
uter  border.      I  he  ordinal 
t  tak<     ' 
deration,    for   this    reason,    the    i 
ncnth   unsuccessful  and  is  moreover  attend* 
the  dai  ble  injur}    to  the  ascending  pharyngeal 

Warlicld   has   devised   the   following    incision:     A 
curved  held   parallel    to   the   soft    palat 

the   i'.:.  ide   looking    forward,   the 

p  mil    directed    outward    to 
ward-  the  ear.     The  poinl  is  entered  in  the  supratonsillar 

i  en   the   pillars   "i   the    fan 
high  up  sed  outward  until  it  meets 

nee,   which   is  th  1  his   is 

and  the  knifi  ighl  forw  ard  I 

terior   pillar.     The    incision    has    the    advanl 
safety,   i  ity,   :in<l   uniform   success 

A  New  Method  of  Treatment  of  Subungual  Hematoma. 

i  ,\'i'»,'   Bahandlu 

tows).     G.  v.   Labmayer      Budapest.     .- ,  lira  blatt  fiir 

Chirurgie,  Januan    7.   urn 
Hem  ler  the  nail  are  common  among  work- 

:>lc.  ;ni(l  as  a  rule  incapacitate  them  1  ir  eight  to 
'.en  days.  Labmayer  has  devised  a  method  which  in- 
stantly relieves  the  pain  and  permits  the  patient  to  work 
again  in  a   few  days.     Hi  evised   a   small  trephining 

circular  saw   about   2  mm.   in   diameter,   which   can   bi    al 
tached    I  '    drill   or   to   an    ordinarj    hand    borer. 

With    this   instrument    a   >ina!l   hole   is   made   throug 
nail,  and  a  wet   dr  iplied. 

Picric    Acid    and    its    Surgical    Applications.      Albert 
Ehri  ton.     Journal  American  Medical  As- 

ilion,   February    11.    ton 

fried,   after  a  brief   historical   review   of  the   uses 
a  -  •  1      and  a  statement   1  if  its  1  h 
and  antiseptic  qualities,  -  in  the        rature, 

experiments  as  regards  the  latter      Fresh   virulent 
if  staphylococcus  aureus  and  ,  vaiieus 

were  used,  the  termer  being  selected  as  a  resistant,  and 
the  latter  as  a  milder  pus-producing  agent.  The  rod 
was  employed,  the  bacilli  having  been  dried  in 
air.  and  the  cultures  were  passed  through  guinea  pigs  to 
increase  their  virulence.  The  results  are  shown  in  tabu- 
lated form  and  indicate  that  a  saturated  aqueous  solution 
of  picric  acid  '  ills   bacteria    from   a    fresh 

virulent  culture  of  B.  pyocya/neus  which  have  been  exposed 
in   half  a   mniute,   and   bacteria 
from   a    fresh    virulent    culture   of   S.    pyogenes   (uncus   in 
about  two   minutes;    as   compared   with    1    per    cent,    solu- 
undi  diti  ins.    w  Inch    lakes 

minutes  and  ninetj  or  a  hundred  minutes  respec- 
tively, to  do  the  same.  Picric  .acid  solution  therefore  is 
fifty  times  as  strong  as  the  phenol  solution.  Within  five 
years   lie   has    emplo  enol    in    practice    on    about 

three  ally    using    throughout    a 

saturated,   aqueous   solution   of  the   c.   p.   crystallized   picric 
ni   alcohol  and   water   sometimi  - 
recommended  are  momentarily  very  painful  on  iarge  raw 
-.   and   it   is  of  course   more   liable   to  cause   symp- 
:    rpti  m      The  surgical  use  in  the  form  of  oint- 
ment  i-   illogical   and   also  dangerous.     By  his   method  and 
n   he   has   never   seen    sufficient   absorp- 
show  in  colo  I  in  or  urine.     He  describes 

preparing  sterile  saturated   solutions   which 
cas  lerfii  ial  burn 

impletely   immersed 


mi-  minuti  tin 

1 1  esh  but  n-  -I    tin    ftrsl   and     ceo  d  di 
1  ■  iti  d   wounds,  ii"  pi  •  pai  alio 

,     till!     It     tin 

dirt>    ii  ; .  1 1 1 1 >    washed   1  lean  .   bli 

antisepticalh    at    tin  ii    d<  pendant    point      and   the 

LlSliall       !  Mill,  1       in 

1 .1-1  -  unli    -   tin    Ii  -'"ii   1     extensii  e      In  but 

■    the   -aine  pi  inciples  are  to  bi    follow  ed,  but 

mid    ■  ised  to  n  nd pti 

•    third  degree  but  lis    h  mli 
Mi'  recommends  this     aturated  aqueous  solul 
superior  tn  am    othei    method   in   first   and   second 

.1-   being   cheap  ami   simpli    in   application   and   in- 

1    tiu      ol    the    >k i  1 1    w  nil. ait    pait 

m      1  ti  1  pi  1    Ii  sions    maj    he   made   to   heal   bj    the 
1    ni    a    -month,    level  .non-secreting,   gram 

surface  over  which  dermati  ation   will  pi 1   rapidly,  or 

which    will    serve   .1-   an    ideal    base   for   the   recepl 
Reverdin  or    ITiiersch   grafts       rhi    mild   toxii    symptoms 
ha\  e    been    1  n  1  asii  mall}    n  poi  ted   a-   occui  inj 

nr\  er    In    seen    if    rea-on:dih     .111 

Liquid  Air  in  Surgery.         I'heoiiore   Ciiapin    Beebe,    Bo 
ton.      Boston    Medical   and   Surgical    Journal,    M 

10.  101 1 
The    value    of    liquid    air    in    various    affections    of    the 
1  1  mgi  1111.1l    and    acquired,    has    been    so    di 
proved  bj   man}   observers  thai   it  now   has  a  ver}   po 
inge  of  usefulness  unhide-  the  mam 
nevi,    epitheliomata,    lupus     erythematosis, 
marks  of  all   varieties,   warts,  calluses  and   some   forms   ol 
1    inflammation.     Of  all   forms  of  benign  affections, 
the    various    birthmarks    are    the    cause    ol    mori 
suffering    to    their    unfortunate    possessors    than    almost 
an}     other    abnormality  :    bj     means    of    liquid    air    it    is 

these  blemishes   in  almi  isl 
in    a    way    which    causes    practically    no    pain    and    which 
leave-    practically    no    scar.       Il    is    of    the    greatest    import 

ance  that   these  lesions  be  treated  earl}    in   life  whil 

tissues  are  soft,  in  order  to  obtain   the  besl   result.     Port 

wine   marks,   in   particular,   are   much   harder   to   ei 

iii   adults    than    iii   young    children.     Spongy    naevi,   if  nut 

taken  earl}    in   life,  are  ver}    prone  to  enlarge  to 

when    even   excision   with   a  knife  is   impracticable      1    • 

lesions    on    the    face,    no    treatment    yet    devised    is    SO    sati 

factorj    a-   liquid  air.     The  use-  of   carbon   dioxidi 
is   attended    by   great    pain;    requires   many   more   app 
lion-,    and    i-    inferior    in    all    ways    to    liquid    air. 
treatment  ^i  surface  lesions  1-   a  long-drawn-out  pri 
with     ver}     problematical    eventualities.      Applicatioi 
liquid    air    to    the    mucous    membrane    of    the    mouth    can 
be  in. el.    easil}   and  safely,  and  in  one  case  several 
cations    i"    the    sclerotic    cat    of    the    eyeball    have    been 
made    with    no    harmful    results. 

Ultimate    Prognosis   of    Dislocation    of    the     Shoulder. 
1  IUi    Pron  Pes   Luxations   dc   I'Epau  e 

I..     Nuwert    and    C.     Ducas,    Marseilles.      Revue 
■  urgie,   February,    1011 
The    studies    in    prognosis    made    by    the    authors    . 
iased  on  fifteen  "Id  cases  of  dislocation  11.?.  subcoracoid; 
2,  subglenoid)   that  had  been  readily  reduced  shortly  after 
the    accident.      All    complicated    cases    were    excluded,    since 
the  objeel  of  Nubert  and   Dugas  was  to  ascertain  the  final 
result   of  simple   shoulder   dislocations. 

Simple  dislocations,  easil}    reduced,  may  he  accompanied 
by    functional    impairment    and    painful    manifestations    for 
man}    months.      This    was   the   case    in    nearly   all    thi 
tients.     Temporary  incapacity  may  become  permanent  de- 
spite   all    efforts    t"    avoid    it.      It    is    therefore   unwi 
state    what    the    results    of    a    dislocation    of    the    shoil 
will    be    until    se\  eral    months    have    passed.      Onl}     e 
tionall}    will  an  impairment  of  function  depend  upon  trau- 
matii     11.1:  al. -1-     of     part-     supplied     by     branches     of    the 
brachial    plexus.      Periarthritis    of    the    shoulder    j"iiit 
pear-    tlie    most    common    cause    of    the    sequelae    of    dis- 
'   neuritis  is  a  less   common   cause.     In 
somi     asi     incapacity  seems  to  depend  upon  the  devel  n 
men!   of   subacromial   bursitis. 
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STRICTURE   IS   LESS    PREVALENT 
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According  to  Keyes*  there  are  three  notable 
modern  theories  upon  the  formation  of  stricture. 
"These  are  the  theories  of  Finger  and  the  Guyon 
School,  that  of  Harrison,  and  of  Guiard.     The  Fin- 

ger-Guyon  theory  makes  stricture  the  result  of 
chronic  urethritis.  According  to  them,  chronic 
urethritis  is  a  sclerotic  process  characterized  by  de- 
posits of  cicatricial  tissue  in  the  submucosa  and 
even  in  the  corpus  spongiosum.  This  fact  is  illus- 
trated by  numerous  pathological  findings  that  would 
its  truth  were  it  not  flatly  contradicted  by 
two  notorious  clinical  facts:  first,  that  stricture  not 
infrequently  occurs  where  there  has  been  no  chronic 
urethritis ;  and,  second,  that  chronic  urethritis  is 
habitually  posterior  urethritis,  confined,  that  is,  to  a 
region  where  inflammatory  stricture  does  not  oc- 
cur. Chronic  anterior  urethritis  is  usually  associ- 
ated with  a  stricture,  but  as  a  result,  not  as  a  cause. 
A  chronic  urethritis  may  exist  for  years  without 
ever  causing  a  stricture. 

"Harrison's  theory  is  that  the  mucous  membrane 
of  the  urethra  when  inflamed  by  gonorrhea  becomes 
-lightly  permeable  to  the  urine,  which  thus  infil- 
trates the  urethral  wall  at  some  place  or  other.  To 
oppose  this  infiltration,  a  circumscribed  inflamma- 
tion  is  set  up  which  results  in  the  local  deposit  of 
scar  tissue  and  ultimately  in  stricture. 

"Guiard's  theory  is  that  stricture  depends  upon 
the  virulence  of  the  urethral  inflammation  ;  the  more 
severe  the  initial  attack  the  more  intense  the 
chordee ;  the  more  frequent  and  violent  the  relapses 
and  the  longer  the  gonococcus  can  be  found  in  the 
discharge,  the  greater  is  the  probability  of  stricture. 
He  believes  that  in  a  mild  or  chronic  stage  the  ure- 
thral inflammation  is  simply  catarrhal  and  neither 
deep-seated  nor  productive  of  any  permanent  lesion  ; 
while  the  acute  inflammation  with  its  involvement 
of  the  lacuna;  and  glands,  its  circumscribed  or  dif- 
fuse   areas   of   peri-urethritis,    is    the    inflammation 
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calculated  to  leave  behind  permanent  scars  in  and 
beneath  the  mucous  membrane." 

Keyes,  while  rather  accepting  the  latter  two  the- 
ories than  the  former,  adds  trauma  during  the  acute 
inflammation,  caused  either  by  injudicious  instru- 
mentation, or  caustic  injections,  making  a  combina- 
tion of  inflammatory  reaction  with  trauma. 

Now  unquestionably  some  patients  form  cicatri- 
cial tissue  more  readily  than  do  others,  and  we  en- 
counter stricture  in  some  cases  where  there  has 
been  no  gonorrhea  and  no  trauma  to  the  mucous 
membrane.    I  had  such  a  case  recently  in  my  clinic 

A  boy  about  23  had  a  tight  stricture  in  the  ante- 
rior third  of  the  urethra.  He  gave  no  history  of 
ever  having  had  gonorrhea  and  no  history  of  the 
passage  of  any  instruments  into  the  urethral  canal. 
He  did,  however,  give  a  history  of  persistent  and 
long-continued  masturbation.  The  stricture  was  of 
such  a  nature  that  it  would  not  yield  to  dilatation 
and  had  to  be  cut.  After  it  had  healed,  examination 
of  the  urethral  mucous  membrane  with  the  urethro- 
scope detected  nothing  in  the  way  of  cicatrices. 

As  to  Harrison's  theory  of  circumscribed  inflam- 
mation, due  to  a  minute  extravasation  of  urine,  we 
see  in  old  cases  of  tight  stricture  the  results  of 
chronic  urinary  extravasations  in  the  dense  fibrous 
nodules  behind  the  stricture,  and,  after  the  stricture 
has  been  relieved  by  an  external  urethrotomy,  there 
fallows  a  complete  melting  away  of  these  dense 
fibrous  nodules. 

Of  late  years  I  have  been  impressed  with  the 
apparent  fact  that  tight,  hard,  fibrous  stricture  of 
the  urethra  is  far  less  common,  at  least  in  my  own 
personal  experience,  than  it  was  even  a  few  years 
ago,  and  I  wondered  if  it  were  not  a  fact  that  this 
condition  of  fibrous  stricture  might  not  be,  on  the 
one  hand,  due  to  the  use  of  strong  irritating  injec- 
tions, employed  with  the  idea  of  aborting  the 
disease ;  or,  on  the  other  hand  to  the  unskilful  use  of 
instruments. 

From  time  to  time  the  use  of  fairly  strong  solu- 
tions of  nitrate  of  silver  have  been  advocated  as  a 
prompt  means  of  aborting  gonorrhea,  followed  by  a 
list  of  brilliant  results,  and  this,  perhaps,  has  in- 
duced others  to  try  the  same  means  even  after  warn- 
ings that  such  means  were  not  devoid  of  danger. 

A  number  of  years  ago,  after  reading  an  article 
on  the  brilliant  results  obtained  by  a  single  injection, 
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in  the  iges  oi  this  disease,  of  a  _*  per  cent. 

Iver,  I  employed  it  in  a 
Four  of  these  cases  gave  a  history 
of  multiple  attack  them  were  cases  oi  pri 

marj    .  lected  cases   won-  pa 

tients  who  came  on  the  first  day  that  the)  had 
noticed  any  trouble.  The  presei 
CUS  was  verified.  All  lour  of  the  cases  with  multi- 
ple attacks  recovered  completer}  as  the 
single  injection.  There  was  at  first  an  increase  in 
the  inflammatory  reaction  lasting  twenty-four  hours, 
id  by  an  increase  in  the  discharge,  which  was 
a  somewhat  sanious  one,  anil  then  a  subsidence  no 
gonococci  afterwards  were  found. 

l'.nt  the  results  were  different  with  all  foui  cases 
of  primary  gonorrhea.  The  discharge  for  24  hours 
increased  and  then  subsided,  but  after  this  gono- 
cocci were  found;  the  cases  went  on  as  before  to 
have  a  rather  more  violent  attack  than  I  thought 
they  would  have  had  otherwise.  Three  of  the  cases 
remained  under  treatment  for  a  long  period  of  time; 
one  of  them  disappeared.  All  three  cases  that  re- 
mained suffered  from  various  complications,  such  as 
prostatitis,  epididymitis,  but  after  a  number  of 
months  I  discovered  stricture  in  all  three.  Further- 
more, in  the  course  of  a  long  number  of  years  I  have 
met  with  several  cases  in  which  stricture  had  fol- 
lowed a  course  of  injections  of  silver  nitrate.  One 
patient  with  chronic  urethritis  had  no  stricture  when 
I  saw  him  at  one  time,  and  then  after  an  interval 
eral  months  he  returned  to  me  with  several 
distinct  narrowings  in  his  canal,  and  with  a  slight 
discharge,  and  gave  a  history  of  having  received 
a  course  of  treatment  with  injections  of  rather 
strong  solution  of  nitrate  of  silver. 

My  impression  is  that  this  method  was  largely 
employed  some  thirty  years  ago  for  the  purpose  of 
aborting  the  disease,  and  it  has  seemed  to  me  that  it 
might  easily  have  been  one  of  the  means  by  which 
many  of  these  lamentable  cases  of  persistent  and 
increasing  stricture  may  have  been  brought  about. 
And  the  fact  that  during  the  past  fifteen  years  or  so 
the  newer  preparations  of  albuminates  of  silver  have 
become  so  widely  used,  may  readily  explain  the  rea- 
son of  the  smaller  number  of  cases  of  stricture  that 
we  nowr  see. 

Another  cause  of  the  formation  of  stricture  may 
be  the  injudicious  and  rough  use  of  urethral  sounds, 
causing  slight  bleeding  and  hence  urinary  extrava- 
sation with  the  accompanying  local  inflammatory 
areas.  It  has  seemed  to  me  that  I  have  seen  several 
such  cases  where  instead  of  gentle  passage  of  a 
sound  small  enough  to  easily  pass  through  the  stric- 


ture l>\  its  own  weight,  the  stricture  instead  oi  be 
coming  absorbed  and  the  case  going  on  to  resolu- 
tion, has,  on  tlie  contrary,  reacted  against  such  vio 
a     time  went  on. 

1  am  constantly  struck  by  the  large  numbei  of  <  is 
01  chronic  urethritis  w  hi<  h  come  to  me  giving  the  fol- 
lowing history:  Thai  the  surgeon  whom  they  con- 
sulted told  them  that  they  had  a  stricture  and  pro 
reeded  to  pass  sounds,  hut  without  any  improvement 
of  the  patient's  condition,  and  examination  has  re- 
vealed no  stricture  between  the  meatus  and  the  com- 
pressor muscle  that  1  could  detect  with  my  instru- 
that  I  had  for  that  purpose.  At  the  same 
time  these  cases  present  either  a  marked  condition 
of  chronic  prostatitis  or  a  chronic  posterior  urethri- 
tis, with  no  lesion  to  be  found  in  the  anterior 
urethra.  Then,  too,  a  spasm  of  the  compressor 
muscle  is  often  mistaken  for  a  tight  stricture  by 
men  1  if  large   experience. 

1  remember  a  case,  a  few  years  ago,  which  was 
brought  to  me  by  a  western  physician.  The  patient 
had  been  under  his  care  for  months  and  then 
had  consulted  surgeons  in  other  cities  and  finally 
went  to  a  man  who  has  written  a  good  deal  on  stric- 
ture of  the  urethra  who  informed  him  that  he  had 
a  tight  stricture  in  the  deep  part  of  the  canal  that 
required  an  external  urethrotomy,  and  that  that 
would  cure  him.  He  went  back  to  his  former  phy- 
sician who  brought  him  to  me.  Examination  showed 
no  stricture  in  front  of  the  compressor  urethra; 
muscle,  and  a  sound  after  a  little  gentle  manipula- 
tion could  be  finally  passed  with  a  slight  jump  past 
the  cut-off  muscle.  The  posterior  urethroscope 
passed  into  the  canal  showed  an  erosion  of  quite  a 
portion  of  the  posterior  urethra  in  front  of  the  veru- 
montanum,  which  I  was  able  to  point  out  to  the 
physician  who  accompanied  him,  and  I  predicted 
that  after  an  application  of  silver  nitrate  to  this 
portion  of  the  canal  the  patient  would  get  well.  His 
physician  afterwards  informed  me  that  the  man  had 
recovered  and  married. 

In  this  connection  it  seems  to  me  that  it  is  a  bad 
thing  to  call  spasm  of  the  compressor  muscle  a 
spasmodic  stricture.  It  is  a  distinct  condition  very 
readily  proven  and  is  a  muscular  contraction.  It  is 
due  to  some  irritation  behind  the  compressor  muscle 
in  the  deep  urethra,  and  the  removal  of  that  irrita- 
tion will  remove  the  spasm. 

It  seems  to  me,  also,  that  the  profession  should  be 
warned  again,  as  they  have  been  many  times  before, 
that  under  no  circumstances  should  a  sound  be 
passed  through  the  compressor  muscle  unless  one 
knows  verv  definitely  why  he  is  doing  it.     I  have 
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seen  many  cases  of  bladder  infection  of  long  stand- 
ing brought  about  by  this  very  means,  and  it  should 
be  known  that  no  matter  how  carefully  it  is  done,  it 
is  always  a  dangerous  thing  to  do  and  should  only 
be  done  under  the  most  careful  preparation.  And 
yet  how  often  is  that  the  first  thing  done  when  a 
young  man  presents  himself  with  a  chronic  urethral 
discharge.  Almost  the  first  thing  that  his  physician 
does  is  to  pass  a  good-sized  steel  sound  down  the 
urethral  canal  into  the  bladder.  Even  if  he  has  per- 
fectly sterile  instruments  this  operation  is  never 
devoid  of  danger. 

There  seems  to  be  a  widespread  idea  in  the  pro- 
fession that  a  chronic  urethral  discharge  means 
a  stricture.  As  a  matter  of  fact,  while  a  stricture 
may  give  rise  to  a  chronic  urethral  discharge,  yet  in 
the  vast  majority  of  cases  of  chronic  urethral  dis- 
charge, at  least  in  my  experience,  there  is  no  stric- 
ture whatever,  but  a  lesion  most  generally  situated 
in  the  posterior  urethra. 

That  stricture  may  be  caused  by  long-continued 
applications  of  nitrate  of  silver  to  the  urethral  canal, 
I  had  occasion  to  discover  in  a  case  in  my  clinic, 
which  I  reported  in  my  paper  on  "Treatment  of  the 
Posterior  Urethra  Through  the  Urethroscope." 

This  man  had  been  coming  to  the  dispensary  for  a 
long  period  of  time  and  was  treated  by  my  assist- 
ants. One  day  he  fell  into  ray  hands,  and  asked  for 
a  strong  instillation  of  silver.  He  asked  for  the 
strongest  solution  I  had.  When  I  asked  him  why 
he  wished  the  strongest  solution,  he  said  it  relieved 
the  irritation.  I  asked  him  how  often  he  had  re- 
ceived this  treatment,  and  he  said  twice  a  week.  1 
told  him  that  we  had  better  see  what  the  matter 
was.  On  attempting  to  use  the  posterior  urethro- 
scope I  could  not  get  it  through  the  compressor 
muscle  and  was  finally  obliged  to  start  with  small, 
soft  bougies,  gradually  dilating  the  posterior  urethra 
until  after  a  few  weeks'  treatment  I  was  able  to  pass 
a  full-sized  steel  sound.  On  passing  the  urethro- 
scope I  found  the  mucous  membrane  of  the  entire 
posterior  urethra  one  mass  of  cicatricial  tissue. 
There  was  no  sign  of  a  verumontanum. 

This  was  unquestionably  to  my  mind  a  stricture 
of  the  posterior  urethra,  due  to  the  use  of  nitrate  of 
silver. 

As  an  example  of  stricture  following  an  attempt 
to  abort  the  disease  with  a  strong  solution  of  nitrate 
of  silver,  I  have  the  following  history : 

A  few  years  ago  I  was  consulted  by  a  man  some- 
thing over  sixty  years  of  age,  strong,  w7ell  built,  who 
had  gone  to  a  prominent  physician  here  in  Xcw 
York  with  his  first  attack  of  gonorrhea  forty  years 
before.  This  physician  had  a  sudden  impulse  to 
attempt  to  abort  the  disease  by  using  at  once  a  strong 
solution  of   silver   nitrate.     It   was   followed  bv  a 


good  deal  of  pain  on  the  part  of  the  patient,  and 
all  his  sufferings  for  the  next  forty  years  dated  from 
that  treatment.  He  was  never  free  from  urinary 
disturbances,  mainly  due  to  that  one  treatment. 
During  that  time  he  has  been  pretty  steadily  under 
the  care  of  one  man  or  another,  either  for  the  stric- 
tures which  had  tormed,  or  the  cystitis  treated, 
which  had  followed.  At  the  time  he  came  to  me 
he  was  suffering  greatly  from  frequency  of  urina- 
tion. He  had  a  strong  ammoniacal  urine  ;  there  was 
a  good  deal  of  cicatricial  tissue  in  the  urethral  canal. 
At  that  time  only  a  No.  12  soft  bougie  could  be 
passed  into  the  bladder.  The  bladder  did  not  com- 
pletely empty  itself.  Xow  after  the  usual  means  of 
gradual  dilatation,  preceded  by  hot  irrigations  into 
the  bladder,  then  emptying  the  bladder  through  a 
small  catheter,  following  with  the  injection  of  one 
of  the  newer  silver  salts  into  the  bladder,  together 
with  the  administration  of  urotropin,  the  urine 
quickly  became  clear,  the  patienfs  pains  left  him, 
and  the  urethra  was  gradually  dilated  up  as  high  as 
22  French,  when  he  was  obliged  to  leave  the  city 
temporarily,  but  not  until  I  had  taught  him  how- 
to  take  care  of  himself.  I  saw  him  again,  two  or 
three  years  later,  when  he  was  in  a  similar  con- 
dition as  when  I  had  seen  him  before,  he  having 
neglected  his  treatment.  After  a  few  weeks'  treat- 
ment he  again  disappeared  from  view. 

This  case  I  have  looked  upon  as  typical  of  the 
cases  of  persistent  and  increasing  stricture,  of 
which  we  used  to  see  a  large  number,  which  also 
were  considered  as  due  rather  to  neglect  on  the 
part  of  the  patient  than  to  unfortunate  early  treat- 
ment. 

64  East  Fifty-Sixth  Street. 


Biliary  Drainage  and  Pancreatitis. 
Many  cases  of  common  duct  stone  are  associated 
with  infection  not  only  of  the  biliary  passages,  but 
also  of  the  pancreas,  and  chronic  pancreatitis  may 
cause  biliary  obstruction  of  a  serious  and  obstinate 
character.  Experience  shows  that  diversion  of  the 
stream  of  bile  through  the  opened  gall-bladder  to 
the  surface  of  the  body  for  days  or  weeks  causes  the 
pancreatitis  and  consequent  biliary  obstruction  to 
subside  in  a  large  proportion  of  cases,  after  which 
the  biliary  fistula  may  be  permitted  to  close,  or  may 
be  closed.  If  the  gall-bladder  be  removed  the  drain- 
age of  bile  to  the  surface  is  more  difficult  and  un- 
certain, moreover  cicatricial  contraction  or  renewed 
infection  may  cause  a  recurrence  of  biliary  obstruc- 
tion and  jaundice,  or  in  other  cases  a  persistent 
biliary  fistula  may  remain.  In  the  presence  of  these 
conditions  the  surgeon  finds  himself  confronted  by 
a  formidable  problem ;  if  he  succeeds  in  solving  it 
he  will  consider  himself  fortunate. — A.  B.  Johnson 
in  the  Medical  Record. 
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to  permit  n 
its  lumen 
ticity  varies  in  direct  proportion  to  the  prep 

I  musculai  sue  in  the  walls. 

exclu- 
tissue  and  is  correspondingly  in- 
ks caliber  varies  from  15  to  25  F.     With 
the  ex<  sternal  meatus  the  capacity 

thra  is  almost  invariably  in  direct  pro- 
n   to   the  circumference  of  the   flaccid   penis. 
eld  that  a  normal  urethra  must  admit  an  in- 
strument one-fifth  the  circumference. 

ind  the  external   meatus   there   is  a  spindle- 
canal    termed    the    fossa 
navicularis,  one-half  inch  in  length  and  termii 
ight  constriction,  the  fold  of  Guerin.     1 

lerin  is  a  marked  constriction 
which  may   seriously  obstruct  urination  or  the   in- 
troduction   of    instruments.      The    mucosa    of    the 
is  firmly   attached   to  the   underlying    tissues, 
"like  paper  on  the  wall." 

commences  behind   the   fold 
erin  and  extends  back  to  a  point  opposite  the 
-.rotal   junction,   where   it    merges   impercep- 
tibly into  the  scrotal  urethra.     .Muscular  tissue  be- 
■  appear  in  the  penile  urethra  as  annular  fas- 
which  constantly  increase  until  at  the  proxi- 
mal en  scrotal   urethra   they  preponderate 
The  average  penile  urethra 
readily   admits  an  instrument  25-30  F.   in  caliber; 
rotal  contains  more  muscular  tissue  and  may 
be  dilated  to  35   F.     The  bulbous  urethra  extends 
from  a  point  opposite  the  perineo-scrotal  junction 
to  the  bulbo-membranous   junction.     Its  walls  are 
rich  in  muscular  fibers   and  consequently  the  elas- 
ticity is  great.    The  bulbous  urethra  may  be  dilated 
to  45  F.  or  more.     There  is  a  distinct  pocket,  the 
bulbar  cul-de-sac,  in  the  floor  of  the  bulbous  urethra 
just  anterior  to  the  bulbo-membranous  junction  in 
which  the  tip  of  an  instrument  is  very  apt  to  catch 
unless  it  is  kept  against  the  roof  of  the  canal  at  this 
point. 

"     ':dne. 


the  penile,  scrotal  and  bulbous 

urethras    is    not    firmh    attached    to    the    supp 

1  ional  tine  Easciculae.     \\  hen 

at  rest  the  mucosa  forms   18  20  longitudinal   fold 

roughl)    resembling    the    int<  rioi  oi    .1   corn 
conductor  pipe.                      ranee  of  the  folds  has 

an  important   beating   upon   the  correct    diaj 
of  patl  more    fully 

ter. 

The  divisions  of  the  urethi  ed  above  are 

know  n    collectively    as    the    anterior    urethra 

throughout  their  entire  extent  the)   are  surrounded 

mgiosum.      The  corpus  spongiosum 

ib-shaped  bo  osed  mainl 

live  tissue   and   honey-combed    b)    relatively    large 

pace-.     Considering  its  structure  and   : 
imit)    i"  the  urethra   it   is   remarkable  that   gonor- 
rhea is  not    more   often   complicated   b)    extensive 
■  ion  of  the  corpus  spongiosum. 

us    urethra    is    composed 

sphincter  muscle,  between  the  layers  of  the  trian- 
gular ligament,  lined  b)  a  continuation  of  the  ure- 
thral mucosa.  This  powerful  muscle  forms  the 
extei  1.  and  always  teni- 

5  hinders  the  introduction  of  an  instrument; 
this  is  especially  marked  in  sensitive  individuals  in 
whom  the  muscle  spasmodically  contracts  upon  the 
slightest  irritation,  exhibiting  what  is  commonly 
termed  c    stricture.       The    normal    resist- 

ance of  the  sphincter  is  often  mistaken  for  a  stric- 
ture b)  inexperienced  operators.  The  membranous 
urethra  may  be  dilated  to  30  F.  with  ease. 

The  prostatic  portion  of  the  urethra  is  contained 
in  the  body  of  the  prostate  gland.  The  prostate, 
being  composed  mainly  of  muscular  tissue,  is  ex- 
ceedingly elastic;  it  is,  in  fact,  the  most  elastic  por- 
tion of  the  canal  and  during  operations  it  is  often 
dilated  to  admit  a  finger.  There  is  a  second  sphinc- 
prostatic  junction  which  is  termed 
the  internal  sphincter  of  the  bladder.  The  int< 
sphincter  is  a  much  weaker  muscle  than  the  external 
and  readily  admits  a  fit 

The  urethral  mucosa  is  studded  with  numerous 
fine  crypts  and  follicles  which  have  an  important 
bearing  in  chronic  gonorrhea.  The  orifices  of  the 
crypts  are  so  tiny  that  they  can  scarcely  be  seen 
through  the  urethroscope,  and  in  my  opinion  they 
are  altogether  too  small  to  admit  the  tip  of  a  filiform 
bougie  and  arrest  its  progress.  When  a  crypt  or 
follicle  is  infected  by  the  gonococcus  the  submucosa 
in  the  surrounding  region  becomes  infiltrated  with 
leukocytes  and  round  cells.     This  lesion  is  termed 
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a  soft  infiltration  and  may  either  entirely  disappear 
in  time  or  the  round  cells  may  metamorphose  into 
connective  tissue.  Soft  infiltrations  may  be  seen 
through  the  urethroscope  as  a  broad  fold  replacing 
several  of  the  normal  folds.  They  vary  in  color 
from  deep  red  to  putty  yellow,  depending  upon  the 
degree  of  infiltration,  and  they  exhibit  marked 
changes  in  the  transparency  and  gloss  of  the  epi- 
thelial layer.  The  red  orifices  of  one  or  more  in- 
fected crypts  are  often  seen  upon  the  surface. 

When  the  soft  infiltration  has  been  replaced  by 
connective  tissue  the  cicatricial  fibers  begin  to  con- 
tract, narrowing  the  urethral  lumen  more  or  less. 
depending  upon  the  amount  of  scar  tissue.  These 
cicatricial  areas  are  termed  hard  infiltrations  and 
are  divided  into  three  degrees,   according  to  their 


contraction  and  dilatation  in  the 
thra    (Hayden). 


caliber.  In  the  first  degree  the  urethral  lumen  is 
not  narrowed,  in  the  second  degree  the  lumen  is 
narrowed  but  admits  23  F,  in  the  third  degree  23  F 
is  not  admitted.  The  second  and  third  degrees  are 
collectively  termed  gonorrheal  strictures. 

Scar  tissue  in  the  urethra  is  also  a  result  of 
trauma,  either  mechanical  or  chemical.  This  class 
of  strictures  is  termed  traumatic.  Strictures  result- 
ing from  the  treatment  of  gonorrhea  with  strong 
injections  of  nitrate  of  silver,  etc.,  are  often  trau- 
matic rather  than  gonorrheal  in  origin. 

igenital  strictures  are  narrowings  of  the  ure- 
thral lumen,   due  to  developmental  errors. 

Dilatation  of  the  urethra  is  employed:  to  stimu- 
late the  atrophy  of  soft  infiltrations ;  to  express  the 
contents  of  infected  crypts  and  follicles ;  to  me- 
chanically stretch  the  contracted  urethral  lumen  in 
stricture.  Following  dilatation  of  the  urethra  the 
tis.-ues  become  hyperemic,  which  aids  in  the  absorp- 
tion of  the  pathologic  deposits  as  well  as  in  soften- 
ing the  cicatricial  tissues. 

The  vast  majority  of  gonorrheal  strictures  are 
amenable  to  dilatation,  especially  those  of  the  bulbo- 
membranous  junction,   the  most  frequent  location. 


Gonorrheal  strictures  of  the  penile  urethra  are  apt 
to  recontract  more  rapidly  after  dilatation  than 
those  of  the  deeper  portions  of  the  urethra,  but 
very  fair  results  are  obtainable  with  dilatation. 
Traumatic  strictures  are  not  as  amenable  to  dila- 
tation as  gonorrheal  strictures  as  the  scar  tissue  is 
usually  much  more  dense  and  extensive.  Congeni- 
tal strictures  almost  invariably  demand  incision. 

While  it  is  not  my  intention  to  go  deeply  into 
the  subject  of  urethrotomy  it  is  advisable  to  briefly 
review  its  indication-.  Strictures  at  or  near  the 
meatus  must  always  be  cut.  A  resilient  stricture 
which  immediately  recontracts  to  its  former  caliber 
after  dilatation  demands  incision.  Impermeable 
strictures  of  the  bulbo-membranous  junction  are  a 
rarity.     Skill  and  patience  on  the  part  of  the  sur- 


FIG.  2.     Normal  urethral  caliber  compared  with  that  of  a  sound. 

geon  are  usually  rewarded  by  the  successful  intro- 
duction of  a  filiform  bougie  to  guide  a  catheter, 
and  the  evacuation  of  the  urine.  This  failing, 
suprapubic  aspiration  of  the  bladder  is  easily  done. 
If  a  patient  with  a  tight  stricture  neglects  to  empty 
his  bladder  when  nature  warns  him,  the  organ 
becomes  overdistended,  and  pressing  upon  the  pel- 
vic veins  obstructs  the  return  of  blood  from  the 
genitals,  the  urethral  mucosa  swells  and  entirely 
closes  the  lumen  of  the  stricture.  As  soon  as  the 
bladder  is  emptied  the  swelling  subsides  and  the 
urethra  becomes  patent  again.  In  short,  after  the 
bladder  has  been  emptied  one  may  pass  an  instru- 
ment with  ease,  and  as  strictures  in  this  location  are 
especially  amenable  to  dilatation,  urethrotomy  is 
distinctly  counter-indicated.  Rupture  of  the  ure- 
thra and  extravasation  of  urine  are  absolute  indi- 
cations for  urethrotomy.  Very  dense  cartilaginous 
strictures  often  demand  urethrotomy.  Traumatic 
strictures  so  dense  that  considerable  force  is  re- 
quired to  dilate  them,  usually  indicate  urethrotomy. 
Whether    the    normal    urethral    caliber    is    attained 
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u  dilatation  it  must  be  main 
tained  by  occasional  dilatations.    E  a  verj 

result  is  attained  by  excising  the  stric 
tared  area.  This  method  is  too  recent  to  determine 
whether  subsequent  dilatations  are  necessary  to 
maintain   the  caliber. 

ads  an.l  bougies  arc  very  ancient  instruments 
and  e\  o  familiar  with  them  thai  it  would 

be  a  waste  of  space  to  describe  them 
very  efficient  instruments  for  the  treatment  of  stric- 
tures and  are  to  be  found  in  the  armamentarium  of 
almost  every  practitioner. 

In  reviewing-  the  anatom}  of  the  urethra  it  was 
stated  that  the  penile  is  the  most  inelastic  portion 
of  the  urethra,  hence  an  instrument  which  stretches 
the  penile  urethra  almost  to  the  bursting  point  will 
lie  but  loosely  in  the  deeper  portions  of  a  normally 
calibered  urethra.  Soft  infiltrations,  hard  in 
tions  of  the  first  degree  and  folliculitis  do  not  nar- 
row the  lumen,  so  if  they  are  located  in  the  deeper 
portions  of  the  urethra  they  are  not  subjected  to 
pressure  during  the  passage  of  a  sound.  To  over- 
come this  difficulty  instruments  have  been  devised 
whose  distal  caliber  may  be  increased  after  intro- 
duction.   Such  instruments  are  termed  dilators. 

The  Steam's  dilator  consists  of  a  wire  bent  upon 
itself  and  shaped  like  a  sound  ;  turning  a  screw  in 
the  handle  separates  the  distal  portion  of  the  wires. 
The  Steam's  dilator  has  a  caliber  of  5  F  when 
closed,  making  it  a  valuable  instrument  in  the  dila- 
of  tight  strictures.  Its  small  caliber  makes 
it  a  dangerous  instrument  in  the  hands  of  a  novice. 

The  Gouley  dilator  consists  of  a  rod  about  7  F 
in  caliber,  the  last  two  inches  of  which  are  split. 
These  two  halves  are  joined  at  the  tip,  and  turning 
a  screw  in  the  handle  causes  the  two  halves  to  bow 
out.  The  Gouley  dilator  often  proves  serviceable  in 
tight  strictures,  although  it  is  more  liable  to  pinch 
the  urethral  mucosa  between  its  blades  when  clos- 
ing than  the  Steam's. 

The  Otis  and  Oberlander  dilators  work  on  the 
principle  of  parallel  rulers  and  are  very  efficient 
instruments.  The  only  fault  I  can  find  with  these 
instruments  is  that  they  are  made  in  lengths  too 
great  for  the  average  urethra.  Oberlander's  short- 
est dilator,  after  the  useless  but  ornamental  tip 
which  projects  one-half  an  inch  beyond  the  dilating 
blades  has  been  filed  off,  is  a  very  useful  dilator  if 
the  penis  is  not  abnormally  short. 

The  Kollmann  dilators  are  similar  in  principle  to 
the  Otis  except  that  they  have  four  blades  instead 
of  two.  They  are  obtainable  in  various  shapes  and 
sizes  and   are  exceedingly  useful   instruments. 


M\  own  dilating  sound  works  on  the  principle 
of  a  lithotrite  and  is  especially  serviceable  in  stric- 
tures of  the  bulbo  membranous  region.  Mo  rubber 
cover  is  required  with  it.  The  instrument  is  man- 
ufactured by  tin'  Electro-Surgical  Instrument  Co., 

Rochester.   X.  Y. 

When  we  air  summoned  in  haste  to  relieve  a 
stricture  patient  who,  either  as  a  result  of  a  de- 
bauch or  carelessness,  has  neglected  to  empty  his 
bladder  when  he  fell  the  de-ire  to  urinate,  and  when 
he  did  attempt  to  was  unable,  the  first  thing  to  do 
is  to  cleanse  the  glans  and  meatus  and  attempt  to 
pass  a  small  sterile  woven  catheter.  The  orifice  is 
usually  excentric  to  the  center  of  the  canal  and  the 
main  part  of  the  problem  is  to  find  the  orifice.  In- 
troducing several  fine  catheters  into  the  urethra  at 
once  is  often  rewarded  by  success  by  crowding  one 
of  the  catheters  over  the  orifice.  Whip  catheters 
or  those  which  screw  onto  a  filiform  guide  fre- 
quently prove  exceedingly  valuable.  If  a  filiform 
can  be  introduced  a  Gouley-tunneled  catheter  may 
be  threaded  over  it  and  introduced.  These  methods 
failing,  it  is  best  to  aspirate  the  bladder  in  the 
median  line  just  above  the  pubis.  Aspiration  will 
do  far  less  harm  than  the  contusion  and  laceration 


FIG.   3.     Oberldndcr  dilator. 

of  the  urethral  wall  from  repeated  forcible 
attempts  at  catheterization.  The  overdistended 
bladder  must  not  be  emptied  suddenly,  but 
by  degrees.  It  is  my  rule  to  evacuate  about 
one-half  of  the  contents  of  the  distended 
bladder  and  complete  the  evacuation  at  the 
rate  of  one-half  ounce  every  five  minutes.  Sudden 
emptying  of  the  overdistended  bladder  causes  a 
sudden  fall  of  the  intra-abdominal  pressure  as  well 
as  violent  hyperemia  of  the  vesical  mucosa,  with 
danger  of  shock  and  hemorrhage.  As  mentioned 
before,  the  retention  being  relieved,  it  is  usually 
easy  to  introduce  an  instrument,  because  the  ure- 
thral hyperemia  and  swelling  has  subsided. 

In  other  cases  a  patient  with  stricture  for  a  year 
or  more  has  had  gradually  increasing  difficulty  in 
emptying  his  bladder  until  it  is  done  drop  by  drop. 
If  this  patient  suffers  from  sudden  retention,  even 
the  most  skilful  surgeon  may  be  unable  to  intro- 
duce an  instrument,  and  while  aspiration  will  give 
temporary  relief,  it  does  not  improve  the  urethral 
conditions.  In  this  case  it  is  a  question  of  a  very 
small,  hard,  excentric  stricture  lumen  rather  than 
one  of  hyperemia  and  swelling.     In  these  cases  one 
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must  do  a  perineal  section  if  it  is  impossible  to  in- 
troduce an  instrument  after  a  reasonable  effort. 

If  a  filiform  bougie  can  be  introduced  through  a 
tight  stricture  it  may  be  left  in  situ  for  a  couple  of 
hours  or  a  small  tunneled  sound  passed  down  over 
it.  This  will  markedly  increase  the  caliber  and  in 
two  or  three  days  one  will  be  able  to  pass  a  larger 
instrument,  until  in  time  the  normal  caliber  is  at- 
tained. It  is  my  custom  when  a  filiform  has  been 
passed  to  attempt  to  introduce  the  Steam's  dilator 
at  the  next  treatment.  This  being  done,  one  can 
easily  and  safely  increase  the  caliber  several  sizes 
by  opening  the  blades.  If  one  is  not  skilful  in  the 
passing  of  urethral  instruments  the  Steam's  dilator 
is  not  a  safe  one  to  use,  as  it  is  very  easy  to  cause 
a  false  passage  with  it.  The  use  of  flexible  bougies 
is  far  safer,  but  by  no  means  so  effectual. 

After  a  caliber  of  15  F  has  been  attained  the  use 
of  sounds  or  dilators  will  enable  one  to  rapidly 
attain  the  normal  caliber.     Dilatation  must  not  be 


tween  the  blades  as  they  open.  Cease  turning  for 
an  instant  until  air  can  leak  in  alongside  the  shaft 
of  the  dilator,  then  proceed  until  a  slight  sensation 
of  resistance  is  experienced.  As  soon  as  this  sen- 
sation of  resistance  is  encountered  cease  opening 
the  blades.  After  five  minutes  it  will  be  found  that 
the  dilator  may  be  opened  several  more  numbers 
before  the  sensation  of  resistance  is  again  encoun- 
tered. Allow  the  dilator  to  remain  in  situ  for  five 
minutes  more,  then  slowly  close  the  blades.  The 
blades  must  not  be  entirely  closed  before  withdrawal 
for  fear  of  pinching  the  urethral  walls  between 
them.  The  technique  of  dilatation  in  the  treatment 
of  soft  infiltrations  is  identical,  except  that  the  dila- 
tor is  opened  until  the  sensation  of  resistance  is 
encountered  and  then  left  in  situ  ten  minutes,  the 
second  opening  of  the  blades  being  omitted. 

Dilatation  must  always  be  followed  by  an  irri- 
gation of  the  urethra  to  remove  any  infectious  ma- 
terial which  may  have  been  introduced  by  the  dila- 
tor or  carried  back  from  the  more  anterior  portions 
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Fig.   4. — Steam's  dilator. 

repeated  oftener  than  every  third  day,  and  except 
when  the  caliber  is  quite  small  do  not  attempt  to 
increase  it  more  than  two  or  three  Charriere  at  a 
treatment. 

To  prepare  the  patient  for  dilatation  have  him 
urinate  to  flush  the  urethra,  wash  the  penis  with 
green  soap,  paying  particular  attention  to  the  mea- 
tus. The  shirt  is  rolled  up  to  the  navel  and  the 
trousers  dropped  to  the  knees,  and  the  patient  is 
placed  in  a  reclining  position  upon  the  table. 

All  dilators  except  the  Steam's  and  Bethune 
should  be  used  with  a  rubber  cover.  The  cover 
Ls  pulled  over  a  wire  bent  bayonet-shape  and 
dipped  into  boiling  water,  care  being  taken  not  to 
immerse  the  last  one-quarter  inch  to  avoid  wetting 
the  inside.  The  cover  is  pulled  off  the  wire  with 
a  sterile  towel,  the  tip  of  the  dilator  is  dipped  in 
talcum  powder  and  the  cover  pulled  on.  After  the 
dilator  is  clothed,  open  the  blades  to  their  fullest 
extent  and  inspect  the  cover  for  holes.  None  being 
discovered,  close  the  blades,  dip  the  tip  in  a  sterile, 
water-soluble  lubricant  (lubricondrin,  Caspar's  or 
catheter  purin),  and  pass  in  the  same  manner  as  a 
sound  until  the  dilating  blades  are  in  the  lumen 
of  the  stricture.  The  blades  are  then  slowly  opened 
by  turning  the  screw  in  the  handle.  At  the  first 
turn  of  the  screw  the  patient  complains  of  pain, 
due  to  a  vacuum  being  formed  in  the  urethra  be- 


Author's  dilator 


of  the  urethra,  as  well  as  the  infectious  contents  of 
the  crypts  and  follicles  which  may  have  been  ex- 
pressed. Either  the  Janet  or  Diday  method  may  be 
used.  A  saturated  solution  of  boric  acid  or  normal 
saline  can  be  used  after  dilating  a  stricture,  but  in 
fresh  gonorrheal  lesions  potassium  permanganate 
(1-3000),  is  best.  Urethral  fever  is  almost  un- 
heard of  w^here  urethral  irrigations  are  used  after 
all  instrumentations. 

The  contraindications  to  dilatation  are  the  same 
as  for  any  other  urethral  instrumentation.  Acute 
gonorrhea  and  genito-urinary  tuberculosis  are  the 
most  absolute  contraindications.  False  passage, 
resulting  from  injudicious  instrumentation  is  a  tem- 
porary contraindication.  Dilatations  should  be  sus- 
pended during  an  acute  epididymitis,  vesiculitis  and 
prostatitis.  I  well  remember  a  patient  in  whom 
every  passage  of  a  urethral  instrument  caused  a 
flare  up  in  the  epididymis. 

The  dangers  of  dilatation  may  be  summed  up  in 
rupture  of  the  urethral  walls  from  overdilatation 
or  pinching  off  a  piece  of  mucosa  between  the 
blades  when  closing  them.  Both  of  these  accidents 
are  avoidable ;  the  first  is  the  result  of  forcibly  con- 
tinuing to  open  the  blades  after  a  sensation  of 
resistance  has  been  encountered :  the  second,  of 
entirely  closing  the  blades  before  withdrawing. 
The  blunt  point  of  a  dilator  almost  entirely  obviates 
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.my  d  i  \>  ept  w  iili 

the  fim  >ulej  instruments. 

briefl)  :  th<  bougie  is, 

.'.  .i\  s  w  ill  be,  the 
irethral    dilator.      It    is 
the   treatment    of   gonorrheal    stricture 
until  a  caliber  equal  t  nile  urethra 

attained       In    the    scrotal    and    bulbous 
e  to  dilate  the  urethra 
d,  because  then  n 

I  • .    ter  than  that 
of   the    penile    urethra.      The    mechanical    dilators 
his  difficulty,  ami  in  treating   s  it  infil- 
ns    and    folliculitis   of   these    -  which 

narrow  the  lumen  \  they  arc  the  onl\ 
instruments.     Gentleness   and   due   regard   of 
to  irrigating  after  dilal 
and  not  repeating  the  dilatation  oftener  than  every 
third  or  fourth  day.  are  essential  to 
Niagara  Street. 
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uml   Therap.   der  Chron.   Tripper?.  Oberlaender  & 
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.    Local  Symptoms. 

Unfortunately,  the  impression  still  exists  in  the 
minds  of  many  that  a  diagnosis  of  renal  or  ureteral 
calculi  cannot  be  made  unless  colics  or  hematuria 
have  been  present  at  some  period  in  the  clinical 
history.  That  these  and  similar  views  are  wrong 
is  the  daily  experience  of  those  who  operate  kidney 
Symptoms  which  point  directly  to  the 
kidney  or  ureter  as  the  seat  of  mischief  are  so 
absent  that  it  is  a  common  occurrence  to  see 
-bowing  persistent  fever,  pus  in  the  urine  in 
large  quantities,  progressive  emaciation  or  even 
anuria  treated  for  other  conditions  than  those  of 
surgical  lesions  of  the  kidneys.  A  patient  with 
chills,  fever  and  sweats,  or  one  suffering  with 
symptoms  of  severe  septic  intoxication  may  be 
treated  for  days  to  weeks  for  malaria,  malignant 
endocarditis,  typhoid  and  even  cryptogenetic  septi- 
cemia, because  the  localizing  signs  pointing  to  the 
kidney  were  either  slight  or,  as  is  more  frequently 
the  case,  the  urinary  organs  were  not  thought  of  as 
the  possible  source  of  the  symptoms. — Daniel  X. 
Eisendrath   in  the  Iowa  Medical  Journal. 
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Numerous    methods    have    been     r< 

b>  render  gum  elastic  catheters 
(bougii  and    il    cannot   be   gainsaid    that 

therebj  it  has  been  possible  t"  rendei  aseptic  such 
instruments,  but  at  all  times  at  the  expense  oi  the 
l  rench  manufacturers  of  per- 
fected gum  instrument  oi  todaj  assert  tin-  capa- 
bility i  ducts  to  withstand  boiling  in  u 'ater 
to  render  them  sterile.  This  highly  effectual  pro- 
cedure,  may  not  be  repeated  without  seri- 
ous impairment   of  the   inherent   qualities  of   such 

rs.     In  private  practice,  the  employmi 
gum   catheters    (bougies)    follows   the    failure,    in 

nts  of  emergency,  with  the  catheter  of  choice 
Nelaton    soft   rubber  catheter.     To  be  able 

rilizc  a  newly  purchased  gum  catheter  for 
such  single  exigencies  in  boiling  water,  is  most 
fortunate  and  commendable.  But  for  the  special- 
ist, and  above  all  in  hospital  practice  where  a  large 

tment  of  instruments  is  kept  at  hand  for  daily 
and  repeated  use.  an  effectual  method  of  sterilizing 
these  implements  without  injury  is  a  great  desidera- 
tum. I  believe  we  are  able  to  justify  such  claims 
tor  the  method  here  described,  after  a  two  years' 
trial. 

Prior  to  this  we  bad  suspended  the  duly  cleansed 
catheters  in  glass  jars  (catheterostats),  wherein 
they  were  subjected  to  vapors  of  formaline  emanat- 
ing from  tablets  placed  at  the  bottom  of  the 
jar.  The  great  drawback  to  this  method,  leaving 
aside  the  very  questionable  sterilization  effected  by 
vapors  thus  generated,  was  the  necessity  to  ever 
wash  with  sterile  solutions — saline  or  boric  acid — 
the  exterior  and  the  interior  of  catheters,  before 
introducing  them  into  the  urethra,  to  obviate  the 
great  smarting  and  even  irritation  from  the  forma- 
line emanations  which  cling  to  the  gum  catheter-;. 
A  like  objection  obtains  in  regard  to  the  pres- 
ervation of  these  instruments  in  chemical  so- 
lutions—  i  per  cent,  sublimate-glycerine.  It 
was  therefore  our  aim  to  find  a  simple 
method.  The  use  of  steam  has  been  >ug- 
gested  by  several  authorities,  but  such  recommen- 
dations were  always  linked  with  the  needs  of  special 
apparatus,  whereby  the  generated  steam  was  made 
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to  circulate  in  the  interior  of  the  catheters  and  then 
about  them;  such  chests  were  in  turn  used  for  stor- 
ing, but  a  very  limited  number  of  catheters;  or  the 
catheters  were  preserved  in  individual  glass  con- 
tainers of  special  construction,  wherein  they  had 
previously  subjected  to  circulating  steam. 
These  were  all  complicated  measures. 

At  this  juncture  we  endeavored  to  place  the 
catheters  spread  on  towels  in  the  steam  autoclaves 
in  use  at  the  hospital  for  sterilizing  dressings.  After 
such  sterilization  the  catheters  were  subject  to 
handling  in  order  to  store  them  for  use.  To  ob- 
viate reinfection  in  handling,  the  gum  catheters 
were  placed  in  parchment  paper  envelopes.  It  was 
noticed,  moreover,  that  the  catheters  so  treated  in 
the  autoclave  very  often  blistered  or  cracked — not 
so  likely  the  new  ones — and  not  infrequently  they 
clung  to  the  towel  or  became  adherent  to  the  parch- 
ment paper.  Such  behavior  recalled  the  like  experi- 
ences we  had  when  rubber  gloves  were  first  sub- 
jected to  dry  steam  sterilization.  It  was  at  the  time 
shown  that  unless  the  glove  on  the  inside  as  well 
as  outside  was  thoroughly  air-dried  (and  that  with- 
out any  use  of  talcum)  before  sterilization  was  pro- 
ceeded with,  the  glove  would  be  sticky  and  opposing 
surfaces  would  become  adherent.  Here  we  had  a 
hint  to  subject  the  catheters  to  a  similar  desiccation. 
The  exterior  of  the  catheter  was  easily  dried  with 
a  soft  piece  of  dry  gauze  or  absorbent  cotton,  and 
the  particles  of  water  moisture  on  the  interior  were 
driven  out  by  compressed  air.  This  was  generated 
by  operating  the  twin  bulbs  of  a  cautery  outfit. 
Later  on,  for  time-saving,  where  many  catheters 
were  to  be  prepared,  the  oxygen  escaping  from  the 
tank  wras  employed  and  likewise  the  air  from  any 
tank  of  compressed  air  will  suffice.  An  accurate 
coupling  between  the  source  of  the  compressed  air 
and  the  catheter  can  be  established  by  use  of  a  rub- 
ber tube,  and  the  glass  pipette  from  the  medicine 
dropper.  The  air  is  allowed  to  rush  through  until 
no  more  particles  of  moisture  are  seen  to  escape 
from  the  eye  of  the  instrument.  So  that  the  finest 
particles  of  water  in  issuing  may  be  appreciated — 
and  this  holds  good  particularly  for  the  small  caliber 
of  ureter  catheters — place  the  eye  of  the  instrument 
in  contact  with  filter  or  blotting  paper.  When  no 
more  moisture  is  visible  by  this  means,  the  interior 
of  the  catheter  may  be  judged  dry.  The  catheters, 
as  aforesaid,  are  individually  placed  in  parchment 
paper  containers,  the  ends  of  which  are  folded  over 
and  these  ends  securely  held  by  small  pieces  of 
adhesive  plaster  or  metal  stationery  clips.  The  dry- 
ing of  the  catheter  on  the  interior  may  be  effected 


by  a  slower  process  of  brisk  shaking  of  the  catheters 
followed  by  a  number  of  da_\s'  exposure  to  dry  air, 
to  permit  of  complete  evaporation.  Once  the  cathe- 
ter is  thoroughly  dried  and  placed  in  the  parchment 
container,  it  can,  with  impunity,  be  subjected  to 
sterilization  by  steam  in  the  autoclave  used  for 
sterilization  of  dressings.  It  has  been  our  practice 
to  resort  to  tyndalization,  i.  e.,  to  effect  two  steri- 
lizations within  twenty-four  hours — the  first  steri- 
lization for  thirty  minutes ;  the  second,  a  few  hours 
later,  for  a  shorter  period. 

The  catheters  are  now  ready  for  use  and  may  be 
indefinitely  preserved  in  the  aseptic  statein  the  parch- 
ment paper  container.  Prior  to  placing  the  catheters 
in  the  envelopes  the  number  is  noted  and  the  en- 
velope labeled  to  correspond.  The  parchment  paper 
sheds  any  water  of  condensation  and  is  superior  to 
filter  paper  for  this  reason  ;  furthermore,  its  translu- 
cency  enables  one  to  estimate  the  desired  size  and 
shape  of  the  catheter  by  sight. 

The  catheters  are  arranged  in  the  sequence  of 
their  numbers,  each  envelope  being  somewhat 
longer  than  the  preceding — an  index  arrangement 
is  thereby  obtained.  The  nurse  abstracts  the  de- 
sired envelope  from  the  package  and  tears  the  en- 
velope, and  the  operator  withdraws  the  instrument 
in  an  absolutely  uncontaminated  state  readv  for 
use.  If  it  be  desired  to  reutilize  the  envelopes,  the 
adhesive  strips  or  metal  clasps  should  be  removed 
from  the  outer  end  and  upon  shaking  the  catheter 
will  escape. 

Bacteriologic  Tests.* 

To  test  the  sterility  of  catheters  thus  prepared, 
several  which  had  been  in  use  upon  variedly  in- 
fected bladders,  were  cleansed  and  sterilized  and 
then  placed  in  large  test  tubes  completely  immersed 
in  bouillon  and  gelatine.  The  bouillon  tubes  were 
placed  in  the  thermostat;  the  gelatine  tubes  were 
kept  at  room  temperature.  In  neither  was  any 
growth  obtainable  after  three  days  and  thereafter, 
for  a  period  of  one  week,  the  culture  media  were 
still  free  from  any  growth. 

In  a  clinical  way,  this  sterilization  has  given  emi- 
nent satisfaction  to  judge  by  an  ever  diminishing 
number  of  instances  in  which  catheter  fever  fol- 
lowed the  use  of  these  steam-sterilized  instruments. 
Other  things  being  equal,  the  life  of  these  catheters 
has  been  rather  satisfactory.  From  a  standpoint  of 
portability,  a  larger  number  of  catheters  can  be 
conveniently  carried  about  to  the  patient's  bedside, 
than  by  any  other  method.     Such  a  plan  makes  it 

•    ^T£ese  tests  were  carned  out  under  the  auspices  of  the  Patholog- 
ical  Department  of  the  Hospital,  by  Dr.  David  J.  Kaliski. 
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e,  from  a  commercial  point  "i  view,  to 
catheters  for  sale  in  the  shops. 

\ii  I  HOD. 

i.  Wash  in  cold  water  to  remove  blood  and  pus 
from  the  catheti 

2,  Use  green  soap  and  warm  water  and  force 

tins  through  tlu-  catheter,  or  shake  catheter 
m  a  test  tube  with  green  soap. 

3,  Plain  water  washing. 

4.  Removal  of  water  from  interior  by  shaking  or, 

preferabh .  b)  air. 

5.  1  >r\  exterioi  hi ice  oi  gauze. 

Spread  catheter-  on   a   clean   sheet   in   which 

they  are  loosel)   n  lied  to  absorb  any  mois- 
ture and  become  air  dry. 

7.   Place   in  envelopes   of   parchment   paper  and 
label. 

8    Sterilization.  (Tyndalization.) 
■    St   Street. 


HYDROCELE. 
J.    R.   Alvarez,   M.D., 

NEW    YORK   CITY. 


The  term  hydrocele  is  applied  to  an  abnormal  ac- 
cumulation of  fluid  in  or  about  the  coverings  of  the 
testicle  and  of  the  spermatic  cord. 

There  are  two  varieties  of  hydrocele  in  the  tunica 
vaginalis:  111  hydrocele  communicans  of  con- 
genital origin,  and  communicating  with  the  perito 
neum ;  (2)  encapsulated  hydrocele,  which  may 
or  may  not  be  of  congenital  origin,  but  does 
not  communicate  with  the  peritoneum.  There  are 
also  two  varieties  of  hydrocele  outside  of  the  tunica 
vaginalis:  (11  where  the  effusion  takes  place  be- 
tween the  tunica  vaginalis  and  the  tunica  albuginea; 
the  effusion  take-  place  between  the  fibrous 
layers  of  the  tunica  vaginalis. 

There  are  also  two  varieties  of  hydrocele  in  the 
coverings  of  the  spermatic  cord  which  correspond 
to  the  varieties  of  hydrocele  inside  the  tunica  vagi- 
nalis :  ( 1 )  hydrocele  funiculi  communicans,  which 
communicates  with  the  peritoneal  cavity;  and  (2) 
hydrocele  funiculi  saccata,  which  does  not  communi- 
cate with  the  peritoneal  cavity. 

Of  hydrocele  outside  the  coverings  of  the  sper- 
matic cord,  that  is  of  the  cellular  tissue  enveloping 
the  cord,  there  are  also  two  varieties,  both  of  very 
rare  occurrence:  (1)  diffuse  hydrocele  of  the  cord, 
and  (2)  multilocular  hydrocele. 

Hydrocele  in  the  tunica  vaginalis  testes  may  exist 
in  combination  with  hydrocele  along  the  spermatic 
cord,  or  with  hydrocele  of  the  fibrous  layer  of  the 
tunica.     In  both  cases  thev  intercommunicate,  but 


neithei  of  the  sacs  communicate  with  the  peritoneal 
cavity,      Although  the  effusion  inside  th<  coverings 
of  the  cord  may  extend  into  the  pelvis,  the)    are 
known  under  the  name  of  bilocular  hydroceles. 
The  terms,  orchido-meningitis,  vaginalitis,   peri 
etc.,  b)  which  hydroi  ele  is  ofti  n  designated, 
■  be  used  in  as  general  sense  as  the  term  hj 
they  implj    that  the  diseast    is  oi   an 
inflammator)   or  infective  nature,  which  is  not  al 
wa\  -  SO,  as  we  shall   present  I 

Hyrocele  frequently  exi  1  without  history  of 
previous  inflammation  or  infection.  This  is 
tally  so  in  the  congenital  variety  and  in  hydro- 
cele which  develops  late  in  life.  By  many  these 
cases  are  thought  to  be  due  to  a  discrepancy  be- 
tween the  powers  of  secretion  and  absorption  of  the 
structures  involved.  This,  however,  does  not  seem 
to  be  so,  as  we  may  have  secondary  effusion  of 
fluids  into  other  serous  cavities,  as  the  pleura,  peri- 
toneum, pericardium,  etc.,  without  concomitant  hy- 
drocele, even  when  there  is  general  anasarca  and 
great  edema  of  the  scrotum. 

In  the  majority  of  cases,  however,  we  can  trace 
the  origin  of  hydrocele  to  inflammation  and  infec- 
tion. 

Inflammation  may  be  due  to  an  injury  of  the  scro- 
tum, testicle,  epididymis,  deep  urethra,  or  it  may  be 
due  to  general  infection  as  in  pyemia,  variola,  etc. 

A  very  common  cause  of  hydrocele  in  the  tropics 
and  sub-tropical  climates  is  the  invasion  of  the 
blood  by  the  filaria  sanguinis  hominis,  probably  by 
causing  obstruction  of  the  lymphatics;  the  effusion, 
then,  without  containing  pus,  may  be  milky  in  ap- 
pearance, although  it  may  be  serous  as  in  ordinary 
hydrocele. 

There  have  been  epidemics  of  hydrocele,  without 
any  assignable  cause.  Phimosis  in  children  has  been 
known  to  cause  it,  the  cure  of  the  phimosis  being 
followed  by  the  disappearance  of  the  hydrocele. 
Hydatid  cysts  are  supposed  to  produce  it. 

I  [ydrocele  may  be  unilateral  or  bilateral;  the  two 
sides  are  affected  with  equal  frequency.  No  age  is 
exempt  from  it. 

In  a  general  way  it  may  be  stated  that  any  agent 
injuring  the  structures  or  interfering  with  the  func- 
tions of  the  serous  sac  of  the  testicle  or  of  the  sper- 
matic cord  will  produce  hydrocele. 

When  hydrocele  is  due  to  inflammation  and  in- 
fection, the  changes  in  the  structures  of  the  tunica 
vaginalis  and  of  the  coverings  of  the  spermatic  cord 
are  identical  with  those  of  the  other  serous  mem- 
branes and  may  be  conveniently  described  as  hav- 
ing three   stages,    serous,   plastic  and   suppurative. 
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Whatever  may  be  the  cause  of  the  inflammation,  the 
serous  character  of  the  effusion  is  the  most  com- 
mon, and  it  is  simply  the  result  of  a  hyperemic  pro- 
cess with  hypersecretion.  The  disease  may  remain 
at  this  stage  indefinitely  without  the  quantity  of 
fluid  increasing  or  it  may  gradually  increase  to  an 
enormous  amount.  As  much  as  26  quarts  of  fluid 
have  been  drawn  at  one  sitting.  The  average  quan- 
tity in  these  cases  is  about  eight  ounces.  Person- 
ally, I  have  never  seen  a  case  with  more  than  a 
quart.  In  very  exceptional  cases  the  fluid  may  en- 
tirely disappear.  The  color  of  the  fluid  resembles 
that  of  urine,  light  yellow  or  amber,  sometimes  it 
has  a  reddish  tint  from  the  admission  of  blood, 
very  seldom  it  is  greenish.  It  is  alkaline  in  reaction, 
very  albuminous  and  has  a  specific  gravity  ranging 
between  1020  and  1026.  The  surface  of  the  serous 
membrane  is  more  or  less  affected.  There  may  be 
slight  hemorrhage  from  the  rupture  of  small  ves- 
sels, sometimes  it  is  completely  covered  by  a  white 
membrane  or  only  so  in  patches. 

In  the  second  stage  there  is  more  or  less  exuda- 
tion of  fibrin  and  proliferation  of  connective  tissue, 
which  results  in  thickening  of  the  walls.  This 
thickening  may  be  so  great  as  to  lead  us  to  think  we 
are  dealing  with  a  chondroma.  The  serous  char- 
acter of  the  effusion  still  remains,  but  particles  of 
fibrin  may  be  found  floating  in  it.  The  serous  sur- 
face may  be  covered  with  fibrin,  and  connective  tis- 
sue bands  forming  trabecule  may  extend  from  one 
surface  to  another.  It  may  be  irregular  and  covered 
by  excrescences  of  a  similar  nature  to  those  found 
in  synovial  cavities,  which  after  a  time  undergo  cal- 
careous degeneration,  and  becoming  detached  float 
in  the  fluid,  the  greater  part  of  the  fluid  by  this  time 
become  absorbed. 

If  at  any  time  during  this  stage  there  should  be 
an  invasion  by  pyogenic  microorganisms  the  disease 
passes  to  the  third  or  suppurative  stage.  We  have 
then  in  addition  to  any  or  all  of  these  newly-formed 
elements  pus  instead  of  serum  in  the  cavity.  Then 
the  tendency  is  not  to  remain  quiescent,  as  in  either 
of  the  preceding  stages;  but,  if  left  alone,  the  pus 
will  find  its  way  externally,  causing  sloughing  of 
part  of  the  serous  membrane  and  of  all  the  layers 
externally  to  it,  and  of  the  skin. 

There  are  no  changes  in  any  other  organ  of  the 
body  even  when  it  reaches  the  third  stage,  except 
the  testicle,  which  may  become  atrophied  through 
pressure  and  consequent  anemia.  The  tail  of  the 
epididymis  may  suffer  in  a  similar  manner.  The 
cord  itself  may  be  compressed.  The  skin,  in  large 
accumulations,  is  very  much  thinned  out,  and  the 


veins  on  its  surfaces  are  large  and  dilated.  In  old 
people  gangrene  of  the  skin  may  take  place.  In 
cases  of  long  standing  the  cremaster  muscle  may 
undergo  hypertrophy. 

Little  is  known  as  to  the  pathology  of  multilocu- 
lar  hydrocele.  The  content  of  the  cysts  instead  of 
being  yellow,  as  in  the  serous  stage  of  other  forms 
of  hydrocele,  is  white  and  contains  mucus. 

Llluoil,  spermatozoa  and  free  fat  have  been  found 
in  hydrocele,  the  latter  in  hydrocele  produced  by  the 
filaria. 

We  shall  now  take  up  the  consideration  of  the 
symptoms,  which  are  general  and  local.  The  gen- 
eral symptoms  are  few  and  may  be  discarded  with 
a  few  words.  They  occur  only  when  the  disease 
goes  on  to  suppuration,  and  are  those  of  slight  in- 
fection of  other  serous  membranes,  general  malaise, 
headache,  fever,  coated  tongue,  etc. 

The  local  symptoms  are  numerous  and  must  be 
studied  in  detail,  for  although  hydrocele  per  sc  is 
never  a  fatal  disease,  it  is  not  always  easy  to  differ- 
entiate it  from  other  serous  affections. 

Fluctuation,  the  most  common  symptom,  may  be 
hard  to  detect  when  the  fluid  is  scanty,  or  where  the 
walls  are  very  thick.  It  is  common  to  all  forms  of 
hydrocele. 

The  shape,  extent,  and  size  of  the  tumor  and 
the  position  of  the  testicle  vary  according  to  the 
locality  of  the  hydrocele.  In  the  encapsulated  hy- 
drocele of  the  tunica  it  is  pyramidal  in  shape,  the 
base  being  directed  downward  and  the  apex  up- 
ward. The  testicle  lies  posterior  and  at  the  base, 
but  not  always.  This  is  the  kind  of  hydrocele  that 
we  most  often  see,  and  that  causes  inconvenience 
on  account  of  the  large  size  which  it  may  attain. 

In  communicating  hydrocele  of  the  tunica,  the 
shape  is  more  round  or  oval.  The  tumor  is  not 
limited  above,  disappearing  very  gradually  in  the 
recumbent  position  to  reappear  again  when  stand- 
ing. The  testicle  may  be  situated  immediately  be- 
low or  in  front. 

In  hydrocele  of  the  cord,  if  encapsulated,  the 
tumor  is  round,  the  testicle  lies  below  and  distinct 
from  it ;  it  does  not  extend  into  the  peritoneum.  In 
the  communicating  variety  the  tumor  may  be  pyri- 
form  in  shape  and  disappear ;  the  testicle  lies  below. 

In  diffuse  hydrocele  of  the  cord,  the  tumor  is 
elongated  and  extends  upwards  into  the  inguinal 
canal,  diminishing  considerably  in  size  in  the  recum- 
bent position,  but  never  disappearing  altogether. 
The  epididymis  lies  between  the  tumor  and  the  tes- 
ticle. 

In  multilocular  hydrocele  there  are  several   sep- 


■ 


mpan)  ing  i   i 

vary, 
iVanslucency  is  common  to  all   varieties  except 
when  the  fluid  is  purulent,  or  mixed  with  bio 

i  le  produced 
hen  the  walls  are  too  thick  i 
he  light  from  penetrating. 
Pain  is  not  a  symptom  of  hydrocele  except  oc- 

■  ally  when  it  reaches  the  third  stage. 
The  skin  is  ably  thinner  in  large  accumu- 

erent  or  changed  in  color  except 
in  suppurative  hydi 

In  largo  accumulations  the  penis  is  hidden  from 

Hydrocele  may  be  complicated  with  other 

:  frequent  complication  is  hernia. 
i  from  hernia 
at  times;  this  is  especially  so  of  omental  hernia 
and  diffuse  hydrocele  of  the  cord.  The  most  es- 
difference  are:  in  diffuse  hydrocele 
of  the  cord,  although  the  tumor  may  diminish  con- 
siderably in  the  recumbent  position  it  can  ne\ 
made  to  disappear  altogether,  nor  does  it  extend  into 
the  abdominal  cavity.  Translucency  can  generall) 
be  made  out,  and  fluctuation  while  standing  can  be 
detected  in  the  lower  part.  The  bell  shape  of  the 
tumor    -  In  omental  her- 

nia we  perceive  more  or  less  impulse  on  coughing, 
and  the  tumor,  irregular  in  shape,  can  almost  al- 
ways be  replaced.  In  other  forms  of  hernia,  if  the} 
are  irreducible,  tympanitic  resonance  will  often  be 
I 

Hydatid  cysts   may   exist    alone   or  complicate  a 
ele,  and  at  times  the)   are  extremely  difficult 
to  differentiate. 

In  communicating  hydrocele  associated  with 
hernia  the  diagnosis  is  sometimes  difficult.  Where 
there  is  effusion  of  serum  into  an  empty  hernial  sa 
;t  is  impossible  to  differentiate  from  a  hydrocele. 
The  history  of  each  case  will  be  a  material  help; 
bear  in  mind  that  almost  all  hydroceles  are  of  slow 
insidious  growth. 

The  aspirating  needle  under  strict  aseptic  precau- 
tions will  help  us  considerably,  but  it  is  not  entirely 
devoid  of  danger,  especially  if  we  are  not  prepared 
to  do  a  radical  operation. 

The  shape,  size,  locality,  extent  of  the  tumor. 
and  the  position  of  the  testicle,  will  be  of  aid  to  dis- 
tinguish between  the  different  varieties  of  hydro- 
celes. A  correct  diagnosis  is  very  essential,  for  on 
this  depends  our  treatment.  Just  fancy  for  a  mo- 
ment that  having  decided  after  aspiration  that  there 
is  serum  in  the  tunica,  you  proceed  to  inject  car- 


bolic  acid  or  iodine  into  a  sac  that  communicates 
the  peritoneal  cavity,  and  worse  yet  having 

injected  u  you  pi"  eed  to  rub  its  walls,  and  in  do- 
i  ub  acid  hi  i>  idine  mt"  a  li  n  ip  i  >i  intestini 

lentum.      Ibis  wo  I  be  rubbing 

:;   iii  ! 

In  children  simple  aspiration  or  puncturing  the 
sac  with  an  aseptic  needle  suffices  in  the  majority 
es  i"  effect  a  cure,     in  adult--  these  methods 
seldom   succeed   and   we   have   to   resort   eithei    to 
injections  of  chemicals  i  urgical 

1  rocedures. 

["he   treatment    bj    injection   was   known   to 

ancients  and  the  names  of  fluids  injected  is  i 

Celsus   is   said  to   have  used   nine.       File   two 

ommonly  used  at  the  presenl  tune  are  tincture 

of  iodine  and  carbolic  acid.  Iodine  is  extremely 
painful,  ami  is  apt  to  produce  considerable  reaction, 
and  to  incapacitate  tin-  patient  for  work  from  a  week 
to  ten  da)  s. 

Pure  carbolic   acid   crystals   dissolve   by   beat    and 
lu    addition   of   a    littli  The    injection, 

under  proper  precautions,  of  from  30  to  60  di  ■ 
devoid  of  pain  and  of  danger,  and  does  not  con 
tine  the  patient  to  bed  lunger  than  24  hours.  I  In 
mode  of  procedure  is  simple,  hirst,  satisfy  your- 
self that  you  are  dealing  with  a  case  of  uncompli- 
cated encapsulated  hydrocele.  Second,  determine 
the  position  of  the  testicle,  then  disinfect  the 
turn,  and  with  sterile  bands  and  an  aseptic  medium- 
sized  trocar,  tap  the  sac,  avoiding  the  testicle  and 
any  large  veins  on  the  surface  of  the  scrotum  ;  put 
a  wad  of  absorbent  cotton  soaked  with  alcohol  over 
the  scrotum  and  around  the  canula,  so  that  if  any 
acid  is  spilled  it  is  neutralized  by  the  alcohol.  After 
withdrawing  as  much  fluid  as  possible  proceed  to 
inject  from  30  to  60  minims,  making  pressure,  while 
injecting,  over  the  external  ring.  I  have  not  found 
the  use  of  cocaine  of  any  advantage — the  whole 
procedure  is  painless,  in  the  last  sixteen  yen-  I 
have  used  a  double  canula,  the  inside  one  attached 
to  a  specially-constructed  syringe — this  prevents  the 
acid  from  spilling  either  outside  or  in  the  layers. 
The  patient  need  not  go  to  bed  unless  there  should 
be  too  much  reaction,  then  a  day  of  rest  and  the 
application  of  an  ice  bag  will  suffice.  Painting  the 
skin  over  the  site  of  the  puncture  with  collodion 
and  the  wearing  of  a  snug  suspensory  bandage  com- 
plete the  operation,  which  may  be  repeated  in  the 
course  of  two  or  three  months  if  obliteration  of  the 
sac  has  not  taken  place. 

Of  the    open    methods    of    treatment    there    are 
three: 
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i.  The  simple  incision  of  the  tumor,  know 
Vblkmann's  operation,  which  consists  in  laying 
open  the  tumor,  irrigating  the  cavil)  with  a  3  per 
cent,  solution  of  carbolic  acid,  suturing  the  edg 
the  serous  membrane  to  the  margin  of  the  scrotum 
and  packing  the  cavity  with  iodoform  gauze  until.it 
]>\  granulation.  The  disadvantages  of  this 
method  are:  That  it  frequently  fails  either  from 
some  patch  of  the  serous  surface  not  being  destroyed 
and  covered  with  granulations,  or  from  a  divertic- 
ulum being  overlooked,  or  in  cases  of  communicat- 
ing hydrocele  when  the  openings  are  imperceptible. 
Moreover,  the  advocates  of  this  method  tell  us  that 
if  one  is  rigidly  aseptic  he  may  fail  to  obliterate 
the  sac.  They  do  not  state  how  "septic"  one  dare 
to  be.  I  think  that  in  this  aseptic  era  there  is  no 
for  anv  operation,  no  matter  how  trivial, 
where  the   strictest   asepsis   should   not   be   carried 

I  illt. 

2.  The  second  method,  known  as  the  eversion 
method,  or  Jaboulay's  operation,  consists  in  making 
an  incision  down  to  the  sac  (and  if  this  is  too  large. 
a  portion  is  excised)  which  is  then  everted;  one  or 
two  sutures  fix  the  sac  behind  the  testicle ;  the  skin 
is  then  closed  over.  The  disadvantages  of  this 
operation  are  that  the  everted  serous  membrane  may 
continue  to  secrete  and  the  fluid  dribble  out  through 
the  skin  wound.  Or  the  function  and  nutrition  of 
the  testicle  may  be  interfered  with. 

3.  The  third  method,  or  complete  removal  of 
the  serous  membrane,  is  known  as  Bergman's  op- 
eration. It  never  fails  to  cure,  it  keeps  the  patient 
in  bed  less  than  any  of  the  two  preceding  methods, 
and  experience  has  shown  that  it  does  not  inter- 
fere with  the  nutrition  or  function  of  the  testicle. 
Moreover,  in  cases  complicated  with  hernia  or  vari- 
cocele these  troubles  can  be  attended  to  at  the  same 
sitting.  The  operation  is  easy  of  performance.  In- 
cise the  tumor  until  fluid  escapes  and  then  proceed 
to  peel  off  the  serous  coat  from  the  fibrous  until 
the  edge  of  the  epididymis  is  reached  and  all  the 
secreting  surface  is  removed.  Then  reset  it  all.  Be 
sure  to  ligate  all  the  bleeding  points  and  then  in- 
sert a  strip  of  rubber  tissue  to  drain  the  cavity 
which  is  otherwise  closed  with  plain  catgut,  pref- 
erably in  two  layers  :  allow  the  patient  to  sit  up 
in  bed  in  five  days  and  to  be  out  of  bed  in  seven 
days,  wearing  a  snug  suspensory  bandage.  There 
should  be  very  little  reaction  from  this  operation. 
If  more  than  the  one  sac  is  discovered  treat  it  in  a 
similar  manner.  If  hernia  or  varicocele  should 
exist  thev  can  be  dealt  with  at  the  same  time. 


Hydrocele  per  se  never  endanger,-  life  even  when 
suppuration  takes  place. 

Tin-  majority  of  the  cases  will  get  well  when 
treated  once  or  twice  with  the  injection  of  carbolic 
acid,  the  remainder  will  surely  yield  to  Bergman's 
operation. 

4' 1  East  w-'d  Street. 
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The  technic  advised  by  A.  I).  Bevan  (J our.  Am. 
Med.  Assn.,  September  i'j.  1903)  for  lengthening 
the  cord  in  undescended  testis  is  a  thoroughly  prac- 
tical solution  to  a  difficult  problem,  and  has  received 
nigh  universal  adaptation. 

It  has  seemed  to  me,  as  it  has  probably  to  every- 
one, a  physiological  paradox  and  contrary  to  bio- 
logical law  to  expect  an  organ  to  survive  after  its 
entire  vascular  supply  has  been  removed,  with  the 
exception  of  a  very  small  arterial  branch. 

The  normal  blood  supply  of  the  testis  is  chiefly- 
through  the  spermatic  artery,  which  gives  off  a 
branch  high  up  which  descends  with  and  lies  close 
to  the  vas  deferens. 

The  technic  of  Bevan  for  lengthening  the  cord 
consists  in  ligating  and  severing  all  structures  of 
the  cord,  except  the  vas  deferens,  and  its  accom- 
panying artery,  not  only  reducing  the  blood  supply 
of  the  testis  to  a  minimum,  but  also  closing  off  all 
channels  for  return  flow.  The  exceedingly  good 
results  following  this  procedure  demand  an  explana- 
tion that  is  not  immediately  apparent. 

If  the  survival  of  the  testis,  after  Bevan's  pro- 
cedure, were  dependent  upon  the  blood  supply 
through  the  artery  of  the  vas  deferens,  as  is  gen- 
erally believed,  it  would  survive  even  though  the 
testicle  were  carried  through  a  button-hole  ; 
scrotal  tissues  as  in  Frank's  operation.  Such  an 
operation  I  have  seen  result  unintentionally  in  the 
practice  of  a  surgeon  who  attempted  to  do  the  Keet- 
ley-Torek  operation.  The  scroto- femoral  sutures 
failed  to  unite,  and  the  testicle  was  left  uncovered 
and  outside  of  the  scrotum.  The  testis  became 
gangrenous  and  sloughed  away. 

The  point  of  difference  between  this  accidental 
operation  and  Bevan's  or  Keetley-Torek's  operation. 
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.  subcutaneous  lodgment  of  the  testicle,  li 
new  the  survival  i>t  the  testicle  is  dependent  upon 
thesubcutai  i  lent,  the  operation  then  takes 

on  the  natui  transplantation. 

the  Bevan 

■i  procedure  also  when  the  testicle  was  made 

tain  in  the  scrotum.     A  few   such  cases  have 

been  nd   probably    many    others    exist. 

Such  ..  me  has  usuallj  been  attributed  to 

n 
ferens.    Such  a  twist  in  a  healthy  blood- 
r  instance  the  kidne)  pedicle,  will  li 

But  m  tlie  case  of  the  artery 
rens,  the   slender   vessel   has   been 
jjed  upon  and  stretched,  the  intima  is  la.' 
and  thrombosis  is  invited. 

The  idea  that  this  operation  is  cue  of  true  trans- 
plant.; purely  hypothetical,  but  is  based 
upon  the  observation  of  two  cases  operated  upon  by 
me  after  the  method  of  Keetley-Torek  in  which  I 
also  employed  Bevan's  procedure  of  ligating  all  the 
structures  of  the  cord,  except  the  vas  deferens  and 
>mpanying  artery.  The  second  stage  of  the 
operation  in  both  patients  was  done  some  four 
months  after  the  primary,  and  1  was  immediately 
impressed  by  the  dense  vascularization  of  the  pcri- 
testicular  adhesions,  and  at  that  moment  was  careful 
to  preserve  most  of  the  new  blood  supply  from  the 
scrotal  side. 

It  seems  more  than  likely  that  this  vascularization 
was  in  response  to  Nature's  demands  and  probably 
accounts  for  the  survival  of  the  organ. 

If  this  he  true,  the  paradox  of  the  testicle  is  ex- 
plained, and  Bevan's  operation  must  be  looked  upon 
in  the  light  of  a  subcutaneous  graft. 

Herewith  are  appended  the  two  case  reports  re- 
ferred to  above: 

Case  I.  Boy,  15  years.  Testicle  on  right  side 
normal  and  in  scrotum.  Scrotum  on  left  side  unde- 
veloped and  contains  no  testicle.  Left  testis  not  felt 
in  left  inguinal  canal.  Occasionally  on  exertion  has 
some  pain  in  left  inguinal  region.  External  ring  is 
patent  and  there  is  a  slight  impulse  on  coughing. 
Boy  has  never  known  testis  to  appear  in  canal. 

ration,  May  5,  1910.  Incision  made  parallel 
ipart's  ligament  and  through  external  oblique 
aponeurosis.  Testis  found  just  inside  internal  ring. 
Testicle  is  small  with  peritoneal  mesentery.  Cord 
is  short  and  small.  Adhesions  freed,  vas  and  ac- 
companying artery  isolated,  all  other  structures  of 
the  cord  ligated.  Rent  in  peritoneum  closed. 
Pocket  made  in  scrotum  and  opening  made  in  its 
lowest  part.  Scrotum  drawn  down  to  thigh,  in- 
cision made  in  thigh  corresponding  to  opening  in 
scrotum,  incision  deepened  to  fascia.     Posterior  lip 


■  tal  wound  sutured  to  inner  lip  of  thigh 
wound.  Testicle  brought  through  scrotum  and 
sutured  wall  chromic  gut  to  deep  fascia  oi  the  thigh, 
anterior  lips  of  wound    closed.      Upper    pan    of 

wound  closed  in  the  usual  manner.  Wound  healed 
1>\  primarj   1 

Secondary  Operation,  August  31,  [910.     Incision 
ig  scrotum  from  thigh.     I  e 
■mid  densely  adherent  to  neighl  1 
and    adhesions    rich    in    bloodvei  ;els.      Skin 

ed,  mi primary. 

II.     I ..  K..  aged  20.     resticle  Las  been  un 
ince  birth,  has  nevei   troubled  him  until 
irs  ago  when  it  suddenl  1   led  into  scro- 

tum with  pain  and  nausea.  The  testicle  >OOn  re 
turned  to  the  inguinal  canal.    Two  weeks  ago,  aftet 

g  a  heavy  weight,  testicle  was  again 
scend  into  the  scrotum,  causing  much  pain,      ["hi 
testicle   again    returned   to    its    former   place   alter   a 
day. 

n  examination  the  testicle  i>  found  to  lie  in 
the  inguinal  canal  about  one  and  a  half  inches  above 
ternal  ring.     Th(  mnot  be  dragged 

down.  There  is  no  impulse  on  coughing.  The 
testicle  is  about  normal  in  size,  the  scrotum  on  the 
same  side  is  undeveloped. 

The  primary  operation  was  done  April  27,  1910. 
The  second ai  on  was  done  on    \ugust  31, 

1910.  Both  primary  and  secondary  operations  were 
in  all  respects  similar  to  those  in  Case  I. 


Surgery  by  the  Untrained. 

Countless  practitioners  are  at  present  undertaking 
operations  for  which  they  are  ill  prepared,  cither  by 
observation,  adaptability  or  study  of  live  or  dead 
pathology,  or  familiarization  with  surgical  tech- 
nic.  They  urge  that  every  good  operator  has 
deaths  and  many  patients  were  killed  to  further  his 
skill.  The  day  of  sacrifice  of  human  life  by  the 
novice  should  be  passed.  The  opportunities  for 
hospital  training  are  too  numerous  to  make  such 
lack  of  training  excusable  for  the  man  who  really 
wants  to  give  attention  to  surgery,  and  for  the  man 
who  merely  wants  to  dabble  for  dollars  there  is  no 
excuse.  Some  knowing  their  shortcomings  invite 
a  more  or  less  trained  man  to  "assist"  them:  They 
should  assist  the  surgeon  first,  and  become  some- 
what at  home  in  the  work.  They  will  then  have 
■trouble  enough.  It  is  one  of  the  most  difficult 
things  a  surgeon  can  do,  to  stand  by  as  "assistant" 
to  an  untrained  man.  It  is  difficult  enough  for  the 
surgeon's  brain  to  direct  his  own  hands,  but  when 
the  message  must  be  carried  to  the  other  man's 
hands  the  current  is  short-circuited  and  the  patient's 
life  must  occasionally  be  burned  out. — Channing 
W.  Barrett,  in  The  Chicago  Medical  Recorder. 
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REPORT  OF  A  CASE  OF  INGUINAL  ECTO- 
PIA TESTIS  OPERATED  UPON  AFTER 
THE  METHOD  OF  BEVAN.* 
Lewis  Whitaker  Allen,  M.D., 
Visiting  Surgeon  to  St.  Luke's  Hospital, 

SAN   FRANCISCO,  CAL. 


This  case  was  one  of  incarcerated  inguinal  her- 
nia, associated  with  an  inguinal  ectopia  testis,  the 
testicle  being  arrested  at  the  internal  ring.  It  is  in- 
teresting in  that  it  demonstrated  that  the  testicle 
survived  the  severing  of  all  structures  but  the  vas 
and  its  minute  artery;  that  it  could  not  be  brought 
freely  and  without  tension  into  its  normal  place  in 


FIG.   1. — T,  testicle  attached  to  internal  ring;   S,  sac. 
FIG.  2. — Mobility  after  loosening  testicle  from  sac  and  ring.     T,  testi- 
cle;   C,  cord;  V,  vas. 

the  scrotum  without  freeing  it,  not  only  from  all 
structures  as  mentioned  by  Bevan,  but  also  by 
severing  the  numerous  delicate  perivesical  fascicu- 
lar bands  in  order  to  allow  the  vas  to  come  directly 
through  at  the  external  ring;  and  that  the  replaced 
testicle  in  a  sixteen-year-old  boy  after  three  months 
developed  to  the  size  of  the  testicle  of  the  opposite 
side. 

M.  S.,  aged  16  years,  had  been  troubled  for  years 
with  intermittent  attacks  of  pain  in  the  right  groin, 
often  associated  with  swelling  and  redness  there. 
The  right  testicle  had  never  been  in  the  scrotum. 
At  the  time  of  the  examination  he  was  in  the  midst 
of  one  of  his  periodic  attacks,  showing  distinct 
tumor,  redness  and  tenderness  at  the  internal  ring. 
By  manipulation  the  contents  of  the  hernial  sac  was 

•Read  before  the  California   Academy 
meeting  in  April,   1909. 


FIG.  3.— Mobility  after  dividing  muscle,  fascia  and  veins  (M,  Fet  V). 
V,  vas;  SA,  spermatic  artery. 

returned  to  the  abdomen,  a  small  nodule  remaining, 
which  could  be  pushed  into  the  abdomen,  but  which 
would  return  as  soon  as  pressure  was  released.  A 
diagnosis  was  made  of  incarcerated  inguinal  hernia, 
associated  with  an  inguinal  ectopia  testis.  Opera- 
tion was  advised  and  consented  to. 

The  usual  incision  was  made.  The  hernial  sac 
was  found  to  descend  about  one  inch  below  the  tes- 
ticle, into  the  canal.    (Figure  i.)     By  careful  dissec- 
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artery  passing  upward  and  outward.  Alter  ligating 
this  vessel  a  very  decided  advantage  was  gained, 
i  Figure  4.  1  The  testicle  suspended  only  by  ' 
and  the  artery  of  the  vas — forming  together  a  mere 
string — could  now  be  made  to  enter  the  pocket  pre 
pared  for  it  in  the  scrotum.  Yet  there  still  was 
some  tension  which  was  overcome  b)  dissecting 
some  fine  subperitoneal  fascial  bands  from  the  inter 
rial  ring  toward  the  external  ring.  (Figure  5.)  This 
produced  a  gain  of  at  least  one-half  an  inch,  allow- 
ing the  testicle  to  lie  in  the  scrotal  pocket  free  from 
all  tension.  The  scrotal  fascia  was  sutured  over  it 
and  the  canal  closed  by  a  modified  Bassini  hernio- 
plasty.  The  result  has  been  highly  satisfactory,  as 
stated  above,  and  the  patient  has  suffered  no  pain 
or  inconvenience  since  the  operation. 


Feeding  in  Acute  Peritonitis. 
Xo  food  of  any  kind  whatever  and  no  cathartics 
should  ever  be  given  by  mouth  in  the  presence  of 
peritonitis,  no  matter  what  other  form  of  treatment 
may  be  contemplated. — A.  J.  Ochsner  in  The 
Boston  Medical  and  Surgical  Journal. 
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B  m;  roN  (  !ooki    1 1  irsi  .Ml  >., 

l-llil   VDELPHl  \.   PA. 


Pregnancy,  parturition  and  the  puerperium  in- 
fluence the  irrhea  in  women,   and 
give   ii    peculiar   characteristics.     These   peculiari- 
ties might  i"'  enumerated  as  follows:  the  possible 
Fection  upon  conception  : 
the  conseq                             denl   infection  and  im- 
the  virulent   character  of  the  inflam- 
mation  in  a   pregnant    woman;   the   comparatively 
frequent  occurrence  of  so-called  gonorrheal  rheu- 
m;   the   predisposition   to   streptococcic    auto- 
infection    directl)     after    labor;    the    tendency    to 
streptococcic  necrosis  of  the  pelvic  organs  in  such 
mixed   infections;    and    the    frequent    nea 
radical  surgical  treatment  to  save  the  patient. 

Several  reflections  and  conclusions,  based  on  ex- 
perience, suggest  themselves  undei  each  of  these 
heads. 

It  is  commonlj  and  correctly  believed  that  gonor 
rhea  is  a  cause  of  sterility :  that  a  salpingitis  of 
specific  origin  necessarily  prevents  conception.  But 
exceptions  to  the  rule  must  be  remembered  if  we 
are  to  avoid  mistake  in  diagnosis  that  I  once 
made. 

The  patient  had  had  gonorrheal  pus  tubes  for 
more  than  a  year.  On  one  occasion  there  appeared 
to  be  a  violent  exacerbation  of  the  inflammation 
that  induced  her  to  consent  to  an  operation  which 
had  long  before  been  advised  but  refused.  1  found 
an  unsuspected  tubal  pregnancy,  with  a  four  week-' 
ovum  imbedded  in  the  middle  of  a  typical  pus  tube 
of  long  standing,  with  the  occluded  fimbriated  ex- 
tremity and  agglutinated  plications  with  which  we 
are  all  familiar.  How  it  got  there  was  a  mystery, 
but  there  it  was,  with  all  its  possibilities  of  erosion 
of  the  tubal  wall  and  an  insidious  hemorrhage  that 
might  have  had  fata!  consequences  before  a  correct 
diagnosis  was  made. 

It  is  a  common  experience  in  hospital  practice 
to  see  cases  of  coincident  infection  and  impregna- 
tion from  the  same  coitus  ;  and  particularly  sad  or 
even  tragic  these  cases  are.  The  patient  is  often 
a  young  girl.  There  is  not  infrequently  a  history 
of  seduction,  followed  by  an  abortion,  either  in- 
duced or  spontaneous,  and  a  consequent  infection 
of  the  appendages  and  peritoneum,  which  may  be 
fatal,  or  at  the  best,  demands  a  mutilating  opera- 
tion. It  is  in  this  kind  of  case  that  I  think  it  par- 
ticularly important  to  save  at  least  one  ovary,  sew- 
ing over  the  upper  edge  of  the  cut  broad  ligament 
with  catgut  after  removal  of  the  tube,  and  avoiding 
mass    ligatures.     I   have    followed   manv   of    these 
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cases  for  some  years  after  the  operation,  with 
satisfaction  in  observing  the  continuance  of  men- 
struation, the  absence  of  pelvic  symptoms  and  the 
patient's  ignorance  of  her  mutilation  and  irreme- 
diable sterility. 

We  have  all  noticed,  I  dare  say.  the  exaggera- 
tion of  the  symptoms  of  gonorrhea,  if  the  infection 
-  after  pregnancy  is  well  advanced.  Two 
I  recall  at  the  moment  may  serve  as  illustra- 
tions. In  one,  the  husband  acquired  gonorrhea, 
as  he  cynically  confessed,  in  a  house  of  prostitution, 
and  communicated  the  disease  to  his  wife,  who  was 
in  the  last  month  of  pregnancy.  The  ensuing  vag- 
initis, owing  to  the  local  congestion,  was  extraordi- 
narily acute,  but,  fortunately,  it  was  possible  to 
keep  the  woman  in  ignorance  of  the  true  nature  of 
her  disease  and  to  control  it  so  effectually  and 
quickly  that  she  escaped  pelvic  infection  in  the 
puerperium  and  the  infant's  eyes  were  unaffected. 
Permanganate  of  potassium  and  methylene  blue 
are  the  two  remedies  most  to  be  depended  on,  I 
think,  in  such  a  case.  In  the  second  patient,  the 
infection  during  pregnancy  manifested  itself  most 
severely  in  the  urinary  tract.  A  pyelitis  with  high 
fever,  a  leucocyte  count  of  40,000  and  profuse 
pyuria,  resisting  ordinary  treatment,  necessitated 
the  premature  induction  of  labor. 

While  my  practice  does  not  often  bring  me  in 
contact  with  acute  cases  of  gonorrhea  in  the  female, 
my  gynecological  hospital  and  dispensary  services 
furnish  the  usual  large  number  of  gonorrheal  pus 
tubes — hundreds  in  a  year.  Out  of  all  this  num- 
ber in  a  period  of  over  twenty  years,  I  cannot  re- 
member a  single  case  in  a  non-pregnant  woman. 
of  so-called  gonorrheal  rheumatism — that  is.  sub- 
acute arthritis  of  one  of  the  large  joints,  usually 
the  knee.  But  in  the  University  Maternity  I  have 
seen  a  comparatively  large  number  of  these  cases 
in  pregnant  and  puerperal  women,  usually  with  a 
clear  history  of  gonorrhea,  or  with  gonococci  in 
the  vaginal  or  urethral   discharge. 

I  am  anxious  to  hear  whether  this  is  the  experi- 
ence of  other  specialists.  If  mine  is  not  excep- 
tional, then  the  child-bearing  process  must  be  a 
potent  predisposing  factor  in  this  disease.  I  might 
say  in  passing,  that  the  vaccine  treatment  of  this 
affection  has  disappointed  me.  On  this  point,  too, 
I  should  like  to  hear  the  experience  of  my  col- 
leagues. 

We  have  all  been  impressed,  I  am  sure,  with  the 
frequency  of  an  autogenous  streptococcic  infection 
after  labor  in  patients  who  have  had  gonorrhea  for 
years,  or  have  acquired  it  during  pregnancv.   It  is  a 


common  experience  in  my  clinic,  to  have  a  woman 
from  the  slums  brought  into  the  hospital  in  an  am- 
bulance, bathed,  and  put  to  bed  just  in  time  to  be 
delivered,  having  had  no  vaginal  examination  be- 
fore delivery  and  no  douching  or  other  provocation 
to  infection  afterward,  develop  a  severe  strepto- 
coccic infection  shortly  after  labor.  In  most  of 
these  cases  it  has  been  possible  to  discover  a  pre- 
cedent gonorrheal  infection.  It  is  these  women,  1 
find,  who  most  frequently  require  the  operative 
treatment  of  puerperal  infection  in  some  of  its 
forms,  usually  for  pelvic  abscesses,  inflammatory 
infiltration  of  the  broad  ligaments,  interstitial  sal- 
pingitis and  a  necrotic  condition  of  the  myome- 
trium, especially  at  the  cornea. 

Occasionally  an  exceptional  variety  of  pelvic  in- 
fection after  labor  is  observed  in  women  whose 
husbands  are  known  to  have  had  gonorrhea.  It 
can  best  be  described  as  a  fulminating  suppurative 
salpingitis  with  pus  dripping  from  the  fimbriated 
extremities  of  the  tubes,  which  are  not  occluded, 
and  a  vivid  red  hue  of  the  tubal  walls,  which  are 
somewhat  thickened,  but  soft  and  friable,  in  the 
acute  stage  of  round  cell  infiltration.  Flakes  of 
lymph  cling  to  the  peritoneal  covering  of  the  tubes 
and  there  is  a  puddle  of  pus  in  Douglas'  pouch. 
One  would  expect  this  sort  of  gonorrheal  inflam- 
mation to  be  the  result  of  a  recent  virulent  infec- 
tion, acquired  shortly  before  delivery,  but  in  two 
private  cases  I  recall,  the  husbands  had  not  had 
gonorrhea  for  several  years  before  marriage,  one 
not  for  eight  years,  as  far  as  a  careful  inquiry 
could  establish  such  a  fact,  and  yet  the  women, 
shortly  after  delivery,  developed  an  acute  salpingitis 
and  pelvic  peritonitis  with  urgent  symptoms  de- 
manding a  hurried  operation.  Fortunately,  the  sur- 
gical treatment  of  these  cases,  as  well  as  of  the 
more  common  types  of  mixed  infection,  is  usuallv 
successful. 

It  is  scarcely  necessary  to  point  out  that  gonor- 
rhea is  a  serious  complication  of  the  child-bearing 
process;  that  women  with  gonorrhea  should  not 
conceive  until  the  disease  is  cured;  that  pregnant 
women  with  gonorrhea  should  be  treated  with  more 
energy  than  is  usually  required  and  that  the 
puerpera  may  require  radical  surgical  treatment  to 
save  her  life. 


In  an  emergency  instruments  may  be  sterilized 
in  a  solution  of  iodine,  one  dram  to  the  pint,  allow- 
ing them  to  remain  in  it  for  ten  minutes. — G.  H. 
Palmerlee  in  Detroit  Medical  Journal. 
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Whether  or  not  the  uterus  should  be   removed 
during  an  operation   for  double  gonorrheal   salpin- 
as  much  a  mooted  question  as  the  route  to 
elect  in  the  attack  on  some  other  g  al  con- 

dition.-. That  some  operators  hysterectomize,  while 
others  retain  and  suspend  the  uterus,  indi< 
variance  of  opinion.  And  yet  there  appears  to  be 
arguments  which  are  convincing  enough  in  their 
premises  to  formulate  the  dictum  that  it  is  good 
surgery  to  remove  all  uteri  in  the  presence  of 
double  gonorrheal  tubal  lesions.  All  operator- 
agree,  of  course,  that  where  both  ovaries  are  re- 
moved at  the  same  time  as  the  tubes,  removal  of  the 
uterus  is  imperative. 

For  the  sake  of  clearness,  it  is  purposed  in  this 
paper  to  class  as  gonorrheal  salpinges,  necessitating 
ablation,  all  that  are  elongated  and  either  kinked  or 
convoluted,  with  ostia  sealed  by  either  peri-metritic 
or  salpingitic  closure,  and  with  varying  thickening 
of  their  walls  or  adherent  in  any  degree  to  adja- 
cent structures.  They  may  be  the  seat  of  an  ai  ute 
suppurative  process,  or  only  slightly  purulent  or 
filled  with  cheesy  material,  or  showing  no  pus  at 
all  on  cut  section.  But  they  should  possess  that 
characteristic  macroscopical  appearance,  which  to 
the  trained  eye  proclaims  a  pathological  and  usually 
gonorrheal  tube.  They  are  to  be  found  in  patients 
in  whom  a  gonorrheal  history  is  obtained  or  sus- 
pected, and  whose  cervical  discharge  has  been  micro- 
scopically examined  for  the  Neisser  diplococcus. 
And  when  confronted  with  such  tubes,  salpingos- 
tomy is  never  justifiable.  Conservative  work  on 
gonorrheal  tubes  offers  poor  results  at  the  best,  as 
all  authorities  are  agreed  as  to  frequent  recurrence 
of  trouble. 

It  is  positively  stated  that  conservative  work  on 
such  tubes  invites  a  future  ectopic  gestation.     Giles 

•Read  before  the  Long  Island  Medical  Society,  Nov.  1.  1910. 


reports    seven    ca  i       oi    extrauterine    pregnane) 
after  conservative  operation  on  ihat  adnexum.  Bis 

.-ell   reports  a  mo  t    .!!  i  ase   in   w  inch   he 

removed  one  pus  tube  "ii  one  side,  leaving  a  small 
portion  of  the  ovar) .     «  In   the  othi  i     ide   lie   r< 

d  the  i  ivai  5  and  left  a  small  portion  of  tube ; 
the  uterus  «;i>  left  also.  Six  months  later  he 
1  p<  rated   for  an  1  tation  in  the  stump  of 

the  conserved  tube,  removing  nearl)  all  of  the  tube 
at  the   second  operation      He  was  surprised  when 
she  later  walked  into  his  office,  six   months  preg 
nam   in  the  uterus.      \nd  yet,  remember  it  is  not 
often   such  good  results  happen.     We  hear  of  one 

time  it  does,  but  we  do  not  hear  of  the  many, 
many  cases  in  which  conservative  work  has  been 
done  on  tubes  and  ovaries  and  no  pregnancies  fol- 
low, i.e.,  we  hear  of  too  few  failures. 

Clark  and  Norris  both  affirm  that  the  "end  re- 
sults of  salpingostomies  are  disappointing."  "Preg 
nancy  rarely  takes  place  as  the  newly-formed  ostia 
quickly  become  occluded  and  cause  a  recurrence  of 
symptoms."  They  agree  that  conservatism  with 
macroscopically  diseased  tubes  is  unsatisfactory, 
and  that  small  adherent  tubes  in  which  the  alxlom- 
inal  ostia  are  closed  should  be  excised.  Further, 
they  believe  that  the  only  cases  in  which  salpingos- 
tomy is  justifiable  are  in  old  non-active  hydrosal- 
pinges. 

It  is,  therefore,  with  such  tubal  conditions  pres- 
ent as  I  call  attention  to  that  the  question  arises  as 
to  valid  arguments  for  or  against  a  hysterectomy 
in  addition  to  the  enucleation  of  the  diseased  tubes. 

From  a  personal  operative  experience  embracing 
both  methods  and  from  noting  the  subsequent  clin- 
ical post-operative  symptoms,  my  own  choice  is  a 
supra-vaginal  hysterectomy  and  leaving  both 
ovaries,  if  possible.  Such  an  operation  is  not  only 
safe  and  sane  in  its  surgical  technic.  but  as  an 
operation  per  se  it  is  a  finished  one. 

The  basis  of  this  paper  is  simply  from  clinical  ob- 
servation of  post  operative  symptoms  and  is  for- 
tified by  a  strong  personal  opinion  and  choice, 
which  I  know  are  not  shared  by  many  operators. 

It  was  found  that  in  some  cases  in  which  the 
uterus  was  allowed  to  remain,  recurrent  attacks  of 
vaginitis  and  urethritis  developed,  during  which 
the  gonococcus  could  be  demonstrated  in  smears ; 
that  the  suspended  uterus  usually  remained  subin- 
voluted,  heavy,  and  tending  to  prolapse  (and  in 
two  cases  broke  away  from  its  new  suspension, 
promptly  retroverting)  ;  further,  that  leucorrhoea 
and  backache  were  common  and  the  whole  conva- 
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lescence  less  easy  than  with  the  other  method  It 
is  also  my  claim  that  a  uterus  retained  after  double 
salpingectomy  is  a  useless  organ,  menstruating  to 
no  purpose,  with  no  place  in  the  pelvic  economy, 
as  it  has  no  child-bearing  function.  Such  uteri 
are  clearly  drags,  and  they  remain  always  a  pos- 
sible prey  to  cancer,  fibroids,  or  degenerative 
changes.  I  have  demonstrated  in  such  uteri  the 
presence  of  the  gonoccoccus  in  the  cervical  dis- 
charge collected  on  a  "24  hour  tampon."  Those 
who  advocate  the  retention  of  the  uterus  contend 
that  it  preserves  the  integrity  of  the  vaginal  vault; 
that  most  women  prefer  its  remaining,  as  a  matter 
of  sentiment ;  as  they  are  not  then  wholly  unsexed ; 
that  the  time  of  the  operation  is  shortened  and  the 
patient  subjected  thereby  to  less  shock;  and  their 
most  valid  reason — that  the  menstrual  function  is 
preserved.  These  contentions  will  be  disputed 
seriatim. 

The  vaginal  vault  can  be  as  well  preserved  after 
supra-vaginal  hysterectomy  as  when  the  uterus  is 
left.  The  best  authorities  acknowledge  the  truth 
of  this  statement.  After  excising  a  wedge- 
shaped  piece  from  the  cervical  stump,  its  canal  is 
thoroughly  cauterized  to  kill  all  infection.  The 
stumps  of  the  broad  and  round  ligaments  are  then 
sutured  into  this  cervical  stump,  these  sutures  act- 
ing at  the  same  time  as  closure  sutures.  This  op- 
erative technic  holds  the  cervical  stump  in  place 
by  good  ligamentous  support,  and  as  effectively 
preserves  the  integrity  of  the  vaginal  vault  as  does 
a  retained  suspended  uterus.  Both  ovaries  are  left, 
if  possible.  If  not,  as  much  of  one  or  a  portion  of 
one  as  consistent  with  existing  conditions.  If  con- 
servative ovarian  work  is  done,  use  very  fine  suture 
material  and  small  needles.  Bruise  or  mutilate  the 
ovarian  structure  as  little  as  possible  and  do  not 
strangle  the  ovarian  tissue  by  drawing  the  sutures 
together  too  tightly.  The  cut  surfaces  should  hi 
coapted  accurately,  and  the  ovary  or  ovaries  left 
in  good  position  by  properly  "tacking  them  up"  to 
prevent  prolapse  or  interference  in  the  circulation. 
It  is  only  by  such  careful  technic  that  we  will 
obtain  good  results  in  conservative  ovarian  work. 
All  pus  ovaries  should  be  removed. 

Do  the  majority  of  these  women  wish  their 
uterus  retained?  They  do,  if  facts  are  not  properly- 
interpreted  to  them,  as  sentiment  plays  a  very  im- 
portant part  in  such  operations.  I  have  been 
forced  to  retain  uteri  through  the  patient's  ex- 
pressed wish,  as  they  would  rather  have  a  uterus 
than  none  at  all.     But  I  believe  gonorrheal  lesions 


should  not  be  touched  until  there  is  a  definite  un- 
derstanding beforehand  with  the  patient.  It  has 
been  my  fortune  to  have  most  patients  consent  to 
the  radical  operation  when  proper  arguments  were 
advanced.  The  judgment  of  the  operator  alone 
should  dictate  necessary  operative  measures,  and 
not  the  whims  or  fancies  of  the  patient,  or  of  her 
numerous  friends.  Sentiment  only,  not  knowledge 
of  conditions,  sways  their  opinions. 

The  length  of  time  necessary  to  perform  a  supra- 
vaginal hysterectomy  and  complete  the  peritoneal 
toilet  whether  the  tubes  are  adherent  or  not,  is  no 
longer  than  required  to  free  both  tubes  from  their 
adhesions,  tie  them  off,  exsect  both  uterine  cornua 
(as  should  be  done.)  and  finally  suspend  the  uterus 
by  whatever  method  is  elected.  Whether  we  hys- 
terectomize or  not,  our  time  is  not  so  much  occu- 
pied in  the  removal  of  the  uterus  as  in  freeing  the 
tubes  from  their  bed  of  adhesions  or  exercising 
precautions  not  to  rupture  if  present,  purulent  col- 
lections. With  either  method  we  have  to  work  the 
same  amount  of  time  on  the  tubes.  Both  ovaries, 
or  one,  or  a  portion  of  one,  are  left  to  avoid  the 
nervous  phenomena  of  an  artificially  induced  meno- 
pause. Also  by  doing  this,  these  patients  will  have 
an  active  sexual  life,  though  menstruation  may  be 
absent.  Baldwin  thinks  that  by  leaving  the  uterus 
with  its  ovaries,  too,  there  is  more  marked  sexual 
instinct  than  when  the  ovaries  only  are  left.  Clark 
and  Norris  point  out  the  fact  that  leaving  ovaries 
after  a  hysterectomv  maintains  the  sexual  function 
and  quote  Holzbach,  who  maintains  that  when  one 
or  both  ovaries  are  spared  such  ovaries  not  only 
retain  their  function,  but  ovulate  regularly  for 
many  years. 

Again,  we  are  beginning  to  know  that  uteri  left 
after  double  salpingectomy  for  gonorrheal  tubes 
may  remain  as  infected  foci.  I  have  personally 
demonstrated  gonococci  in  post  operative  cases  in 
which  the  uterus  was  left,  the  tampons  collecting 
the  discharge  being  left  against  the  cervix  for  24 
hours. 

Crossen  says  that  a  chronic  infective  endome- 
tritis follows  acute  infective  endometritis  either 
gonorrheal  or  septic,  and  in  some  cases  the  process 
does  not  disappear  after  the  acute  symptoms  sub- 
side, but  remain  for  months  and  years,  causing 
troublesome  leucorrhea  and  menstrual  disturb- 
ances. We  are  not  at  all  sure  of  the  length  of  life 
of  the  gonococcus  in  all  our  cases,  although  in  the 
tubes  it  is  usually  short  lived,  six  to  eight  weeks. 
Gonococci  travel,  not  by  lymphatics  as  much  as  by 
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he)    are   essentiall)    a 
rm.     I  lu-  gonococcus,  there- 
in  ,i   sealed  il    salpinx,   finds   itself 
a  tunc  in  uncongenial  soil     As  the  ends  of 
the  tu                            i  annot  migrate  to  new 

.  rule,  it  slowly  sta  ■  ith.     1  et  \<  isser 

m  14;  ablated  tubes  found  gonococci  in 

latent   period  of   from   two  montl 
v   ng     examined   the   tissues  oi    122 
in  purulent  salpingitis,  and  b  is  cul- 

>n     experiments,     found    gonococci     ii 
Pathi  1   thai  the  germ  thrives  verj  well, 

■1   the  utricular  glands.     Schindler  acknowl- 
:  hat  there  is  a  large  percentage     1 
cal  infection  above  the  internal  .1-,  in  the  uterine 
mucosa  and  muscularis.     In  support  of  this  ;' 
he  thinks  that  the  uterus  has  an  active 
involuntary,  ami  nol  controlled  b)  the  central  nerv- 

the  gonococci  at 
motile. 

Who.  then,  is  to  sa)   that  the  uterus  is  11 

-and  who  can  deny  that  a  train  of  persistent 
uterine    symptoms    oft  3,     such    as    leu- 

ea,    backache.    heav)     dragging    pelvic      1  n 
invnt    vaginitis    with   gonococci   pres- 
ent?     [quote  Reed:  "Even  in  cases 
nococcus    infection,    in    which    the   pathologic 
changes  have  been  manifested  in  the  deep  utricular 
— and  in   the   muscular   stroma,   with    which 
they  are  surrounded,  hyperplasias  re  or  less 
permanent    character    are    established.       These    are 
the  case-  which  furnish  the  distressing  exampl 
stent   painful   uteri    following   ablation    oi 
appendages.     It  is  to  be  acknowledged  that  the  re- 
moval of  pus  tubes  does  not  restore  many  oi 

to  even  symptomatic  health.     In  many  cases 
an  infected  uterus,  in  spite  of  repeated  euro 
remains  an  infected  uterus,  after  the  removal  of  the- 
ses."   Reed  further  states  that  prim- 
ary surgical  recovery,   with  hysterectomy,  is 

rm  and  attended  with  fewer  embarrassing 
incidents  than  that  following  ablation  of  the  appen- 
dages alone. 

The  most  debatable  argument  advanced  in  favor 
of  retaining  the  uterus  after  ablating  both  tubes  is 
that  with  uterus  and  ovaries  in  situ  the  menstrual 
function  is  preserved.  Granted — but  of  what  par- 
ticular use  is  this  to  the  woman,  since  the  child- 
bearing  function  of  the  womb  has  been  destroyed? 
Most  women  have  no  particular  use  for  their 
monthly  habit  after  removal  of  the  uterus  unless 
they  wish  to  become  pregnant.     So  long  as  their 


ovaries  are  retained  and  the)   are  spared  the 
rors  "i  -m  .0  tifii  ial  men  >pau  ee  no  \  .did 

reason  to  retain  a  possible  infected  organ,  and  one 
winch  is  usuall)  subinvolated,  causing  leucorrhoea 
.mil   even    b  I    have   interrogated 

•1  who  tell  me  that  tin  ■■  ard  to  the 

time  when  the)  cease  menstruating.  The  retention 
of  the  tie  preserves  an  active  sexual  life. 

The    v.  1.    and    with 

the  operation  which  1  advocate,  a  small  portion  oi 
the  uterus  1-  left.      Hiese  pa  ne  oi  them, 

menstruate   regularl)    and   fur  long   periods.     (  >n< 

needs  only  I mpare  t  lark  and  Morris'  results  in 

iSS  cases  of  conservative  operations   oi   pel; 
flammatory  disease  to  see  that  in  all  the  cas<  5(7) 
in    which    a    supra-vaginal    hysterectom)    was   per- 
formed, and  with  bilateral  salpingectomy,  all 
cured.     In  the  remaining  cases     181  1  in  which  the 
uterus   v.a-   left   and  all  kind  I  .  ati\e   work 

performed  mi  the  tubes  and  ovaries,  the  proportion 

u-  nl<  >  abl '    1"  1'  '-.I.    per  111 

In  epitomizing,  I  base  no  choice  of  supra-va 

entirel)  on  posl  operative  clinical 
symptoms  Patholog)  is  a  wonderful  aid  in  our 
work,  and  theories  oftentimi  ml   well  both 

pictorially  and  in  monographs,  but  they  fail  to  com- 
prehend  end  results  as  we  see  them  clinically,  at 
the  bedside,  in  the  clinic  itself,  and  in  our  offices. 
It  1-  the  patient's  comfort  with  which  we  are  con- 
a  rned,  and  I  find  convalescence  easier  in  all  ways 
when  a  supra-vaginal  hysterectom)  is  performed. 
These  opinions  are  radical,  but  it  is  hoped  that 
working  in  this  special  field  will  add  their 
experience'-  to  those  already  submitted,  as  it  is  onl) 
by  comparisons  of  such  data  that  accuracy  of  state- 
ments and  opinions  can  be  established. 
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Cancer  of  the  Stomach. 

Cancer  of  the  stomach  should  be  as  curable  as 
cancer  of  the  breast,  but  unfortunately  it  is  usually 
neglected  until  a  period  when  cure  is  out  of  the 
question.  It  has  been  our  habit  in  the  past  to  wait 
too  long  for  a  diagnosis.  It  is  conceded  that  when 
cancer  of  the  stomach  can  be  positively  diagnosti- 
cated, it  is  too  late  to  expect  a  cure  by  operation ; 
therefore  we  are  brought  to  the  position  that  can- 
cer of  the  stomach  should  be  prevented — in  other 
words,  we  should  operate  in  the  precancerous  stage, 
namely,  during  the  period  of  precancerous  ulcer. — 
Parker  Syms.  in  The  New  York  Medical  Journal. 
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A     CRITK  rSM      1  >F     THE     TECHNU       i 
URETERAL   CATHETERIZATION   OF 
DR.     HOWARD    KELLY,     (PUB- 
LISHED IN  THE  AMERICAN 

JOURNAL  OF  SURGERY. 

JANUARY,    1911). 

Alex.  II.  (  U.\i  \l,  A.D.,  A.M.,  M.D., 

Physician  to  the  Cathcart  and  Richardson  Home.  Devon; 

Anesthetizer  to  the  Bryn  Mawr  Hospital. 

WAYNE,    PA. 

The  method  of  Dr.  Kelly  allows  of  inspection  oi 
the  bladder  by  the  Kelly  cystoscope.  If  only  one 
ureteral  orifice  is  found  to  be  "puffy  or  edematous" 
or  surrounded  by  an  area  of  ulceration,  the  ureteral 
catheter  is  introduced  only  into  this  orifice,  the 
urine  then  drawn  by  ordinary  soft  rubber  catheter 
from  the  bladder  itself,  being  said  to  come  from 
the  opposite  kidney. 

The  objections  to  this  method  are  as  follows: 

First,  it  is  impossible  to  practice  chromocystom- 
eteroscospy  (a  valuable  method)  by  Kelly's  technic 
and  get  the  functional  value  of  each  kidney.  I  have 
recently  seen  in  a  case  of  my  own,  urine  coming 
at  the  same  time,  out  of  the  ureteral  catheter  and  of 
the  orifice  of  the  ureter.  In  this  case  the  right 
kidney  was  functionally  deficient,  but  not  infected, 
while  the  left  kidney  was  functionally  perfect,  bur 
infected  by  the  colon  bacillus.  Imagine  yourself 
drawing  any  correct  conclusions  from  the  method 
advocated  by  Dr.  Kelly!  Both  kidneys  would  be 
declared  to  be  functionally  perfect. 

Second,  a  correct  bacteriological  examination 
could  not  be  made,  as  we  would  get  the  infection 
from  the  bladder,  and  both  kidneys  mixed.  There- 
fore, how  draw  any  correct  conclusions?  In  the 
case  mentioned  above,  both  kidneys  would  be  de- 
clared infected. 

Third,  if  the  bladder  is  infected,  how  say  that 
the  kidney  is  not  infected? 

This  method,  as  applied  to  the  case  alluded  to 
above,  with  one  kidney  functionally  imperfect,  the 
other  kidney  functionally  perfect  but  infected,  would 
certainly  lead  to  a  wrong  diagnosis. 


The  Mortality  of  Delay. 
Next  to  malignancy,  probably  the  darkest  chapter 
in  surgery  is  that  of  intestinal  obstruction,  the  mor- 
tality being  variously  estimated  at  from  65  to  85 
per  cent.  A  small  part  of  this  exceedingly  high 
rate  is  legitimate ;  the  greater  part  of  it,  however, 
represents  the  mortality  of  delay.  The  relief  of 
pain  with  morphia,  and  the  ineffectual  administra- 
tion of  purgatives,  does  not  constitute  conservative, 
but,  on  the  contrary,  reckless  treatment. — Irvtn 
Abell,  in  the  Kentucky  Medical  Journal. 
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On  August  20,  1906,  in  the  Victoria  Hospital,  at 

Bangalore,  .Mysore  Province,  Southern  India,  a 
boy,  aged  18  years,  was  operated  upon  for  extro- 
m  of  the  bladder  and  the  ureters  were  trans- 
planted into  the  rectum,  according  to  the  method 
advised  by  Mr.  Peters,  of  Jaranto.  The  patient 
was  discharged  from  the  hospital  58  days  after  the 
operation.  At  the  time  he  left  the  hospital  he  was 
able  to  retain  urine  in  his  rectum  for  about  four 
hours  during  the  day  and  for  nearly  nine  hours  at 
night,  i.e.,  (during  sleeping  hours,  from  9  p.  m.  to  6 
a.  m.). 

(  In  April  15.  1907,  a  boy,  aged  13  years,  had  his 
ureters  transplanted  into  the  rectum'for  extrover- 
sion of  the  bladder,  and  was  discharged  from  the 
hospital  three  months  after  the  operation.  This  pa- 
tient was  able  to  retain  urine  in  the  rectum  for  about 
four  hours  during  the  day  and  for  nearly  five  hours 
at  night  at  the  time  of  his  discharge  from  the  hos- 
pital. 

I  have  seen  both  these  patients  several  times 
The  second  case  was  seen  by  me  on  February  16, 
191 1,  when  I  found  that  he  was  able  to  retain  urine 
in  his  rectum  for  nearly  six  hours  during  the  dav„ 
and  was  at  times  disturbed  at  night  only  once  be- 
tween 9  p.  m.  and  6  a.  m. 

The  first  case  of  extroversion  of  bladder  was  last 
»ei  n  by  me  about  three  months  ago.  when  the  pa- 
tient was  able  to  retain  urine  in  his  rectum  from  five 
to  six  hours  during  the  day  and  for  nearly  eight 
hours  at  night. 


Careless  Treatment  of  Abdominal  Conditions. 
By  giving  something  for  the  relief  of  indigestion 
in  the  chronic  case,  without  a  physical  examination 
demonstrating  the  presence  of  a  gastric  or  duo- 
denal ulcer  or  gallstones,  the  physician  may  be  re- 
sponsible for  the  peritonitis  which  may  occur  weeks 
or  months  later  as  a  result  of  perforation.  Quite 
as  certainly,  by  giving  a  cathartic  for  acute  indiges- 
tion without  a  physical  examination  in  a  case  of 
gangrenous  appendicitis,  he  may  cause  a  distribu- 
tion of  the  infectious  material  over  the  entire  peri- 
toneal cavity  by  stimulating  peristalsis,  producing 
a  diffuse  peritonitis.  This  in  turn  may  destroy 
the  life  of  the  patient  in  a  few  days. — A.  J.  Ochs- 
xi'R  in  The  Boston  Medical  and  Surgical  Journal. 
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IS    MASSAGE   ALWAYS   CONTRAINDI- 

CATED    IN    ACUTE    GONORRHEAL 

PROSTATITIS? 

\Ye  are  accustomed  to  reading  in  text-books  and 
monographs  that  with  the  development  of  acute 
prostatitis  as  a  complication  of  gonorrhea  local 
(urethral)  treatment  should  be  discontinued  and, 
especially,  massage  of  the  prostate  should  be  by 
all  means  avoided.  If  the  former  advice  is  based 
on  a  timidity  or  conservatism  that  is  not  always 
justified,  the  latter,  at  least,  is  certainly  sound  for 
the  great  majority  of  cases.  There  is  no  doubt 
that  in  most  instances  massage  of  the  acutely  in- 
flamed prostate  will  not  only  increase  the  patient's 
ings,  but  will  be  very  apt  to  lead  to  greater 
trouble  in  the  gland  itself  or  in  other  organs.  But 
as  we  have  previously  pointed  out,*  there  is  a  type 
of  acute  suppurative  gonorrheal  prostatitis,  occa- 
sionally encountered,  in  which  massage,  far  from 
being  contraindicated,  is  the  treatment  that  should 
be  followed !  In  these  cases  "the  symptoms  do  not 
abate  until  daily  expression  of  the  pus  by  m 
is  undertaken,  and  then  they  subside  very  quickly." 

If,  then,  in  most  cases  of  acute  gonorrheal  pros- 
tatitis a  single  massage  may  be  followed  by  disas- 
trous results,  and  in  a  few  cases  massage  is  the 
treatment  that  should  be  employed,  how  are  these 
latter  to  be  recognized?     To  set  up,  as  nearly  as 

•Surgical  Suggestions,  November,   1910. 


possible,  a  specific  indication:  if  in  a  case  of  gonor- 
rheal urethritis  there  develop  symptoms  of  pros- 
tatitis  or  (and)  cystitis  (for  in  these  cases  the 
sometimes   uniformly   turbid   urine   gives   the   mi 

n  of  a  cystitis)  and  if  frequenl  irrigation 
of  the  bladder  and  urethra  >l  >cs  no(  effect  a  cleai 
ing  of  the  mine  and  diminution  in  the  frequencj 
of  micturition,  insert  the  finger  into  the  rectum 
and  gently  compress  (slightl)  massaging  )  the  pros- 
tate— selecting,  if  there  be  uch,  thi  mo  I  promi 
nent  or  softest  area.  If  pus  then  escapes  from  the 
urethra  the  indication  for  massage  is  established. 

Massage  in  these  cases  is  scarcely  more  painful 
than  is  massage  of  the  non-infected  gland.     Never- 

.  it  should  be  conducted  with  great  gentle- 
ness at  first;  as  the  tolerance  of  the  gland  is  learned 
greater  force  may  be  used,  if  needed.     This  mas- 

hould  be  performed  daily,  and  followed  by 
irrigation.  If  the  pus  is  considerable  in  amount 
(and  it  is  apt  to  he),  and  reaccumulates  rapidly. 
two  treatments  a  day  may  be  desirable  for  a  short 
time.  Within  a  week  the  amount  of  pus  expressed 
will  be  markedly  diminished,  the  urine  will  be  much 
clearer  and  the  subjective  symptoms  will  have  sub- 
sided. In  two  to  lour  weeks — the  massage  mean- 
while at  longer  intervals — no  pus  will  be  seen  in  the 
prostatic  fluid  expressed  and.  under  continued  treat- 
ment, gonococci  and  pus  cells  disappear. 

We  are  prepared  for  the  criticism  that  these 
cases  would  get  well  under  the  usually  employed 
conservative  treatment  by  recumbency,  internal 
medication,  etc.;  and  we  are  equally  prepared  to 
dispute  it.  Indeed,  we  are  satisfied  that  this  type 
of  prostatitis  (in  which  the  acini  are  probably 
loaded  with  pus  and  in  which  perhaps  minute 
sses  have  also  formed),  unless  managed  by 
massage,  passes  on  to  the  development  of  an 
i  --. — W.  M.  B. 


THE  NATURE  OF  REXAL  COLIC. 
Despite  convincing  evidence  to  the  contrary  by 
recent  observers,  the  impression  still  seems  to  be 
general  that  renal  colic,  in  cases  of  calculus,  is  due 
to  the  passage  of  stone  down  the  ureter.  Experi- 
mental and  clinical  studies  demonstrate  that 
whether  the  stone  lies  in  the  pelvis  or  the  ureter, 
the  colicky  pain  occurs  only  when  the  tension  in  the 
renal  pelvis  is  increased.  Bevan1  cites  the  case  of 
a  young  woman  who  had  had  a  right-sided  nephrec- 
tomy for  tuberculosis.  She  again  came  under  ob- 
servation suffering  from  anuria.  The  solitary  kid- 
ney was  drained.  A  few  days  later  X-ray  exam- 
ination demonstrated  a  stone  in  the  upper  part  of 
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the  left  ureter.  Although  the  patient  was  abso- 
lutely free  from  pain,  this  stone  was  observed  (by 
successive  A'-ray  pictures)  to  pass  down  the  ureter 
and  into  the  bladder. 

A  considerable  number  of  similar  cases  have  been 
reported  in  the  literature,  and  it  may  be  stated  that, 
in  all  likelihood,  the  passage  of  a  stone  always  de- 
pends on  the  peristaltic  action  of  the  ureteral  mus- 
culature and  not  upon  vis  a  tergo.  The  latter  force, 
the  consequent  increase  of  tension  in  the  pelvis  of 
the  kidney  are  the  source  of  pain.  In  fact,  Kelly- 
has  advocated  distension  of  the  renal  pelvis  for 
diagnostic  purposes.  Right-sided  renal  colic  is 
often  difficult  of  differentiation  from  biliary,  appen- 
dieial,  and  other  colics.  If  the  renal  pelvis  is  dis- 
tended with  fluid  injected  through  a  ureteral 
catheter  passed  into  the  pelvis,  patients  will  at  once 
suffer  from  colic  and  in  very  many  instances  will  be 
able  to  state  whether  or  not  the  experimentally  in- 
duced pain  resembles  the  pain  of  which  they  com- 
plain. Freeman.2  employing  Kelly's  method,  has 
found  it  of  considerable  diagnostic  value. 

It  may  be  stated  as  a  general  dictum  that  pain 
does  not  result  from  the  passage  of  a  stone  along 
the  excretory  duct  of  any  organ — kidney,  gall-blad- 
der, salivary  glands,  etc. — but  depends  upon  in- 
creased tension  within  the  organ  concerned. — H.  N. 


1  Quoted  by  Freeman,  Surg.  Cynec.  and  Obstet.,  1910,  p.  36. 


Surgical  Suggestions 


"Non-bacterial"    pyuria    is    very    suspicious    of 
tuberculosis. 


In    nephrectomy   for   hypernephroma    it    is    very 
important  to  remove  the  renal  vein. 


The  transperitoneal  route,  with  retraction  of  the 
colon,  affords  the  best  exposure  in  radical  neph- 
rectomy for  neoplasm. 


In  case  of  urinary  extravasation  from  rupture  of 
the  urethra,  make  no  attempt  to  pass  a  catheter, 
and  waste  no  time  in  incising  the  edematous  area, 
but  perform  perineal  urethrotomy  at  once. 


In  pyuria  of  prostatic  origin — as  shown  by  mas- 
sage— if  there  has  been  no  recent  infection  and, 
especially,  if  the  pus  is  germ-free,  prostatic  calculi 
should  be  thought  of.  A  skiagraph  will  determine 
their  presence  or  absence. 


In  any  case  in  which  catheterization  is  required, 
however  careful  the  nurse  or  physician,  administer 
hexamethylenamine  as  a  prophylactic  against 
cvstitis. 


Don't  jump  to  the  conclusion  that  a  benign 
stricture  of  the  rectum  is  syphilitic.  Gonorrheal 
proctitis  causes  dense  cicatricial  infiltration. 


If  a  hernia  suddenly  becomes  irreducible,  advise 
prompt  operation;  if  the  patient  vomits,  even  once, 
insist  upon  it ! 


As  part  of  a  hernioplasty  it  is  always  worth 
while  to  reduce  by  sutures  the  hiatus  in  the  trans- 
versalis  fascia  whenever  this  can  be  conveniently 
done. 


There  is  no  convincing  argument  in  favor  of 
amputating  normal  omentum  found  in  a  hernia. 
There  are  sound  arguments  against  it. 


When  performing  lateral  anastomosis  after  in- 
testinal resection,  make  the  opening  reasonably 
near  the  closed  ends.  Long  blind  pouches  may  give 
trouble. 


A  sharp  pain  felt  at  the  outer  end  of  the  groin 
upon  sudden  motion  of  the  thigh,  as  in  starting  for- 
ward from  a  crouching  position  in  a  foot  race,  sug- 
gests fracture  of  the  anterior  spine  of  the  ilium. 
This  occurs  usually  in  adolescents. 


If  a  urethral  discharge  persists  in  spite  of  active 
treatment,  especially  if  it  be  by  silver  salts,  dis- 
continue treatment  for  a  while. 


The  surgeon  who  adopts  the  rule  not  to  tie  off  the 
neck  of  an  inguinal  hernia  sac  until  he  has  dissected 
from  it  all  doubtful  fatty  masses  will  save  himself 
the  embarrassment  of  occasionally  injuring  the 
bladder. 


Smearing  vaseline  over  the  buttocks  in  a  rectal 
examination,  scratching  the  furniture  with  basins, 
spattering  the  carpet  with  plaster  of  Paris,  are  some 
of  the  "little  things''  that  will  lead  some  patients  tc 
consult  thereafter  surgeons  with  more  neatness,  if 
less  skill. 


In  suitable  cases  excision  of  the  tract  of  a  fistula 
in  ano  may  result  in  a  speedy  cure.  Persistence  of 
the  fistula  may  follow  the  operation,  but  so  may  it 
follow  the  slow  healing  procedure  of  free  incision. 


Si  rgi<  \i    Si  m  i'  'i  ■ 


Surgical  Sociology 

Ira  S.  Wile,  M.D. 
DeMrtmenl  I 


The   New 

en   declared   unconstitutional.      New 

i  a   liability   law    for  the  protection 
are  investigating  industrial 
accidents  with  a  view  I  ng  measures 

the  reduction  of  the  accidents  and  for  the  purpose 
of  adequately  regulating  the  burdens  oi  the 

duction  of  potential  human  power 
;■  msible  for  them.     The  De- 
partment of  Commerce  and  Labor  has  issued 
uable  volume  dealing  with  workmen's  insurance  and 
m  systems   in   Europe.      The   American 
Academy  of   Political  and   Social   Science  di 

sideration  of  Risk.-  in  Mod- 
ern Industry. 

The  meaning  of  all  this  interest  lies  in  the  ap- 
■  :'  the  fact  that  human  life  has  hitherto 
been  held  to  be  cheaper  than  any  other  form  of  ma- 
chinery. In  a  sense  labor  is  to-day  being  construed 
as  capital  and  therefore  greater  effort  is  to  be  made 
;  i  prevent  its  wastage. 

John  Mitchell  has  rightly  said:  "It  is  a  strange 
o  momentary  upon  our  boasted  American  civiliza- 
hat  in  the  United  States  nearly  three  times  as 
many    persons,    in    proportion    to   the   number   em- 
ployed, are  killed  or  injured  in  the  course  of  their 
employment  as  in  any  other  country  in  the  world." 
The  excellent  development  of  the  American  hospital 
system  bears  testimony  to  the.  over-development  of 
operative  procedures  from  unnecessary  causes.   1  he 
if  preventable  surgery   is  borne  by   the  local 
community  and  not  by  the  industry  that  is  respon- 
;'or  it!     The  problem  of  the  employers"  liabil- 
ity has  long  been  recognized,  but  the  difficulty  has 
been  to  determine  to  what  extent  the  laws  of  negli- 
gence should  be  made  applicable  to  employ'  i 

Surgeons  possess  a  wonderful  opportunity  to 
demonstrate  the  levy  of  life  and  limb  that  is  taken 
by  the  industrial  Minatour.  Surgical  activity  after 
an  accident  is  insufficient.  Surgeons  should  seek  to 
throw  light  upon  the  errors  of  the  present  system 
of  handling  work-accidents  with  a  view  to  securing 
adequate  constructive  legislation  that  will  tend  to 
reduce  the  number  of  accidents  and  at  the  same  time 
bring  about  a  more  just  distribution  of  the  burdens 
arising  therefrom. 

To  secure  the  fundamental  information  that  is 
essential  for  appreciating  the  injustice  of  the  pres- 
ent methods  in  the  United  States  two  recent  pub- 
lications are  most  valuable.  Work-Accidents  and 
by  Crystal  Eastman,  gives  the  fairest 
presentation  of  the  causes,  economic  cost,  cure  and 
prevention  of  industrial  accidents.  Workin 
Insurance  in  Europe*  by  Lee  K.  Frankel,  and  Miles 
M.  Dawson  gives  the  necessary  information   for  a 


'Charities  Publication  Committee,  Russell  Sage  Foundatii 


perspective.     Industrial  accidents,  as  handled 
ii  ,iu  countries  as  insurance  pi"'1 
lems,  form  .is  important  a  to]  the  prob 

lem  <■!  insurance  against  sickness  and  death,  In 
most  "i  the  discussions  upon  the  problems  "i  in- 
dustria  ■-.  no  medical  or  surgical  voice  has 

been  raised.  Tin  careful  administration  "i  an) 
laws  nl. iiihl;  i"  this  subject  will  require  the  active 
co-operation  of  the  surgical  fraternity.     Intelligent 

:  .it i. .n  nut-  idequati    inl 

tion.      Hie  subject  is  new    and   at   present   the 
are  few   so  that  a  perusal  of  tin-  two  volumes  men- 
will  arouse   interest   in  the  subject  of  pre- 
ventab  ts     and     tin-     general     question 

emanating  from  an)   attempt  ting  them. 

In  May,  mi.',  the  International  (  o 
tin-  Red  i  ross  will  be  held  at  Washington,  l>.  C. 
At  this  time  the  Marie  Feodorovna  prizes,  cstab- 
lished  b)  the  Dowager  Empress  of  Russia,  will  he 
awarded.  There  are  to  be  nine  prizes — one  of  6,000 
rubles,  two  of  3.000  rubles  each,  and  six  of  1,000 
rubles  each.  The  subjects  for  the  competition  are 
as  follows : 

{i)  Organization    of    exacuation    methods    for 
ded   "ii  ilu    battle  field,    involving    as    much 
sible    in    bearers.      (2)    Surgeon's 
portable  lavat  Ties  for  war.    (3)  Methods  of  apply- 
ing dressings  at  aid  stations  and  in  ambulanci 
Wheeled  stretchers.      151    Support  for  a  stn 

back  of  a  mule.  (6)  Easily  portable  folding 
stretcher.  (7)  Transport  of  wounded  between  men- 
of-war  and  hospital-vessels  and  the  cost.  (8)  'The 
besl  method  of  heating  railroad  cars  b)  ,1  systemin- 
dependent  of  -team  from  the  locomotive.  (9)  The 
model  of  a  portable  Roentgen-ray  apparatus, 
permitting  utilization  of  X-rays  on  the  battlefield 
and  at  the  first  aid  stations. 

The  largest  prize  will  be  awarded  for  the  best 
solution  of  any  question  irrespective  of  what  the 
question  may  be. 

During  1910  seventy-six  children  of  school  age 
were  killed  and  215  ware  seriously  injured  by  vehi- 
cles on  the  streets  of  New  York  City.  In  the  same 
city  during  1909  the  list  of  children  admitted  to 
the  accident  wards  of  the  hospitals  of  Manhattan 
and  the  Bronx  included  1,206  names.  The  National 
Highways  Protective  Society  believes  that  about  40 
per  cent,  of  the  accidents  are  due  to  the  negligence 
of  the  children.  Boston  schoolmasters  have  already 
formed  a  Committee  on  Prevention  of  Street  Acci- 
dents to  Children.  Streets  apparently  are  not  for 
children,  but  for  the  purposes  of  traffic  and  adult 
pleasure.  Children  unfortunately  do  not  possess 
adult  intelligence  nor  self-possession  in  the  face  of 
impending  accidents.  School  children  may  be 
trained  as  to  their  rights  on  the  streets  or  may  lie 
given  instruction  in  the  first  aid  to  the  injured,  but 
the  best  method  of  preventing  street  accidents  to 
children  lies  in  adequate  regulation  of  the  speed 
laws,  the  establishment  of  isles  of  safety  on  the  con- 
gested streets,  the  proper  police  protection  of  street 
ngs  at  the  times  of  the  day  that  tney  are  most 
used  by  the  children  going  to  and  from  school,  the 
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removal  of  grade  crossings  of  railroads  and   sim 

ilar  civic  procedures. 

"Keep  the  children  off  the  streets"  is  easily  said, 
but  the  children,   have   some   rights   to   the    street, 

pecially  in  those  congested  parts  of  cities  where 
the  streets  are  the  most  dangerous.  Children  must 
play.  In  the  rural  districts,  or  in  cities  where  the 
home  possesses  a  yard,  the  street  accident  is  a  rarity. 
To  lessen  the  casualties  to  children  in  cities,  play- 
grounds and  parks  are  essential.  Recreation  cen- 
ters, whether  on  school  grounds  or  on  piers,  are 
valuable  means  of  preventing  the  loss  of  children  so 
unnecessarily.  The  setting  aside  of  special  streets 
as  playgrounds  for  children  has  been  tried  abroad, 
but  is  not  much  appreciated  by  Americans.  Chil- 
dren are  entitled  to  protection  because  they  are  un- 
able to  care  for  themselves.  Being  a  baby  has  been 
classed  as  a  hazardous  occupation,  and  even  child- 
hood may  be  regarded  as  a  semi-hazardous  occu- 
pation when  interpreted  in  the  light  of  its  physical 
dangers. 


Book    Reviews 


Gonorrhea  in  the  Male.    A  Practical  Guide  to  Its  Treat- 
ment.    By     Ark.     L.     Wolbarst,     M.D.,     Consulting 

Genito-Urinary  Surgeon,  Central  Islip  State  Hospital; 
Visiting  Genito-Urinary  Surgeon.  People's  Hospital. 
West  Side  German  Dispensary  and  Beth  Israel  Hos- 
pital Dispensary ;  Professor  of  Genito-Urinary  Dis- 
eases, New  York  School  of  Clinical  Medicine.  Duo- 
decimo;    175    -f-    VI.    pages:    50    illustrations.     New 

York:      The   INTERNATIONAL    JOURNAL   OF    SURGERY    Co., 

1911. 

This  small  manual  consists  of  a  series  of  carefully  re- 
vised connected  articles  recently  published  in  The  Inter- 
national Journal  of  Sun/cry.  It  presents  in  an  altogether 
practical  manner  the  symptomatology  and  intelligent  treat- 
ment of  acute  and  chronic  gonorrhea  in  the  male  and  its 
more  common  complications. 

Wolbarst  urges  the  importance  of  gentleness  and  con- 
servatism in  acute  gonorrhea.  "The  human  urethra  is  not 
a  glass  test-tube."  "The  more  virulent  the  inflammation 
in  the  canal  the  less  powerful  and  irritant  is  the  remedy 
to  be  applied."  Except  for  non-specific  urethritis  Wol- 
barst discourages  the  Janet  irrigation  method,  and  em- 
ploys the  injection  of  solutions  of  silver  salts,  to  be  held 
in  the  urethra  ten  minutes  or  more,  increasing  the 
strength  as  the  process  subsides,  the  injections  to  be 
made  once  or  twice  daily  by  the  physician  himself.  He 
finds  internal  medication,  especially  methylene  blue, 
helpful  in  acute  gonorrhea. 

Wolbarst  does  not  follow  blindly  the  time-honored  dic- 
tum to  discontinue  local  treatment  when  prostatitis  de- 
velops. He  does  repeat,  however,  the  time-honored  and 
generally  accepted  teaching  that  "under  no  circumstances 
should  the  prostate  be  massaged  while  the  inflammation 
is  at  its  height."     (See  editorial  in  this  issue.) 

The  technic  of  urethroscopy  in  chronic  gonorrhea  is 
described  with,  however,  only  brief  notes  on  endo-urethral 
treatment.  Electrolysis  is  dismissed  with  a  few  lines. 
Wolbarst  briefly  describes  the  Goldschmidt  method  of  pos- 
terior urethroscopy  and  refers  to  the  recent  instrument  of 
Buerger.  He  deprecates  the  routine  use  of  sounds  and 
dilators  in  posterior  catarrhal  urethritis  in  the  absence 
of  a  stricture  or  infiltrate. 

We  commend  this  sensible  manual  as  a  safe  and  intelli- 
gent guide. 


The   Surgery  of  Childhood,  including  Orthopedic 

gery.     By    Di:    FOREST    Willard,    A.M..     Ml).     Ph.D. 
Octavo;   757   pages;   712   illustration?,   including    17   in 
colors.     Philadelphia  and   London:     J.   B.   Lippincott 
Company,  1911.    $7.00. 
The  recent  death  of   Dr.   Willard  has  deprived  the  com- 
munity of  a  conscientious  and   able   surgeon,   a   competent 
consultant   in    orthopedics,    a    prolific    writer,    and    an    ex- 
cellent   teacher.      As    a    pioneer    in    American    ortho 
surgery   it   was  most  fitting  that   a  book   on   the   surgery  of 
childhood   should   be   undertaken   by   him   and   it  is   to   be 
regretted  that  he  did  not  have  an  opportunity  to  hear  the 
words  of  appreciation  that  his  last  work  must  receive  from 
the  surgical  profession. 

As  might  be'  expected  the  bulk  of  the  volume  has  been 
given  over  to  the  otrhopedics  of  childhood.  In  fact, 
only  225  pages  are  devoted  to  general  surgical  conditions, 
surgery  of  the  head  and  lace,  the  neck  and  chest,  the 
abdomen,  the  genito-urinary  organs,  and  burns,  frost- 
bites and  boils.  With  this  disproportionate  division  of 
the  text  it  is  but  to  be  expected  that  many  general  sur- 
gical conditions  fail  to  receive  their  merited  attention. 
Special  stress  has  been  placed  upon  appendicitis,  hernia, 
foreign  bodies  in  the  air  passages,  and  laryngeal  diph- 
theria; in  fact,  these  themes  form  one-fifth  of  the  mate- 
rial exclusive  of  the  pages  devoted  to  orthopedics. 
Syphilis  as  an  inherited  disease  receives  four  pages  and 
movable  kidney  only  twelve  lines,  while  acromegaly,  which 
i-  very  rare  under  the  age  of  fifteen  years,  is  given 
one-half  a  page.  The  consideration  of  the  subjects  of 
hypospadia  and  epispadia  and  extrophy  of  the  bladder 
is    particularly   full    and    detailed. 

While  styes  may  be  classed  under  the  head  of  boils 
the  advice  to  incise,  curette,  and  follow  with  a  drop  of 
carbolic  acid  is  rather  dangerous  for  a  lesion  so  near 
the  eye.  The  discussion  of  nevi  fails  to  mention  the  use 
of  freezing  methods.  Infantile  hypertrophic  stenosis  of 
the  pylorus  receives  inadequate  attention.  The  most 
surgical  procedure  in  the  treatment  of  enuresis  is  not 
mentioned,  i.  e.,  the  passage  of  sounds.  The  surgery  of 
otitis  media  is  dismissed  by  stating  that  the  condition  is 
so  serious  that  the  services  of  a  skilled  otologist  are  de- 
sirable. There  are  some  strange  slips  of  compilation,  the 
most  prominent  of  which  is  the  inclusion  of  the  occu- 
pation palsies  in  the  surgery  of  childhood.  For  similar 
reason  there  is  a  certain  incongruity  in  having  illustra- 
tions of  a  man  with  a  mustache  half  hidden  beneath  an 
\!!is  inhaler  and  a  woman  apparently  past  forty  years 
as  the  subject  of  bronchoscopy,  etc.  A  single  gleam  of 
humor  arises  from  the  wording  under  Fig.  17  "note  os- 
cillation of  the  eyeballs."  As  a  whole,  the  illustrations 
are  unusually  well  chosen,  particularly  the  ones  relating 
to  tuberculous  joint  conditions. 

An  ample  index  makes  the  use  of  the  book  mosl 
nil  as  a  reference  volume.  Dr.  Willard  intended  the 
book  to  be  helpful  and  suggestive  to  the  busy  prac- 
titioner. He  succeeded  in  making  his  last  contribution,  a 
memorial  of  a  life  devoted  to  the  children,  a  splendid 
evidence  of  his  good  judgment  as  a  consultant,  and 
these  printed  judgments  merit  due  consultation  and  )n- 
-ideration  by  the  surgeons  of  all  times 

The  Treatment  of  Syphilis  with  Salvarsan.     By  Sani- 
srat  Dr.  Wilhelm  Wechselmann.  Medical  Direc- 
tor of  the  Skin  and  Venereal  Disease  Section.   Rudolph 
Virchow    Hospital.    Berlin.     With   an    introduction   by 
Professor  Dr.  Paul  Ehrlich.  of  Frankfurt-on-Main. 
Only   Authorized    Translation    by   Abr.   L.   Wolbarst. 
M.D.,   Xew  York.     Quarto;   175  pages:   15  textual  fig- 
ures and  16  colored  illustrations.     Xew  York  and  Lon- 
don :     Rebman  Company,  1911. 
This  book  of  Wechselmann.  who.  as   Ehrlich   says  in 
his  foreword,  "with  untiring  zeal  and  penetrating  com- 
prehension undertook  the  laborious  and  responsible  task 
of   testing  the   new  method   of   treatment   on   the   large 
clinical   material   at   his   disposal"   is   the   most   compre- 
hensive  work   on   the    subject    by   a    single    author.      It 
embodies  articles  which  for  the  greater  part  have  been 
published  by  the  author  or  by  his  assistants  elsewhere, 
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but  H  ■   of  a 

tent  man  who  has  treated   1,400 
the  new  remedy,     li  is  but  natural  that  with  thi 
derful  results  he  has  attained  in  .1  numbi  i 
malignant   syphilis  chsclmann   win 

■    in   just    those    eases — lie 

■•    .m    enthusiast,    but    nevertheless    he    shows 
sound  judgment  and  a  critical  mind.     It  is  interesting 
:  he  -.nil  prefers  his  method  of  subcul 
on  with  :i  neutral  emulsion,  .1  mode  of  application 
which,  on  account  of  resulting  necrosis,  has  bei  n 
up  by  most   physicians,  the   reviewer  included;   and  it 
is  surprising  to  learn  that  in  his  last  600  cases  he  has 
not   encountered  one  single  instance  of  skin   m 
In  an  addendum  he  brieflj    s]  intravenous 

method        lie    had.    up    to   a    short    tilW  0    more 

than  too  injections  (from  a  recent  publication  w 

that  the  number  has  reached  over  500),  and  i  onsiders  it 

e    patient    is   concerned,   by    far   the 
agreeable.    But  in  its  effect  on  the  symptoms  of  syphilis 

not  seem  to  have  any  advantage-  ovei  the  Other 
methods  of  administration,  an  opinion  which  corre- 
sponds with  the  expi  iewer. 

ith  everything  the  author 
he    book  full  of   instruc- 
tion, stimulation  and  inspiration,     In  its  American  form 
it   is   well   gotten    up,   the   colored   plates   are   very   good, 
but   it   is  doubtful   if   the   value  of  the  work  is  "thereby 
sufficiently    enhanced    to    compensate    for    the    increased 
at  these  plates  entail.     The  German  edition  costs 
one  half  of  the  price  charged  for  the  American  edition! 
The  translator  has  done  his  work  well,  but  a  few  minor 
errors   have   crept   in,  e.   g.,   on    page   21,   the   translator 
states:    "Wilby    D.    came    under    my    observation    in    the 
■    of   Obdach."      I  l.e    reviewer    has    not    the    German 
edition  at  hand,  but  he   feels  sure  that   it  reads  in  staed 
tischen  Obdach,"  the  name  of  a  hospital  in  Berlin 

The  book  can  be  highly  recommended  to  the  syphilol- 
ogist  and  to  the  general  practitioner. 

A  Handbook  of  Practical  Treatment.     By  many  writers. 
Edited  by  Jons   II.  Musser,  M.D.,  LL.D.,   Professor 
of    Clinical    Medicine    in    the    University    of    Penn- 
sylvania,   Philadelphia;    and    A.    O.    J.    Kelly,    A.M.. 
M.D.,  Assistant  Professor  of  Medicine  in  the  Univer- 
sity of  Pennsylvania,  Philadelphia.     Volume  I.     Large 
octavo;  909  pages;  illustrated.     Philadelphia  and  Lon- 
don:   W.  B.  Saunders  Company,  1911. 
The    modern   custom   of   compiling   encyclopedic   works 
on  broad  subjects  in  medicine  by  a  number  of  authors  is 
commendable   despite   its   obvious   disadvantages.     A   sub- 
ject  such   as   "Treatment"    (a   happy  title),  which   covers 
such  an  enormous  range  of  method  that  no  single  person, 
however  versatile,   can   adequately  master  it,  is  therefore 
exceedingly  appropriate  for  exposition  by  specialists.     In 
this  work  excellent  judgment  has  guided  the  selection  of 
contributors.     All  are  recognized  as  masters  of  their  re- 
spective branches. 

This  volume  is  almost  entirely  concerned  with  the  gen- 
eral principles  of  treatment.  The  opening  chapter  on  the 
fundamental  Principles  of  Therapeutics  by  Musser  is  a 
scholarly  presentation  and  in  a  measure  furnishes  the  tone 
of  the  entire  work.  Preventive  Treatment  by  the  deceased 
C.  H.  Harrington,  revised  by  A.  C.  Abbot,  covers  the  gen- 
eral principles  of  prophylaxis  and  disinfection.  The  Gen- 
eral Principles  of  Dietetics  by  Elisall  is  covered  in  69  pages. 
The  chapter  does  credit  to  the  reputation  of  the  author.  The 
important  chapter  on  Dietetics  in  Infancy  by  Mavnarij 
Ladd  is  satisfactory.  It  is  a  pleasure  to  greet  the  familiar 
lucid  style  of  our  old  friend  Sir  Lauder  Brunton,  who 
has  as  his  text,  The  Genera!  Principles  of  Drug  Therapy. 
The  chapter  is  full  of  valuable  therapeutic  hints.  Hek- 
toen's  discourse  on  the  Genera!  Principles  of  Serum 
Therapy  is,  to  our  view,  a  masterpiece.  It  is  the  most 
comprehensive,  most  modern  and  at  the  same  time  tersest 


Minimal  \    ol    the   subject    with   which  we  are  acquainted 

The  bibliography  alone  is  ol  inestimable  value,    The  chap 

the  General  Principles  oj  Orga  w  ui 

li  quati   and  fully  up  to  date,    The  Rest 

Cure   and    Psychotherapy   by    I  barli      W 

Bi  rb  i-  distinguished  bj  ■■  I  >mmon  sense. 

i  ,in,l  Mechanotherapy  by  R.  Tan  M.  I 

i-  an  enormous  chaptei   ol    115  page-.     Practical  applies 

tion  i  'i  these  mi  thi  ids   to  disea  <        ■    , Ilj   empl 

d's    methods    in    locomotor   ataxia    receive   an    im 

prion        The   large   number   of   well    exi 

i  uted   illustrations  add   api  >  th its  ol   th< 

chapter.     In    the    chaptei    on    Hydrotherapy  and    E 
therapy  Guy   Hinsdale  discusses  the  physiological  effect 
of  baths,  tluir  technique  and  theii    ipplication.     His  indi- 

tnd  not  too  im  lu  ivi      Clit  ■   ■     ■  rai 
and  Health    Resorts   l>\    Henry    Sewall   is   an   excellent 

resume.      The    statement    ol     the    physical    attributes    and 

availability   of    the    most    important    resorts    and   clu 

Europi   should  prove  especially  useful.    Thi 
chapters  on    Electrotherapy   by   J.    Montgomery 
and  on  Radiotherapy  by  II.  K.  Pancoast  are  entiri 

isfacti  iry.     In  Misc,  et  apeu  ft'i    \iea  tures  ' ■ 

P.  Muller  describes  such  procedures  as  venesection. 
hyperemia,  spinal  puncture,  fusions,  gastric  lavage,  etc. 
The  chapter  on  the  General  Care  and  Management  oj  th, 
Sick  and  ghi  Ailments  by  M.  Howard 

El  does  not  accord  with  the  high  tone  of  the  re- 
mainder of  the  book.  It  contain,  nothing  that  the  veriest 
tyro  does  not  know.  Pood  Poisoning  and  Po  i  >ning  / 
Reptiles  and  Insects  is  discussed  by  George  Blumer,  Drug 
Poisonings  and  Drug  Habits  by  Horatio  C.  Wood,  Jr  , 
and  Sunstroke  by  James  Tyson.  The  chapter  on  Dis- 
eases of  the  Blood  by  R.  C.  Cabot  is  characterized  by 
its  strong  individuality.  The  work  concludes  with  two 
chapters  on  Diseases  oj  the  Lymphatic  System  bj 
George  C.  Dock  and  the  Surgical  Treatment  of  Diseases 
of  the  Thyroid  and  Parathyroid  Glands  by  Joseph  ( 
Bloodgood. 


Phases  of  Evolution  and  Heredity.  By  David  Berry 
Hart,  M.D.,  F.R.C.P.E.,  Lecturer  on  Midwifery  and 
Diseases  of  Women,  School  of  Royal  Colleges,  Edin- 
burgh.   New  York:    Rebman  Company,  1910. 

This  book  is  altogether  worthy  of  its  versatile  and 
well-known  author.  Alter  briefly  expounding  the  general 
principles  of  evolution  and  natural  selection,  and  the  de- 
terminant theory  of  Weissman,  the  Mendelian  law  is  lucid- 
ly explained.  The  author  offers  a  modification  of  this 
law,  which  to  our  mind  goes  far  in  overcoming  certain 
of  its  defects  and  in  widening  its  interpretation.  As  is 
well  known,  the  Mendelian  law  considers  only  the  somatic 
part  of  the  individual,  and  regards  characters  as  "domi- 
nant" and  "recessive."  Hart  holds  that  the  unit  char- 
acters are  determined  within  the  propagative  part  of  the 
individual  and  merely  assume  the  Mendelian  ratio  in  the 
zyote.  (Soma  plus  propagative  part.)  In  the  representa- 
tion of  the  scheme  of  this  law,  the  soma  and  the  gametes 
must  be  entirely  dissociated.  The  terms  "dominant"  and 
"recessive"  Hart  also  justly  regards  as  expressions  de- 
noting merely  the  time  in  which  these  characters  appear. 
After  the  first  generation,  both  these  characters  are  equally 
dominant. 

A  short  biographical  chapter  on  Mendel  is  followed 
by  one  on  Biometry  and  Mnemism.  The  general  prin- 
ciples of  the  work  of  Galton,  Pearson  and  Lemon  are 
succinctly  outlined.  The  author  then  proceeds  to  a  short 
discussion  of  Variation,  and  elucidates  a  plausible  theory 
of  his  own  in  which  variation  is  regarded  as  due  to  the 
throwing  off  of  polar  bodies,  which  in  this  conception 
contain  determinants  of  unit  character.  De  Vries'  theory 
of  mutation  is  briefly  outlined  and  its  relation  to  evolu- 


Book  Reviews. 


175 


tion  and  Mendel's  law  is  pointed  out.  The  explanation 
of  Heredity  on  the  basis  of  unit  characters  and  Mendel's 
law  is  clearly  expressed  and  the  importance  of  a  proper 
cognizance  of  these  data  in  the  upbringing  of  the  indi- 
vidual is  forcefully  emphasized.  An  interesting  chapter 
on  Heredity  in  Disease  summarizes  the  general  principles 
of  heredity  from  the  physician's  point  of  view.  This  chap- 
ter contains  many  suggestive  topics.  The  remaining  por- 
tions of  the  book  are  of  lesser  importance,  and  deal  with 
Bees,  Evolution  and  Controversy,  The  Handicap  of  Sex, 
Evolution  in  Religious  Belief,  and  men  who  have  Re- 
vealed Themselves. 

The  author's  style  is  lucid  and  has  distinction.  He 
reveals  himself  a  ripe  scholar,  a  penetrating  critic  and  a 
genial  philosopher. 

Practical  Dietetics,  with  reference  to  diet  in  disense. 
By  Alida  I-kances  Pattee,  Late  Instructor  in  Dietet- 
ics, Bellevue  Training  School  for  Nurses,  Bellevue 
Hospital,  New  York  City,  etc.,  etc.  Sixth  edition,  re- 
vised and  enlarged.  A.  F.  Pattee,  Publisher,  Mount 
Vernon,  New  York,  1910;  $1.50. 

The  necessity  of  a  sixth  edition  in  eight  years  is  ample 
testimony  that  this  book  has  found  favor. 

In  this  edition  a  considerable  number  of  changes  have 
been  made.  The  total  energy  value  in  each  dietetic  in- 
gredient is  given,  and  a  table  has  been  introduced  show- 
ing the  food  value  of  the  materials  used.  This  will  aid 
the  physician  in  computing  the  total  value  of  various 
dietaries  without  resorting  to  tedious  mathematical  com- 
binations. The  classification  of  foods  has  been  revised; 
greater  emphasis  has  been  placed  on  the  value  of  mineral 
matter  on  the  diet,  and  there  is  a  fuller  discussion  of 
the  fundamental  principles  of  nutrition.  The  require- 
ments of  various  State  Boards  of  Examiners  for  Nurses 
has  been  added  and  should  prove  a  material  aid  to  pros- 
pective candidates  for  examination.  The  theoretical  and 
"recipe"  parts  of  the  book  have  been  closely  allied,  so 
that  the  student  may  understand  the  purpose  and  function 
of  the  practical  phases  of  her  work. 

An  idea  of  the  extensive  revision  which  this  edition  has 
undergone  may  be  gained  by  the  fact  that  150  pages  have 
been  added.  Despite  this  enormous  addition,  the  book  re- 
mains a  manual  in  the  truest  sense.  The  work  maintains 
all  its  familiar  and  commendable  features.  It  is  one  of 
the  most  useful  books  on  dietetics  with  which  we  are 
acquainted. 

Inebriety.  A  Clinical  Treatise  on  the  Etiology,  Symp- 
tomatology, Neurosis,  Psychosis  and  Treatment  and 
the  Medico-Legal  Relations.  By  T.  D.  Crothers, 
M.D.  Octavo;  358  pages.  Cincinnati,  Ohio:  Har- 
vey Publishing  Company,  1911. 
As  the  subject  of  inebriety  is  more  generally  investi- 
gated by  alienists,  sociologists,  magistrates,  neurolo- 
gists and  clinicians,  its  complexity  increases.  Doctor 
Crothers  has  supplied  an  excellent  compend  of  his  views 
upon  the  subject  in  all  the  various  directions  indicated 
by  the  elaboration  of  the  title.  The  keynote  of  his  work 
lies  in  the  idea  that  inebriety  is  a  disease  and  its  phe- 
nomena are  controlled  by  uniform  laws.  He  believes 
that  the  use  of  alcohol  is  often  merely  a  symptom  of  the 
disease  which  in  turn  may  become  an  active  cause,  so 
that  to  interpret  the  phenomena  of  inebriety  in  terms 
of  alcohol  would  give  only  a  limited  view  of  the  main 
factors  and  causative  agents  of  the  inebriety.  There  is 
some  evidence  of  convergent  mental  squint  in  the  treat- 
ment of  the  subject,  but  the  author  is  frank  in  the  state- 
ment of  his  attitude,  and  his  experience  has  been  suffi- 
ciently varied  to  warrant  many  of  the  suggestions  which 
may  not  receive  general  approbation.  The  greatest  crit- 
icism that  may  be  made  is  that  the  book  deals  in  state- 
ments upon  no  authority  save  that  of  the  author,  though 
there  is  no  attempt  to  substantiate  the  alleged  facts  by 
references  to  the  already  generous  literature  of  the  sub- 
ject.    Moot   questions   are   regarded   as   settled  and  the 


two  sides  of  the  question  are  not  presented  for  the  dis- 
criminating judgment  of  the  reader.  The  plan  of  giving 
a  synopsis  at  the  head  of  each  chapter  is  excellent, 
though  a  full  index  would  make  the  book  more  valuable 
for  reference.  The  purpose  of  the  book  is  to  create  a 
wider  interest  in  the  subject  of  inebriety,  and  in  this 
it  will  certainly  be  successful. 

Foods    and    Their    Adulteration.      Origin,    Manufacture 
and    Composition   of    Food    Products;    Infants'   and 
Invalids'    Foods;    Detection   of   Common    Adultera- 
tions,  and   Food   Standards.     By    Harvey   W.    Wiley, 
M.D.     With    eleven    colored    plates    and    eighty-seven 
other   illustrations.     Second   Edition,   revised   and   en- 
larged.    Octavo  ;  G28  pages.     Philadelphia  :  P.  Blakis- 
ton's   Son  &  Co.,  1911.     Price  $4.00. 
Simplicity  in  diction  and  completeness  in  expression 
of   the   most   modern   information   relating  to   the   food 
questions  characterize  this  splendid  revision  of  the  best 
single  volume  dealing  with  foods  and  their  adulteration. 
Manufacturer  and  consumer,  scientist,  dietician,  physi- 
cian and  layman  are  enabled  to  read  and  appreciate  the 
facts  that  center  about  foods.     It  is  to  be  regretted  that 
the  metric  system  alone  is  used  throughout  the  book,  as 
the  majority  of  general  readers  are  too  unfamiliar  with 
it  to  be  able  to  interpret  the  statement  of  weights  and 
measures.     The  new  matter  in  this  edition  is  found  par- 
ticularly in  the  sections  devoted  to  infants'  and  invalids' 
foods  and  to  the  simple  tests  for  the  home  detection  of 
ordinary  adulterations.     For  the  intelligent  appreciation 
of   the   composition   of  foods   no  better   guide   is   to   be 
secured  than  this  well  arranged,  illuminating  exposition 
of  the  up-to-date  scientific  principles  of  healthful  nutri- 
tion. 

Manual  of  Cystoscopy.    By    J.    Bentley    Squier,    M.D., 
Professor     of     Genito-Urinary     Surgery,     New     York 
Post-Graduate     Medical     School     and     Hospital,     and 
Henry  G.  Bucbee,  M.D.,  Instructor  in  Genito-Urinary 
Surgery,   New  York  Post-Graduate   School   and   Hos- 
pital.    Duodecimo;   117  pages;  illustrated  in  black  and 
in  colors.     New  York:     Paul  B.  Hoeber,  1911;  price 
$3.00. 
This   book,   like   that   of  the   late   Follen    Cabot,   is   ex- 
tremely elementary,  and  will  be  of  use  only  to  those  who 
need   instruction   in   the   rudiments   of   cystoscopic   technic. 
It  would   rather  have  helped   than   marred  the  usefulness 
of  the  work,   even   for  the   novitiate,  to  have   made   it  a 
little   more   complete — the   title,   "Manual   of    Cystoscopy," 
is  deceiving.     The  illustrations  are  very  good ;  the  English 
is   very  bad.     There   is   no   index. 

Collected  Papers  by  the  Staff  of  St.  Mary's  Hospital 
Mayo  Clinic,  Rochester,  Minnesota,  1905-1909.  Oc- 
tavo; 668  pages;  illustrated.  Philadelphia  and  Lon- 
don:    W.  B.  Saunders  Co.,  1911. 

The  numerous,  practical  and  important  articles  that 
have  emanated  from  the  staff  of  the  Mayo  clinic  in  recent 
years  are  fairly  familiar  to  the  profession.  They  do  not 
need  to  be  enumerated  or  reviewed  here.  A  useful  pur- 
pose has  been  served  in  collecting  and  reprinting  these 
articles  in  attractive  book  form. 

The  articles  here  gathered  together  and  grouped  re- 
gionally are  65  in  number,  by  thirteen  authors — Drs.  Wm. 
J.  and  C.  H.  Mayo,  Judd.  Wilson,  Plummer,  Graham, 
Guthrie,  Andrews,  Giffin,  Henderson,  Beckman,  Braasch 
and  MacCarty,  and  Alice  Magaw,  anesthetist.  The  book 
is  edited  by  Mrs.  M.  H.  Mellish,  who  arranged  for  it  a 
series  of  excellent  indices. 

Osteology  and  Syndesmology.     By  Howard  A.  Sutton, 
A.B.,  M.D.,  assistant  in  the   Department  of  Anatomy 
of  the  University  of  Pennsylvania ;  Lecturer  in  Anat- 
omy,    Pennsylvania    Orthopedic     Institute ;     Assistant 
Surgeon,  Methodist  Episcopal  Hospital,  etc.,  and  Cecil 
K.    Drinker,   B.S.     Small  octavo;   225  pages.     Phila- 
delphia :     P.  Blakiston's  Son  &  Co.,  1910. 
Only  the  barest  outlines  of  the  subject  are  offered.    The 
book    has    been    compiled   in    a    form    to   appeal   only   to- 
students.     For  this  purpose  the  book  seems  well  adapted. 
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Progress  in  Surgery 

A  Resume  of  Recent  Literature. 


Chronic    Urethritis   and   Chronic   Ureteritis    Caused   by 
Tonsillitis.     Gin      1 

the    urinar] 
■u iliar  with  I  irethri- 

in  which  ivt 
■.  thing  but  a 
.  .    «  iih  these  patii 
that  tl  itment  than 

i  1  the  inflammation  more 
ntly  in  the  porterior  third  of  the  urethra   rather 
than   in  the  anterior  third,   where   it   is  more   i 

illustrative    oases   are    reported 
d      He  finds  the  evidence  of  their  connec- 
tion with  tonsillar  disord<  I  to  warrant  a  more 
hronic   urethi  .-.  if   we  can 
them  by  tonsillecl 

>■   will   make   an   important   ad- 

e  possible  connection  between 

tonsillil  mght  to  his  atten- 

,'y  recently,  and  h(  of  this  type. 

of  which  the  tonsils  had 

feature  in  one  of  these  patient  had  a 

h   attempt  to 
catheterize  th  I  [e  believes  that  this  new  theory 

producing  ureteral  stric- 
may  be  found  to  explain  some  otherwise  obscure 
miliar    with    male 
urinary  work,  he   i-   informed   thai    many  cases  of  pos- 
urethral  inflammation  cat  ced  to  gonor- 

rheal infection.     Dr.   Geraghtj  lopkins  Hos- 

n    i  ases   of   acute   pros- 
tatitis with  abscess  formation  occur  during  or  immedi- 
Fter   tonsillitis,  and  lie   thinks   that    it   is  not   im- 
i    urethritis  may  have 
a  like  origin. 

Nephroureterectomy.     Descripl  nple  and  Im- 

proved    '  \Rn    Liuenthal.    New    York. 

Annals  of  Surgery,  April 

i  inced  of  the  r  removal  of  the  diseased 

ureter,  especially  in  cases  of  tuberculosis,  the  writer  pro- 
as   follows:      Extraperitoneal   nephrectomy   by    any 
of   the   appn  upper  end   of  the  ureter 

is  divided,  its  stump  carbolized,  and  a  flexible  urethral 
bougie  is  passed  down  towards  the  bladder  and  tightly 
tied  in  place  above.  The  lumbar  wound  is  closed  in  the 
usual  manner,  the  patient  turned  on  his  back,  and  a  small 
extraperitoneal    ex;  through    an    incision 

above  Poupart's  ligament.  The  styletted  ureter  is  readily 
found,  delivered  out  of  the  wound,  and  the  bougie  is 
withdrawn  by  an  ass  stant  at  the  nephrectomy  wound. 

pull  will  release  the  upper  end  of  the  ureter,  which 
may  easily  then  be  followed  down  to  the  bladder  and 
firmly  ligated  and  removed  as  close  to  the  bladder  as  de- 
sired. This  accessory  ureterectomy  takes  but  a  few  min- 
utes in  Lilienthal's  hands. 

Renal  and  Ureteral  Calculi  in  Childhood,     i  De  La  Lith- 
Ches    L'Enfant).     Rafint, 
Des     Maladies     Genito-Vrinaires. 
March  2,  1911. 

tudy  of  the  literature  and  from  a  considerable 
number  of  personal  communications  the  writer  concludes 
that  renal  calculus  is  not  nearly  so  rare  in  childhood  as 
■  rally  thought.  In  not  a  few  rases  of  lithiasis  in 
adults  the  stones  must  have  had  their  origin  in 
childhood.  Rena!  and  ureteral  calculi  are  more  common 
in  maie  children. 

The  symptoms  are  practically  the  same  as  in  adults  but, 


owing   :  i    many  of   the  children    iffi    ted,     hi 

ii.  ntlj    been   im  orreel      In 

lould  bi     mployed     ["hi 
imporl  im 

calculi  .n.   n. 'i  uni  I.  i tple  and  in  di 

I  he  high  nun  talitj    fi  om  opei  ation 
nd  childhood  I  I  nut 

ili  rh  I.,  ing 

.1 1.  nts    with 

arc  parallel   with  those  in  the  adult .  owever, 

that    1 1 ■  phi  I".    in 

f. nits   and   children    suffi  I  i  '■■  Ithough   tin 

immediate   ri  Milts    fi 

ii  "i  the  final  r<  suit-  t.i  maki    di 
ments  i  them. 

Trigger    Finger.     I      f,   O  mcrican 

J  on:  i  Februai 

The  author  report  -    found 

: 

i    I      rticul  i  mi    his 

i 

of  "jamming"'  oi  *    *    witl Iden  n 

lease  of  the  "jamming"  when  thi    pull  becoi 

\ny  distui :  i  the  free-run- 

ning  tendon    and    its    bed    (whether   enclosing    tendon    or 
surrounding  tin 

Therefore,   in    all  oi 

begins  normally,  is  checked  and  is  completed  with  a 
The  motion  mosl   often   affi 

The  condition  is  nol  painful,  as  a  rule      it    s  mosl  com 
mon    in    middle    lii  ng    sewing 

There  is  no  doubl  tli.it   trauma  plays  the  important 

I     occupatii  I  Tin- 
conditions   found   at     ipei n  havi    bei          I 

the  teni  i    i    ergi     vth    local  tubi    ci 

I  (tinning   of   the  '•  ndi  m,  ii  1 1  gulai  it)   oi    thinni i 

thickening  o)  don  sheath.     Thi 

tment  of  "rope   and 

Submucous  Anal  Fistula.    Mi  ' 

Proctologist,  March,  191 1. 
The  writer  has  already    called  attention  to  this  I 
I 
1      It-  origin  seems  to  be  in  oni    of  tin-  glands  that 
abound  m  tin    submucosa  al   tlir  anal  margin.     A  minute 
abscess   forms,   perforates  the   muco-cutaneous   membrane 
and,  it  healing  does  not  take  place,  a  fistula  results.    Tin' 
undermined  muco-cutaneous  membrane  may  become  devi 

talized;  an    ulcer   will   then  develop.      -Many  anal   ulci 
due  to  direct  traumatism  are  caused  in  this  way. 

The  symptoms  of  submucous  fistula  are  ver)    similar  to 

those    of    anal   ulcer,   but   in    slighter   degree.      The    mosl 

marked    feature    is    pain    after    defecation.     Examination 

oi    maj    nol    reveal  the  tiny  opening  of  tin-   fistula,  a 

drop  "f  pus  protruding  from  its  orifice      tl 

line   the   patii  nl   undi  i     in   anesl  in  in 
cover  tin-  lesion.     '  ripps  treats  these  cases  by  a  generous 
incision   through  the  sphincter  ani,  the  incision  traversing 
the  '-I  , ,.  i       tulou     tract. 

Serum  Therapy  in  the  Toxemias  of  Pregnancy,     i  Serum 
thei  a  R-  Freund, 

Berlin.  Medisinische  Klinik,  .March  5,  1911. 
In  1907  Freund  reported  six  cases  of  severe  eclampsia 
that  recovered  after  injections  of  large  amounts  't  horse 
serum,  from  that  time  to  the  present  he  has  been  en- 
in  experimental  and  clinical  studies  oi  the  effects 
rum  therapy  upon  toxemias  of  pregnancy.  On  the 
basis  of  Freund's  work,  Mayer  and  Linser  recently  re- 
ported a  ca-  al  herpes  in  pregnancy  in  which 
the  injection  of  normal  serum  had  no  result,  but  the  in- 
jection of  serum  from  a  normally  pregnant  woman  ef- 
fected a  cure.  The  writer  reports  four  interesting  cases 
of  pregnancy  toxemias;  in  every  instance  the  treatment 
with  serum  from  normally  pregnant  individuals  resulted 
in  cure.  The  first  of  his  cases  was  a  patient  suffering 
from  hyperemesis,  icterus,  a  psychosis  and  an  exti 
prurigo. 
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The     Lumbo-Sacral    Articulation.        In    explanai 

man  \     cases  I  umbi  ciatii         and    "Para- 

plegia."   Jo  G        ii\\ui.    Boston      Boston   Med- 

Journal,  March  16,  19]  I. 
Goldthwait  reports  a  highly  interest!  I  "para- 

in   which   many   of   the    clinical    symptoms   and 
suggested    the    diagi  im  >r    of    the    caiula 

equina.      At    operation    no    tumor    was    found    and    the 
ibnormality   discovered    was   a   narrowing   of   the 
I  canal  at  the  lumbosacral  articulation.  The  author 
undertook   an   anatomical   study   to   explain   the    findings 
in  this  case  ami  concludes  as  follows: 
The  lumbo  sacra)   articulation   varii  atly   in 

depending  upon  peculiarities  in  the  forma- 
tion   of   the    articular    pro 

that  these  peculiarities  ii"t  only  resull 
than  the  normal  strength  of  the  joint,  but  may  represent 
mechanical  elements  which  not  only  produce  -train  and 
.  pain  but  may  lead  to  such  greal  instability  that 
actual  displacement  of  the  bone-  may  result,  with  at  the 
same  tunc  the  separation  of  tic  i  "rtion  of  the 

intervertebral  disk. 

In  such  displacement,  if  the  tilth  lumbar  slides  for- 
ward upon  the  sacrum,  spond\  lie  condition 
is  usually  compensated  for,  and  pressure  upon  the  Cauda 
equina  or  the  nerve  roots  does  not  oi 

If  the  displacement  be  upon  one  side,  the  spine  must 
tted  and  the  articular  proci  ss  of  the  fifth  i-  drawn 
into   the   spinal   canal   with    such    narrowing   that    para- 
plegia  may    result,    or    the    crowding   backward    of   the 
intervertebral   disk   alone   may   be   so   great   as    to   cause- 
similar  paraplegia,  but  of  more  gradual  development. 
Weakness   of   the  joint-   or  the  partial   displacements 
iusc  irritation  of  the  nerves  inside  or  outside  of 
lal  and  produce  the  bilateral  leg  pains  often  called 
sciatica. 

Occlusion  of   Large  "Surgical   Arteries  with   Removable 
Metallic   Bands  to  Test  the  Efficiency  of  the  Col- 
lateral Circulation.     R.    Matas    and    C.    W.    Allen, 
New  Orleans,  Journal  of  the  American  Medical  Asso- 
8,  1911. 

The  importance  of  testing  the  efficiency  of  the  colat- 
eral  circulation  before  permanently  obstructing  or  oblit- 
erating the  main  regional  trunk  was  the  incentive  of  an 
experimental  inquiry  by  Matas  and  Allen.  In  addition  t< 
their  prime  object,  which  was  to  devise  a  satisfactor) 
means  of  testing  the  efficiency  of  the  collateral  circulation. 
1  ere  especially  concerned  with  the  kind  of  material 
best  suited  for  the  compression  of  the  arteries,  combining 
the  features  of  tissue  tolerance,  facility  of  application, 
easy  removal,  and  a  minimum  of  trauma  to  the  arteries. 
The  ordinary  ligature  damages  the  arteries  of  necessity, 
and  they  used,  therefore,  metallic  bands  about  as  wide  as 
one  diameter  of  the  vessel  operated  on.  First,  fine  silver 
wire  strands  soldered  together;  second,  thin  aluminum 
held  around  the  vessel  by  clamping  their  free  ends 
with  soft  lead  clips;  third,  aluminum  strong  enough  to 
maintain  the  desired  degree  of  compression.  These  last 
(Nos.  14  and  16,  Brown  and  Sharp's  sheet-metal  gi 
were  used  to  the  exclusion  of  the  others  in  the  latter  part 

experiment.     These  bands  are  cut  long  enou 
be  used  as  aneurysm  needles,  bent  and  curved  in  the  shape 
of  a  flat  hook,  readily  insinuated  between  the  bloodvessel 
and  its  sheath.     They  were  then  gently  compressed  h 
fingers  of  the  operator  until  the   pulse  on  the   distal   side- 
became  imperceptible.     Over  forty  dogs  were  used  and  the 
time  the  arteries  were  kept  compressed  ranged  up  to 
days  or  more.    They  have  also  been  applied  in  the  human 
subject   fourteen   times   to   the   carotid   and   subclavian   ar- 
teries, as  test  occlusions,  but  in  no  instances  did  disturb- 
ances   of   the    cerebral    or   peripheral    circulation    develop. 
In  the  fourteenth  case  the  prophylactic  value  of  this  method 
of  occluding  the  arteries  was  brilliantly  demonstrated  in  a 
patient   suffering   from   pulsating   exophthalmus    in    which 
ligation  of  the  right  carotid  had  been  done  twenrj 
previously.     The   patient  came  to   Dr.   C.    H.   Mayo,   who 
occluded  the  common  carotid,  leaving  the  somewhat  loos- 
ened clip  on  so  as  not  to  disturb  patient's  vision.     In   all 


of  .Matas'  cases  perfect  tolerance  of  the  band  by  the  ti-- 
sues  was  demonstrated.  As  the  result  of  the  inquiry  the 
following  conclusions  were  arrived  at:  1.  It  is  possible  to 
compress  a  vessel  to  the  point  of  obliterating  the  pulse 
nd  maintain  this  pressure  for  from  three  to  four  days 
before  obliterative  endarteritis  occurs.  2.  All  the  vessels 
clamped  in  this  manner  stand  compression  seventy-two 
hours  without  recognizable  gross  visible  changes ;  some 
begin  to  show  decided  changes  in  ninety-six  hours.  The 
results  of  histologic  examination  by  Dr.  F.  B.  Gurd  are 
yiven  and  no  intimal  or  endothelial  changes  were  ob- 
served, except  in  two  instances,  in  which  excessive  pres- 
sure had  crushed  the  vessel  wall.  In  one  case,  in  which  a 
portion  of  a  carotid  which  had  been  clamped  for  seventy- 
two  hours  was  excised  shortly  after  the  removal  of  the 
clamp,  there  was  a  fusiform  dilatation  with  complete  de- 
duction of  muscle-fibers,  excepting  a  few  nuclei  in  the 
outer  zone,  which  stained  poorly.  Just  what  was  the 
determining  factor  in  this  is  not  altogether  clear.  The 
process  must  have  been  rapid.  In  vessels  which  had 
been  subjected  to  clamping  for  four  days  or  more  there 
was  not  so  much  tendency  to  return  to  normal  conditions. 
The  lumen  remained  obliterated,  but  with  very  little  evi- 
dence of  degenerative  changes.  There  seemed  to  be  no 
tendency  to   thrombus. 

Hypophysis  Extract  to  Cause  Uterine  Contractions. 
(Hypophysenextrakt  ah  Wehenmittel.)  J.  Hofbrauer, 
Koenigsberg.  Zentralblatl  fur  Gynakologie,  January 
28,   1911. 

Experimentally,  extract  of  the  hypophysis  has  been  found 
to  produce  contraction  of  both  the  pregnant  and  non-preg- 
nant rabbit  uterus.  It  has  been  used  to  control  post-partum 
atony  and  hemorrhage  in  human  beings.  Hofbauer  has 
given  0.6-1.3  gins,  of  protuitary  extract  subcutaneously  in 
12  cases  in  which  the  labor  pains  were  weak  and  infre- 
quent. In  all,  within  a  few  minutes,  pains  became  strong 
and  frequent,  sometimes  almost  too  strong  during  the 
second  stage.  Another  result  is  prompt  micturition,  which 
also  occurs  in  the  puerperium  even  if  catheterization  was 
previously  needed.  Unlike  ergot  effects,  the  labor  pains 
do  not  become  tetanic  from  hypophysis  injections. 

Surgical  Diseases  of  the  Umbilicus.      T.      S.      Cullen, 
Baltimore.      Journal    American    Medical    Assoc 
February    11.    191 1. 

Cullen,  after  noticing  the  principal  literature  of  the 
subject,  enumerates  and  discusses  the  surgical  disorders 
affecting  the  umbilicus.  Among  the  non-malignant  ab- 
normalities he  mentions  so-called  adenoma,  funnel-shaped 
umbilicus,  cystic  cavities  in  the  abdominal  wall,  attach- 
ment of  Meckel's  diverticulum  to  the  navel,  patent  om- 
phalomesenteric duct,  and  prolapsus  of  the  bowel  through 
such  duct.  The  term  adenoma  is  a  misnomer,  but  has 
been  so  long  in  use  that  he  employs  it.  It  simply  con- 
sists in  the  funnel  of  mucosa  being  forced  outward  and 
turned  inside  out.  Adenoma  may  be  ligated  and  cut  off 
or  allowed  to  drop.  The  parents  should  be  cautioned 
to  watch  the  child  for  any  obstructive  occurring.  A 
funnel-shaped  umbilicus  can  be  removed  by  an  elleptical 
incision  removing  the  entire  area  and  exploring  for 
Meckel's  diverticulum,  which,  if  found,  should  be  removed, 
while  for  its  closure,  but,  if  open  after  six  months,  it 
should  be  dissected  out  down  to  the  ileum  and  removed. 
A  lookout  should  be  made  for  obstruction  in  any  case 
When  large  it  should  be  removed  at  once,  winch  is  not 
very  dangerou-  in  a  healthy  child.  When  prolapsus  with 
inversion  has  occurred,  signs  of  shock  have  usually  ap- 
peared and  the  chances  of  saving  the  child  are  slight. 
Of  the  malignant  growths  of  the  umbilicus,  four  varieties 
are  recognized:  (1)  primary  squamous-celled  carcinoma; 
(2)  primary  adenocarcinoma ;  (3)  sarcoma:  (4)  secondary 
carcinoma.  The  first  of  these  is  very  rare  and  its 
appearance  is  that  of  skin  cancer  ulcer.  Primary 
adenocarcinoma  seems  to  be  more  frequent,  but  there  is 
some  confusion  about  it  because  of  the  possibility  of  its 
being  secondary  to  disease  elsewhere.  Pernice  has  col- 
lected six  cases  of  sarcoma  but  Cullen  seems  to  think- 
that  the   evidence   is   not   very  convincing  regarding  most 
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of    them    which    m  condary 

and   is 
i-    length.     1 1    ;m    umbilical    nodule    is 
detected   in   a   middle-aged   person   Cullen   says   tl 

s   must   be   thoroughly   in- 

l  lu    futilirj 
n    the    prim  .,    in    the   ab- 

domen   is  mphasized. 

Physiological    Implantation   of    the    Severed    Ureter   or 
Common     Bile     Duct     Into     the     Intestine.      R.    C 
urnal    Amtri, 

irj    11.   ion. 

Cofh  the    method    devised    by    him    oi    im 

i  the  uterus  and  bile  ducts  into  the 

.    he   claims,   of   making   a 
from  the  ml  ,  ■   or  urinarv 

■ 
■  um   and    the   entra  ureters 

into  the  bladder  he  finds  that  the  bile  ducts  and  ureters" 
alter    penetrating    the    serous    ai 
under    the    mucous    membrane    for    ap 
quarters    oi    an    inch    before    emptying,    thus    making    a 
valvular    opening.      The    q  how    to    du 

this  artificially.  It  was  found  not  practicable  to  pass 
forceps  between  the  layers  of  the  intestine  for  the  pur- 
pose of  drawing  the  ducts  through.  He  I 
during  the  course  of  a  gastroenterostomy,  the  mucous 
membrane  puffed  up  between  the  cut  edges  of  the  serous 
?"d  mu  .  and  he  devised,  therefon  follow- 

ing method:  -First,  the  duct  is  located  and  ligated  with 
linen  or  silk  near  its  point  of  entrance  into  the  duodenum. 
It  is  then  cut  in  two  above  the  ligature  and  the  edges 
caught    and    held    with    mosquito    forci  ,-    wall 

of  the  duct  is  split  down  with  a  pair  of  scissors  \ 
linen   suture   is   then    passed    lb.  of  the 

duct  so  as  to  include  about  one-half  of  it,  and  tied 
The  linen  thread  is  then  thrown  around  the  other  half 
and  tied,  and  the  Io  threaded  into  two  needles 

By  this  method  the  lull  strength  of  the  duct  is  retained 
for  traction,  while  the  opening  is  maintained  by  the  split. 
The  end  of  the  duct  is  then  wrapped  with  gauze  while 
the  intestine  is  prepared  for  its  reception,  which  i 
as  follows:  The  part  of  the  intestine  desired  i- 
up  and  an  incision  made  down  through  the  per 
and  muscular  coats,  including  submucous  tissue,  until  the 
mucous  membrane  pouts  out  through  the  incision.  This 
incision  should  be  about  one  inch  long  or  more.  S< 
live  or  six  sutures  are  passed  which  pick  up  the  peritoneal 
and  muscular  coats  on  each  side  of  the  incision.  The 
suture  at  the  upper  end  of  the  incision  is  tied  as  a 
control  suture.  The  intermediate  intestinal  sutures  are 
lifted  up  on  the  flat  handle  of  an  instrument  as  they 
cross  the  incision.  Xow  the  intestine  is  brought  down 
close  to  the  end  of  the  split  duct  and  the  two  needles 
carrying  the  threads  (traction  sutures)  are  passed  on 
the  end  of  the  duct  beneath  the  four  or  five  intestinal 
sutures  and  through  the  stab  wound  in  the  mucous  mem- 
brane into  the  intestinal  lumen  and  out  through  the  in- 
testinal wall,  three-quarters  of  an  inch  farther  along  the 
intestine  and  one-eight  to  one-quarter  inch  apart.  By 
making  tension  on  these  threads  and  at  the  same  time 
pushing  the  intestine  toward  the  duct,  the  duct  is  drawn 
beneath  the  intestinal  sutures  through  the  stab  wound  into 
the  intestinal  lumen,  when  the  two  ends  of  the  threads  on 
the  duct  are  tied  on  the  outside,  thus  anchoring  the  end 
of  the  duct  on  the  inside  of  the  intestine  at  this  point. 
The  intestinal  sutures  are  then  tied.  After  this  operation 
the  duct  lies  just  beneath  the  mucous  membrane,  which 
has  been  loosened  for  approximately  three-quarters  of 
an  inch  of  its  course,  so  that  it  slides  easilv  in  its  new 
channel.  It  is  therefore  necessary  to  tack  "the  ureter  to 
the  peritoneum  of  the  intestine  near  its  point  of  en- 
trance by  two  or  three  fine  linen  or  silk  sutures."  The 
implantation  of  the  bile  ducts  is  performed  in  the  same 
manner.  Details  of  the  experiments  on  dogs  are  given. 
The  mortality  by  the  old  methods  in  these  animals  is 
high,  but  the  experience  with  physiologic  implantation  is 
much    better.      Ascending    infection    seems    to    be    nearlv 


ehmu  .1.    if    the    resull    of    th< 

physii  h      'i    provi    to    bi    a     much    bettci 

ui  the  hum  i  bi  i  i   in   dog  .  the   moi 

'alit)  ■  i  ooinl  that  would  make  the 
operation  justifiable. 

Parathyroid  Implantation  in  the  Treatment  of  Tetania 
Parathyreopriva.     \\     I  I  ,     Australia, 

Anna  [911. 

d   bi  en  perfi  1  med  in  two 
the  relii  Basei  diseasi       Each  isted  in 

the   removal  the  gland   and,   al 

1  ach   opi  l    the  postei 1  ipei  1   ol 

ind   diffii  nit  om   thi 

authoi  's    n  he    parathj  roid 

glands   in   relation    to   tetanj    had   been   pooh   1 hed,   hi 

. 
second  imy    the 

us   in   the  etii         1  .  I    I   pfi  al 

eight 

parathyroids  wen  bi  ui  Combined  with  chloral,  the 
attacks  were  fairly  well  controlled  by  this  therapy  for  a 
month  The  improvemenl  aftei  the  injection  of  th< 
emulsii  1  emporai        1  mu    io       made   fi  om 

-  'I  '-:'.m<Is  11, -\  er  confei  red  anj  bi  nefil  upi  m  this 
patient,  ["here  was  great  improvemenl  foi  twelve  days 
following  the  implantation  of  two  parathyroid  from  a 
living  dog.  This  procedure  wa  repeated  threi 
later,  with  a  less  striking  result.  The  implantation  ol 
pai  athyroids  presi  nl  rolled 

the   tetany    for    eleven    days. 

The  author  then  determined  to  attain  .1  permanent  re 
suit  by  implantation  of  monkey's  parathyroid,  but  evi- 
dences of  ti  lain  returned  after  sixteen  days  (the  longest 
period  of  relief  obtained   from  parathyroid  therapy),  when 

i!      returned    human    parathyroids    wen 
implanted,    after    which    no    further    evidence     of    tetany 
appeared. 

Operative  Treatment  of  Wounds  of  the  Heart.    G.  W. 
W.   Brewster,    M.D.,   and    Samuei     Ro  )A.T> 

Boston.     Annuls  of  Surgery,   March,    101 1. 

Adding  a  fatal  case  to  the  reported  list  of  operations 
fur  wounds  of  the  heart,  the  authors  analyze  the  methods 
i>f  treatment  employed.  There  is  as  vet  no  standard' 
method  of  treatment,  because  no  individual  has  had 
'  xperience  with  operations  in  these  cases  to  enable 
him   to  speak  authoritatively. 

The  diagnosis  of  heart  injury  is  difficult:  heart  wounds 
rarely  exist  without  pleural  involvement  One  need,  there- 
fore, not  hesitate  to  widely  open  the  pleura,  especially 
when  differential  pressure  can  he  employed.  Differential 
pressure  is  not  an  absolute  necessity,  hut  it  is  of  great 
value  to  control  the  respiratory  function,  to  regulate  the 
heart-bent,  and  to  inflate  the  lungs. 

Ostei  should    not   he    employed    to    expose 

the  precordium.  The  best  incision  is  one  in  the  anterior 
portion  of  the  fifth  or  fourth  interspaces.  A  rib-spreader 
will  then  usually  give  adequate  exposure.  In  some  cases 
the  heart  wound  may  be  of  sufficient  size  to  permit  vio- 
lent hemorrhage  at  the  time  of  suture:  in  such  cases 
interrupted  manual  compression  of  the  cavae  may  control 
the  bleeding,  the  authors  believe.  Drainage  of  the  peri- 
cardium  is  not   necessary.     The  pleural   cavity   should   be 

Progress   in   the   Field   of   Surgery    of    the    Peripheral' 
Nerves.   (Fortschritte  auf  dem  Gebiete  dcr  Chirurgie 

dcr     Peripheren     Nerven).       D.     II.     Spitzy,     Graz. 

Allgemeine   Wiener  Medisinische  Zeitung,   Nos.   7,  8' 

and  o.  1911. 
The  author  largely  concerns  himself  with  the  treatment 
of  paralysis  by  means  of  nerve-plasties.  The  more  peri- 
pheral the  cause  of  the  paralysis  the  more  extensive  will 
the  operative  procedures  be  to  cure  or  relieve  the  palsy. 
The  generaly  employed  treatment  of  plexus  paralysis 
(brachial)  has  been  and  still  is  mechanical  and  electrical, 
extended   over  many  months.     Spitzy  believes  that  by  an 
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early  operation  in  these  cases,  secondary  palsies  and  other 
changes  will  be  avoided  or  ameliorated,  and  torn  nerves 
may  be  sutured  or  successfully  anastomosed  (as  a  pri- 
mary procedure).  Many  of  the  unfortunate  results  of 
birth  palsy  can  be  avoided  by  earlier  operation ;  the  na- 
ture of  the  palsy  will  always  indicate  the  brachial  roots 
involved. 

Flaccid  paralysis  after  anterior  poliomyelitis  may  de- 
pend upon  a  certain  amount  of  atrophy  with  preservation 
of  the  nerve-endings  in  muscle  or  there  may  be  com- 
plete change  of  the  musculature  to  a  mass  of  fatty  and 
fibrous  tissue.  The  success  of  a  neuroplasty  therefore 
depends  entirely  upon  the  amount  of  nerve-musculature 
preserved.  Spontaneous  regeneration  of  course  occurs 
in  a  certain  percentage  of  the  cases.  Whatever  regenera- 
tion is  to  take  place  will  show  itself  within  a  few  weeks 
after  an  attack  of  poliomyelitis.  Therefore,  operation 
should  be  advised  in  the  favorable  cases  at  a  far  earlier 
period   than   is   generally   considered   proper. 

When  is  the  operation  of  neuroplasty  indicated  in  these 
cases?  If  the  paralysis  is  so  extensive  that  very  little 
healthy  nerve  tissue  is  left,  nerve-plasties  are  not  indi- 
cated. Such  instances  are  cases  for  tendon-plasties  and 
in  the  lower  extremity,  arthrodesis.  Tendon-plasties  are 
also  indicated  in  cases  where  the  paralyses  are  widely 
scattered  over  several  groups  of  muscles.  But  nerve- 
plasty  is  indicated  when  muscles  are  paralysed  that  belong 
to  one  group,  supplied  by  one  nerve-trunk.  For  early 
operations  in  these  cases  central  implantation,  partial  or 
complete,  is  the  method  of  choice.  The  author  describes 
the  methods  of  nerve-plasties  generally  employed. 

Drainage  of  Ascitic  Fluid  Into  the  Subcutaneous  Cel- 
lular Tissues.      1  Essais    De    Drainage    De    L'Ascitc 
Dans   Le    Tissue    CcUulaire   Sous-Cutane) .      P.    Mau- 
claire,  Paris.     Archives  Generates  de  Chirurgie,  Jan- 
uary 25,    191 1. 
The  author  first   reviews  the   methods   employed   in   the 
operative  treatment  of  abdominal   ascites   due   to  cirrhosis 
of  the   liver.     Omentopexy  has  yielded   some   satisfactory 
results,   but   according  to   Mauclaire's  observation,   hepatic 
insufficiency  (tested  by  experimental  glycosuria)   is  a  con- 
traindication to  the  operation  and  is  even  dangerous.    Such 
operative    procedures    as    hepatopexy.    porto-caval    anasto- 
mosis  established   indirectly   by   making   a   communication 
between  the  avorian   and   mesenteric  veins  or  directly  by 
means   of    the    Eck   fistula,    are    still    in    the    experimental 
stage.     Drainage  of  the  peritoneal  cavity  into  the  saphen- 
ous vein  has  been   performed   several  times;   in   three   of 
five  cases  the  communication  became  obliterated. 

In  seven  cases  of  ascites  (two  due  to  hepatic  cirrhosis, 
the  remainder  from  new  growth  and  tuberculosis),  Mau- 
claire  established  subcutaneous  drainage  by  means  of  a 
T-tube.  The  longitudinal  branch  was  inserted  into  the 
pelvic  portion  of  the  peritoneal  cavity,  the  horizontal 
branches,  into  the  subcutaneous  cellular  tissue.  Mauclaire 
feels  satisfied  that  this  procedure  establishes  good  drain- 
age for  the  ascitic  fluid  but  believes  that  further  studies 
are  indicated  with  his  and  other  methods  to  determine 
upon  the  advantages  and  disadvantages  of  auto-draining 
fluid  that  may  be  toxic  or  otherwise  pathological. 

Fracture  of  the  Clavicle  Its  diagnosis  by  means  of 
respirator}-  sound.  S.  Erpmax.  Xew  York.  Journal 
of  the  American  Medical  Association,  March  11,  1911. 
S.  Erdman  calls  attention  to  a  former  publication 
noting  the  fact  that  there  is  a  distinct  transmission  of 
both  voice  and  breath  sounds,  probably  from  the 
trachea,  outward  along  the  shaft  of  the  clavicle.  A 
fracture  of  the  bone  therefore  should  cause  a  break  in 
the  sound  propagation,  and  this  is  found  to  be  the  case 
and  may  be  utilized  in  diagnosis.  In  a  series  of  fifteen 
cases  reported  in  his  former  paper  there  was  a  com- 
plete loss  of  these  auscultatory  sounds  on  the  injured 
side,  in  contrast  to  their  presence  on  the  other.  In  his 
former  study  he  used  the  stethoscope.  He  has  since 
used  a  simpler  method,  available  in  young  children  who 
cannot  be  made  to  whisper.  It  is  the  recognition  of 
vocal  fremitus  by  the  palpating  finger  which  can  detect 


the  cries  of  even  the  youngest  child.  The  thumb  or 
index  finger  of  each  hand  is  placed  on  the  correspond- 
ing clavicle  of  the  patient,  without  pressure,  and  grad- 
ually moved  from  near  the  sternal  end  outward  sym- 
metrically, while  the  patient  repeats  some  sonorous 
word.  With  complete  fracture  the  fremitus  is  sud- 
denly lost  or  very  greatly  lessened  at  the  point  of  frac- 
ture and  beyond,  and  it  is  often  possible  to  follow  the 
obliquity  of  the  line  across  the  shaft  at  the  point  of 
fracture.  The  normal  fremitus  of  the  whole  scapular 
region  and  chest  is  very  different  in  intensity  and  very 
easily  distinguished.  He  says:  "In  many  cases  in  frac- 
ture of  the  clavicle,  inspection  alone,  or  the  most  super- 
ficial palpation,  reveals  without  difficulty  the  presence 
and  the  site  of  the  break,  and  no  further  examination 
is  necessary;  but,  for  the  above  method,  I  claim  the 
ease  with  which  the  signs  are  to  be  elicited,  the  free- 
dom from  painful  palpation  of  the  fractured  bone,  and 
its  great  value  as  an  aid  in  the  diagnosis  of  the  cases 
in  which  the  fracture  is  in  the  outer  end  or  in  the  shaft 
without  deformity,  and  in  all  doubtful  cases." 

Lymphogranulomatosis  (Paltauf -Sternberg).  E.  Fa- 
biax,  Leipzig.  Zentralblatt  fur  Pathologie,  February 
28,  1911. 
Fabian  summarizes  a  remarkably  comprehensive 
paper  as  follows :  Lymphogranulomatosis,  the  most 
common  of  lymphomatoses,  is  histologically  a  character- 
istic affection  of  the  lymphatic  system,  which  belongs 
to  the  class  of  infectious  granulomata.  It  has  many 
points  in  common  with  tuberculosis  and  syphilis;  its 
similarity  to  Aleukemia  is  largely  a  clinical  one,  and, 
up  to  the  present,  even  a  gross  pathological  one;  his- 
tologically, however,  the  two  diseases  are  entirely  dif- 
ferent. At  the  autopsy  table,  the  glands  are  enlarged, 
and  there  is  a  modular  infiltration  of  the  spleen  (por- 
phyry spleen)  liver,  lungs,  kidneys  and  bone-marrow. 
Owing  to  necrotic  foci,  the  cut  section  presents  a  char- 
acteristic appearance.  Rarely  the  disease  remains  local 
(mediastinal,  or  splenic  granuloma).  The  question  of 
the  etiology  is  still  undecided.  We  recognize  a  tuber- 
culous, a  syphilitic  and  a  kryptogenetic  lymphogran- 
ulomatosis.    A  complete  bibliography  is  appended. 

Electric  Treatment  of  Obstruction  and  Post-operative 
Paralysis  of  the  Bowel.  W.  F.  Dieffenbach,  New 
York.  Journal  of  the  American  Medical  Association, 
April  1,  1911. 
A  new  technic  for  intestinal  obstruction  and  postopera- 
tive bowel  paralysis  is  offered  by  Dieffenbach.  It 
consists  essentially  in  the  employment  of  seminormal  sa- 
line enemas  through  a  hollow  electric  electrode  connected 
with  the  galvanic  current,  followed  later  if  necessary  by 
faradization  with  similar  enemas.  He  describes  the  tech- 
nic in  detail,  using  a  24-dry  cell  apparatus  with  the  usual 
attachments  for  galvanic  and  faradic  currents  with  a 
galvanic  current  of  15  M.A.  After  three  minutes  of  elec- 
trolysis, with  the  negative  pole  in  the  rectum  and  the 
positive  over  the  ascending  colon,  the  pole  is  reversed 
about  every  30  seconds  for  five  or  ten  minutes,  which 
usually  produces  peristalsis  and  desire  for  evacuation. 
If  this  is  not  sufficient  following  the  interrupted  galvanic 
treatment  the  rheophores  is  made  to  the  high  tension 
faradic  coil  and  the  current  manipulated  through  the  sec- 
ondary coil  so  as  to  produce  gradually  increasing  and 
diminishing  contraction  effects.  After  the  electric  treat- 
ment and  removal  of  the  bed  pan,  the  patient  is  placed  in 
an  inclined  position  of  25  to  45  degrees  to  favor  nor- 
mal peristalis.  He  considers  this  important,  and  has 
kept  it  up  for  three  days  in  several  cases.  Following  the 
treatment,  normal  saline  retention  enemas,  one  quart  at 
a  temperature  of  from  105  to  110  F.,  are  given  ever)-  two 
hours  until  normal  conditions  intervene.  The  earlier  this 
treatment  is  given  the  better.  The  conditions  in  which 
he  finds  it  useful  are  as  follows:  (1)  Chronic  constipa- 
tion, with  impaction  of  feces;  (2)  atony  of  the  bowel; 
(3)  traumatic,  localized  and  general  peritonitis  with  intes- 
tinal stasis:  (4)  intestinal  torpor  after  shock  (5)  slight 
volvulus  or  kinks  in  the  bowel  after  prolonged  manipu- 
lation,  and  chilling  of  the  bowel   following  laparotomies; 
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Further  Observations  on  Acetabular  Fracture  With 
Intrapelvic  or  Central  Dislocation  of  the  Femoral 
Head.     William    I'm  American  Jour- 

-  rare   form  of  injui  aricty 

-   a  rule,  violence  is  derived  through   the  head 
femur.      In    many    cases   the   author    believes    that 
there   is   an    unusual   fragility   of    the   bones.       The    symp- 
gns  of  a  central  dislocation  of  the   femur  may 
The    usual     signs,     how,  Deeply 

stinker.  th  ever- 

• 
practically    all    motions,    although     painful     ami 
limited :     occasionally    a    rectal    examination    may    reveal 
the  displaced  head  of  the  femur.     The  e  is  by 

the  X-ray  examination.      I  I  ::  will  natur- 

ally  depend  on  the  size  •  g.     The 

mortality  of  this   form  of   fracture  i-  g  to   the 

frequent    association    of    intrapelvic    injuries.      The    treat- 
ment largely  depends  on  a  careful  study  of  the  individual 
le  damage  of  the  intrapel  res  must 

not  be  overlooked.     In  ma  .n  and 

lateral    traction    prevent    the    r 
pelvic  cavity.     In  case  of  failure  by  the 
tive   interference   may   be    indicated. 

Hemorrhagic  Disease  of  the  New  Born.  R.  M.  Green 
and  John  B.  Swift,  Boston.  Boston  Medical  and 
Surgical  Journal,  Marcl 

The  Author's  study  is  based  on  observation  in  jl 
cases.  The  seasonal  incidence  and  the  occurrence  of 
hospital  cases  in  groups  tend  strongly  to  confirm  the 
theory  of  the  infectious  etiology  of  the  disease.  The 
earlier  the  onset  of  the  disease  the  worse  the  prognosis. 
After  one  week  the  prognosis  becomes  relatively,  and 
after  10  days,  absolutely  good.  Clinically  the  disease 
occurs  in  three  fairly  distinct  types,  the  umbilical,  the 
sero-mucus  and  the  purpuric,  which  have  an  approxi- 
mate respective  mortality  of  60%,  50%  and  22%.  The 
treatment  should  be  directed  toward  local  hemostasis  and 
increase  of  coagulability  of  the  blood.  Gelatine  and  rabbit 
serum  are  agents  of  proved  value.  Quiet  and  isolation 
are  indicated  in  every  case.  Blood  transfusion  is  a  prom- 
ising procedure  which  deserves  further  trial 
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The  Acidosis  Index.     A  Clinical  Measure  of  the  Degree 
of   Acidosis.    T.    S.    Hart,    New 
Internal  Medicine.  March    15,   1911, 

method  depends  on  the  intensil  i   ilor  de- 

idding    ferric  chloride  to  urine  containing  the 
H  ution  u       ji         1.  The 

rd"  solution,  consisting  of  ethyl  acetate,  1  c.c; 
alcohol.  25  c  ,-.,  and  distilled  water  to  1000  c.c.  2. 
chloride  solution,  consisting  of  100  gm.  of  ferric  chloride 
dissolved  in  100  c.c.  of  distilled  water.  Take  two  test 
tubes  of  equal  caliber  (one-half  inch  in  diameter),  put 
of  ih-  "standard"  solution,  and  in  the  other 
the   urine   to  1„  ach    1   c.c.  of 

solution,  allow  the  tubes  to  stand  for 
a  couple  of  minutes  to  permit  the  color  to  develop  fully, 
and  th,  the  color  of  the  two  tesl  tubes  when 

re  Held  between  the  eye  and  sky.  If  the  tube  con- 
taining the  "standard''  solution  is  of  a  ligh  i  i  hide  than 
the  urine  mixture,  dilute  this  with  distilled  water  until 
the  colors  match,  making  the  volume  to  which  it  has  been 
necessary  to  dilute  the  urine  mixture.  By  this  means  we 
obtain  what  we  may  call  the  "acidosis  index"  per  liter, 
in  accordance  with  the  following  schedule: 

Volume  of  mine  solution.  Acidosis  index  per  liter. 

1. 

I  5 

2. 

2.5 

=  t. 

I""  c.c.  I". 

(Intermediate  volumes  have  a  proportional  index,  i  In 
order  to  obtain  the  "acidosis  indi  proper,  we  multiply 
the  value  of  the  "acidosis  index  pet  Ii  er"  by  the  amount 
of  urine  passed  in  21  hours. 

Plastic  Method  of  Closure  of  Fistulous  Tracts,  Which 
Arise  from  Internal  Organs.  (Plastische  Methode 
der  Schliessung  von  Fistelgangen  welche  von  in- 
neren  Organen  Kommen.)  Vox  Dr.  Abrashanoff, 
Paltawa,  Zentralblatt  fur  Chirurgie,  February  11,  1911. 

The  method  consists  in  the  formation  of  attached  flap 
from  the  n<  ighboring  tissues,  usually  muscle,  which  is 
thrust  tulous  tract  and  sewed  in  place  so  that 

it  cannot  be  dislodged.  The  granulations  are  first  fresh- 
ened and  it  is  essential  that  the  tract  be  tilled  to  its  base. 
The  author  reports  three  successful  cases.  The  first  was 
a  lung  fistula  of  ten  months'  duration  which  healed  in 
three  weeks  The  second  was  a  vagino-rectal  fistula  fol- 
lowing salpingectomy  which  healed  promptly.  The  third 
was  a  fistula  following  an  empyema  operation,  I 
closure  of  which  two  Schede  operations  were  urisuccess-' 
ful.     The  author's  method  resulted  in  a  prompt  closure. 
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THE    SURGICAL   TREATMENT   OF    CLEFT 

PALATE. 

J.  H.  Jacobson,  M.D., 

TOLEDO,   OHIO. 


Operations  for  the  relief  of  cleft-palate,  in  the 
past,  have  usually  been  unsatisfactory.  They  have 
been  unsatisfactory  not  only  on  account  of  the  dif- 
ficulties encountered  in  closing  the  cleft,  but  also  as 
to  the  ultimate  functional  results,  i.  e.,  the  proper 
restoration  of  speech.  In  the  hands  of  a  com- 
paratively few  operators,  the  actual  closure  of  the 
cleft  was  accomplished,  but  the  ultimate  results  have 
always  been  more  or  less  unsatisfactory.  This 
state  of  affairs  led  to  the  belief,  that  as  far  as  speech 
was  concerned,  a  cleft  which  remained  unoperated 
and  was  properly  fitted  with  an  obturator  gave  as 
good  functional  results  as  the  cleft  which  had  been 
successfully  closed. 

From  our  present  knowledge,  we  know  that  this 
premise  is  incorrect.  We  now  know  that  accurate 
closure  of  the  cleft,  if  accomplished  early  enough, 
will  remedy  the  defective  articulation,  and  that  3 
failure  to  remedy  this  is  due  to  a  late  operation, 
which  cannot  correct  the  deformed  naso-pharynx 
always  present  in  such  cases. 

Much  of  the  confusion  that  exists  to-day  in  the 
minds  of  physicians  and  surgeons  relative  to  the 
proper  method  and  the  results  obtainable  by  the 
surgical  treatment  of  cleft-palate,  is  due  to  the  fal- 
lacies and  operative  procedures  which  have  been 
handed  down  from  one  text-book  to  the  other.  The 
knowledge  gained  in  recent  years  pertaining  to  the 
embryology,  physiology  and  the  surgical  principles 
involved,  has  placed  the  treatment  of  cleft-palate 
upon  a  better  surgical  basis. 

The  formation  of  cleft-palate  and  hare-lip  is  cor- 
rectly understood  from  an  embryological  stand- 
point, as  being  a  non-union  of  the  naso-frontal  pro- 
cesses, the  proper  union  of  which  structures  in  the 
oral  fossa  should  take  place  about  at  the  fourth 
month  of  fetal  life. 

The  variations  in  the  length  and  breadth  of  the 
cleft,  found  in  the  hard  and  soft  palate,  as  well  as 
the  type  of  hare-lip,  can  be  readily  comprehended 
from  a  proper  interpretation  of  the  arrested  normal 
developmental  phenomena  of  the  oral  cavity. 


The  exact  etiology  of  the  malunion  of  the  maxil- 
lary processes  with  the  naso-frontal  process,  result- 
ing in  cleft-palate,  is  not  definitely  understood.  The 
most  plausible  explanation  which  we  have  at  the 
present  time,  is  that  offered  and  apparently  demon- 
strated by  Warnekros,*  of  Berlin,  Warnekros  gives 
us  the  hypothesis,  that  in  the  "anlages"  of  super- 
numerary teeth,  we  have  the  explanation  of  the 
development  of  cleft-palate.  He  has  made  a  num- 
ber of  examinations  with  the  .f-ray  on  embryos  and 
new-born  children  with  cleft-palate,  which  seem  to 
prove  his  theory.  Warnekros'  explanation  is  that 
the  "anlages''  of  supernumerary  incisor  teeth  in  the 
premaxilla,  require  more  room  for  their  develop- 
ment than  do  the  normal  number,  and  as  these 
"anlages"  ossify  before  the  premaxilla  and  maxill- 
ary processes,  therefore,  the  union  of  the  latter  is 
prevented. 

Through  the  courtesy  of  Drs.  Hess  and  Hart- 
.nan,  resident  physicians  of  St.  Vincent  Hospital  of 
Toledo,  Ohio,  I  have  had  an  opportunity  of  ex- 
amining a  still-born  fetus  with  cleft-palate,  which 
was  delivered  at  seven  months.  The  specimen,  and 
the  microscopical  section  made  by  Drs.  R.  P. 
Daniells  and  F.  M.  Freeman,  showing  the  pres- 
ence of  supernumerary  teeth,  are  illustrated  in  Fig- 
ures I  and  II. 

Further  examination  of  many  such  specimens 
will  be  necessary  in  order  to  definitely  prove  that  the 
presence  of  supernumerary  teeth  is  the  etiologic 
factor  in  the  causation  of  cleft-palate. 

The  successful  surgical  treatment  of  cleft-palate 
began  with  Yon  Langenbeck,  in  1861,  who  employed 
incisions  along  the  alveolar  border  of  the  hard 
palate,  pushing  the  muco-periosteal  flaps  toward  the 
median  line  where  they  were  sutured.  The  con- 
tributions to  this  subject  by  Dieffenbach,  Brophy, 
Wolf.  Ferguson.  Mayo,  Brown  and  Lane  have  all 
been  in  the  line  of  real  progress. 

No  single  type  of  operation  will  serve  for  all 
cases  of  cleft-palate. 

The  Brophy.  Ferguson  and  the  Wolf  methods 
give  good  results  to  those  who  are  the  most  familiar 
with  them. 

I  wish  particularly  to  emphasize  the  principles  of 
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the  surgical  treatment  >>t  cleft-palate  as  given  to  us 
bj    Irbuthnol  Lane,  of  London,  believing  that  when 

si  lection  of  the  age 
jeni  uderstood,  there 

will  be  a  smallei  I  ge  of  failun 

such  operations.     No  other  type  of  op< 

in  my  hands,  such  a  high 
percentage  of  successes  as  has  this  methi 

Lane  described  his  method  in  an  admirable  mono- 

published  in  London  in   [908."     While  this 

■  to  one  who  has  seen  Lane  him- 

ition,  to  others  it  is  rather  difficult 

ind. 


and  extending  on  to  the  soft  palate  to  the  tip  of  the 
uvula      l  In-  incision  is  joined  ant<  a  small 

transv  n  which  extends  inward  to  the  Free 

margin  of  the  cleft,  I  in-  reflected  flap  remains  at- 
tache I  to  the  hard  palate  only  at  its  inner  bonier 
from  which  attachment  it  receives  its  nourishment, 
In  wide  clefts  of  new  born  infants  this  reflected  flap 
maj  be  extended  outward  so  as  to  include  a  portion 
of  the  mucous  membrane  ol  the  cheek. 

The  palatine  vessels  nation 

of  this  flap.  When  this  flap  is  swung  into  position 
the  attachment  a  1  i  the  cleft 

acts  as  a  hinge,  and  the  oral  mucous  membrane  is 


aw   removed  to 
specimen.       (II. 


An  analysis  of  Lane's  technic  shows  that  he  em- 
ploys three  kinds  of  flaps  to  close  the  defects  in  the 
palate.  For  convenience  of  description  and  for 
clearer  understanding  of  his  method,  we  may  call 
these,  the  "primary  flaps"  (figure  III),  and  name 
them  the  raised  flap,  the  reflected  flap  and  the 
pivoting  flap. 

The  raised  flap  (figure  III,  B)  is  an  undisplaced 
muco-periosteal  flap  which  has  been  raised  from 
the  hard  palate,  by  an  incision  along  the  inner  border 
of  the  hard  palate  simply  elevating  sufficiently  to 
allow  a  reflected  flap  to  be  sutured  under  and  to  it. 
The  posterior  end  of  this  incision  extends  somewhat 
upwards  on  the  nasal  side  of  the  soft  palate  and 
uvula,  which  provides  a  broader  flap  and  allows  a 
better  suture  and  reconstruction  of  the  uvula. 

The  reflected  flap  (figure  III.  A)  is  a  flap  of 
muco-periosteum  swung  inward  from  one  side  of 
the  hard  palate  by  an  incision  corresponding  to  the 
length  of  the  cleft  paralleling  the  alveolar  process 


*Lane,  "Cleft-Palate  and  Hare-Lip,"  Med.  Pub.  Co.,  London,  1908. 


turned  up  into  the  nose  and  the  raw  surface  is 
toward  the  tongue.  This  flap  is  always  sutured  to, 
and  placed  under  a  raised  or  a  pivoting  flap. 

There  is  another  type  of  reflected  flap  in  the  Lane 
technic  which  is  employed  when  a  double  hare-lip 
and  premaxillar  is  present.  (Figure  V,  B.)  It  is  a 
small  flap  consisting  of  the  muco-periosteum  cover- 
ing the  premaxilla  that  is  reflected  backwards  and 
sutured  to  the  other  flaps.  This  aids  greatly  in  the 
closure  of  the  forepart  of  a  complete  cleft. 

The  pivoting  flap  (figure  IV,  C)  is  a  displaced 
muco-periosteal  flap  used  to  close  in  the  anterior 
part  of  wide  clefts  and  is  made  to  swing  inward  from 
the  fore  part  of  the  hard  palate.  It  is  made  by  a 
U-shaped  incision,  one  arm  of  which  incision  paral- 
lels the  alveolar  process  while  the  other  parallels  the 
inner  border  of  the  hard  palate  :  these  arm-  join  with 
each  other  in  front,  making  the  flap  with  an  attach- 
ment posteriorly.  From  this  attachment  the  flap  will 
receive  its  nourishment  from  the  posterior  palatine 
vessels.  A  pivoting  flap  is  always  sutured  to  the  raw 
surface  of  a  reflected  flap  from  the  opposite  side. 
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With  a  proper  combination  of  these  flaps,  any 
variety  of  cleft  may  be  closed.  In  this  way  a  cleft 
in  the  soft  palate  or  an  incomplete  one  in  the  hard 
palate  can  be  closed  by  the  combination  of  a  raised 
flap  with  a  reflected  one.     (Figure  IV.) 

Complete  clefts  (figure  V)  can  be  closed  as 
above  or  with  a  pivoting  and  reflected  flap  to  close 
the  fore  part  of  the  cleft,  and  at  a  secondary  opera- 
tion, the  posterior  part  is  closed  by  a  raised  and  re- 


Fig.  2.  Camera  lucida  drawing  made  by  Dr.  A.  M.  Bush, 
Toledo,  Ohio,  showing  supernumerary  teeth  in  a  microscopical  sec- 
tion made  from  specimen  in  Fig.  1.  Instead  of  the  normal  number 
of  three   teeth    in   each   lateral    maxillary    process,    four    are    present. 

fleeted  flap.  Small  supplementary  flaps  for  com- 
pleting the  closure  of  the  anterior  end,  may  be  se- 
cured from  the  muco-periosteum  of  the  premaxilla 
when  such  is  present,  or  from  the  margins  of  the 
hare-lip.  (Figure  V.)  The  hare-lip  is  always 
closed  at  the  same  time  for  the  reasons  that  the  pres- 
sure of  the  lip  on  the  premaxillary  process  will 
rapidly  bring  that  process  back  into  place,  and  also 
that  the  strips  of  mucous  membrane  removed  in  de- 
nuding the  margin  of  the  lip  may  be  left  attached 


Fig.  3.  Primary  flaps.  A  shows  method  of  forming  the  reflected 
flap;  B  shows  method  of  forming  the  raised  flap;  C  shows  method 
of  forming  pivot  flap.  Combination  of  two  or  more  of  these  flaps 
will    close    clefts   in    either   hard   or   soft   palate. 

to  the  lip  and  used  to  help  close  more  completely  the 
anterior  part  of  the  cleft. 

The  preparation  of  the  patient  for  a  cleft-palate 
operation  is  of  great  importance.  Especially  is  this 
true  when  the  patient  is  not  operated  during  infancy, 
or,  in  those  cases  coming  for  operation  after  the  first 
year,  when  it  is  impossible  to  completely  sterilize 


the  oral  cavity  and  thereby  make  an  aseptic  opera- 
tion. We  can  do  much  towards  diminishing  the 
number  of  bacteria  which  normally  inhabit  the 
mouth.  In  my  own  work  I  have  adopted  the 
method  of  preparation  advocated  by  Cushing  for 
stomach  operations,  that  is :  keeping  the  patient 
for  a  few  days  on  a  sterile  diet,  and  feeding  from 
sterile  utensils.  In  addition  to  this  I  use  antiseptic 
mouth-washes,  clean  the  teeth  with  sterile  tooth 
brushes,  and  use  sprays  for  the  nose.  With  such 
preliminary  preparation  we  can  obtain  much  better 
union  after  such  operations,  than  without  it.  For 
the  proper  performance  of  these  preliminary  meas- 
ures it  is  very  necessary  that  the  patient  be  placed 
in  a  hospital  in  charge  of  a  special  nurse. 

The  position  of  the  patient  during  the  operation 
is  of  great  importance.  The  best  access  to  the 
mouth  is  obtained  in  the  Rose  position.     For  in- 


flap 


Fig.  4.  Method 
incisions  for  a  raise 
on  the  left  side;  B. 
with  mattress  sutures  in 
broad  overlapping  of  the 
mattress   sutures    are    tied 


cleft  and  soft  palate.  A,  showing 
on  the  right  side  and  for  a  reflected  flap 
ring  the  reflected  flap  partly  turned  over 
situ;  C.  showing  closure  of  the  cleft  by 
reflected  flap  under  the  raised  flap.  The 
and   an   extra   row   of  sutures   introduced. 


fants  the  shoulders  and  body  are  elevated  by  "\  pillow 
which  permits  the  head  to  rest  on  the  table  thus 
making  a  modified  Rose  position. 

The  mouth  is  held  open  by  suitable  gags,  Lane's 
gag  for  complete  clefts,  and  the  Whitehead  gag  for 
incomplete  clefts.  The  latter  instrument  interferes 
with  the  work  on  the  anterior  part  of  the  cleft  when 
it  is  complete.  The  tongue  is  drawn  forward  by  a 
silk  ligature  passed  through  the  end  and  is  held  by 
an  assistant  throughout  the  operation. 

The  anesthetic  employed  is  usually  chloroform 
given  on  several  layers  of  gauze  held  over  the  mouth 
by  long  forceps.  Given  in  this  manner  I  have  had 
no  difficulties  from  the  anesthetic  even  with  the 
youngest  infant.  The  only  special  instruments  which 
are  needed  for  this  work,  is  the  needle  holder.  A 
needle  holder  for  cleft-palate  operations,  should  be  a 
long  and  slender  one,  so  that  it  will  reach  the  back 
of  the  palate  and  not  hinder  the  view  of  the  operator. 

Lane    has    an    excellent    needle    holder    for    this 
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purpose.      The  ri  ler  winch  1 

tbly  for  this 
j'iirix->sc.     Small    full- curved    needles   arc   usi 

ild  he  of  th< 
silk.  .        .   mostlj  mattress 

their  introduction  is  gi  stated 

by  having  a  needlt  I  li  end. 

l'hc  mouth  and  pharynx   is  cleansed 

ginning  the  operation.      \  complete  cleft-palate  and 
lip  with  the  presence  of  a  prema 


-  re  o:  a  complete  cleft  with  a  prcmaxillary  piece. 
A,  incisions  for  flaps — on  the  right  side  the  formation  of  a  pivot 
flap,  on  the  left  side  a  reflected  flap,  with  a  longitudinal 
along  the  inferior  edge  of  the  septum.  Also  an  incision  for  the 
removal  of  the  mucous  membrane  of  the  prcmaxillary  piece.  B, 
showing  flaps  reflected  and  method  of  introducing  sutures;  C,  the 
closure  of  the  hard  palate  is  complete.  The  soft  palate  is  closed 
at   a   secondary   operation. 

piece  is  best  operated  upon  in  two  stages.  At  the 
first  operation,  the  anterior  part  of  the  cleft  and 
the  hare-lip  is  closed  and  at  the  second  operation, 
a  few  weeks  later,  the  defect  in  the  soft  palate  is 
closed.  All  other  clefts  can  be  closed  at  one  opera- 
tion. 


I  he  aftei  treatment  consists  of  a  continuation  of 

the    -terile    diel.    and    keeping    the    mouth    clean    1>\ 
cleansing  with  weak  antiseptic  solutions.     The  mat- 
should   lie   if \  ed   about   the  fifth   mi 

sixth  day.      The  others  nerd   not   he   removei 
they  dr.  ]'  ..in  .if  their  ow n  accord. 

and  careful  systematic  training  in  ar- 
ticulation and  phonation  are  ab  olutelj  es  ential  to 
Much         i  ion   the   intelligent  e   oi 

itienl     and    the    p  « illi    which    thi 

training  is  carried  out.     Even  after  very  late  opera- 
distinct  articulation   in  a   few  instance 
btained  by  the  persistent  efforts  of  intelligent 
ents, 
A  LMeat  amount  of  confusion  and  many  conl 
tory  opinions  as  to  the  proper  time  for  operating 
cleft-palate  exist  in  must  text-books. 

The  time  is  variously  stated  as  being  from  the  day 
birth  up  to  five  or  six  years.  Much  credit  is 
due  to  Lane  who  has  emphasized  the  fact  thai 
proper  functional  results  can  be  obtained  only  when 
the  closure  of  the  cleft  is  accomplished  in  the  earliest 
infancy,  «'.  r.,  during  the  first  few  days  after 
birth.  The  reasons  for  such  early  closure  of  the 
deformity  are  based  upon  sound  anatomical  and 
physiological  principles 

The  development  of  the  nasal  cavity  and  naso- 
pharynx does  not  take  place  until  the  maxillary- 
processes  are  united  and  have  formed  the  hard 
palate;  this  occurs  about  the  fourth  month  of  fetal 
life.     In  other  words  the  development  of  the  nasal 


The  formation  of  the  various  flaps  needed  to  close 
a  cleft,  must  be  determined  for  each  particular  case. 
These  flaps  should  be  thick ;  on  the  hard  palate, 
they  consist  of  muco-periosteum,  and  on  the  soft 
palate  of  mucous  and  submucous  tissue,  so  as  not  to 
injure  the  muscles  of  the  soft  palate.  The  anterior 
pillars  of  the  fauces  can  be  sacrificed  in  making  such 
flaps.  The  soft  palate  is  always  detached  from  the 
posterior  margin  of  the  hard  palate.  The  broad  ap- 
proximation of  the  flaps  and  bringing  areas  of  raw 
surface  in  contact  with  each  other  without  tension, 
are  necessary  for  success. 


cavity  is  absolutely  dependent  upon  the  closure  of 
the  hard  palate.  The  deformed  and  undeveloped 
naso-pharynx  is  the  real  cause  of  the  defective  ar- 
ticulation after  late  operations,  no  matter  how  ac- 
curate the  closure  of  the  cleft. 

According  to  Lane  (Cleft-Palate  and  Hare-Lip, 
page  42)  ''in  order  to  treat  these  cases  as  efficiently 
as  possible,  no  time  whatever  should  be  lost  in  re- 
storing to  the  nose  its  normal  physiology,  or,  in 
other  words,  in  giving  back  to  it  the  mechanical  fac- 
tor which  alone  determines  its  development  and  that 
of  the  other  structures  dependent  on  it  to  a  con- 
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siderable  extent  for  their  normal  form."  Again 
(page  41),  "the  reason  that  the  patient's  intonation 
is  peculiar,  or,  as  it  is  usually  called,  nasal,  is  that 
the  out-going  air  does  not  pass  through  the  nose, 
and  when  the  cleft  is  closed  at  the  usual  (i.  e.,  late) 
little  space  through  which  air  can  be  transmitted. 

If,  however,  the  space  is  systematically  and  for- 
cibly ventilated,  the  caliber  of  the  naso-pharynx  is 
increased  and  a  considerable  proportion  of  air 
passes  through  it  so  that  the  so-called  nasal  char- 
acter of  the  voice  is  diminished  very  greatly." 

It  may  therefore  be  said,  in  answer  to  the  ques- 
tion. What  is  the  proper  age  at  which  to  operate 
for  cleft-palate? — the  earlier  the  better;  if  possible, 
the  first  or  second  day  after  birth.  The  only  ex- 
ceptions are,  cases  of  debilitated  and  under-devel- 
oped infants  who  have  not  the  vitality  to  withstand 
the  operative  procedure.  In  such  cases  the  opera- 
tion should  be  performed  at  the  earliest  possible 
moment,  within  the  first  few  months. 

All  cases  should  be  operated  upon  before  the 
child  begins  to  speak. 

The  closure  of  the  defect  during  the  first  or  sec- 
jnd  day  of  life  is  well  borne  by  these  infants.  This 
has  been  amply  proven  by  Brophy,  Lane  and  others 
and  has  been  borne  out  in  my  own  experience.  The 
reasons  for  this  are :  that  the  new-born  infant  is  al- 
ways healthy  (Lane,  page  43),  the  capacity  of  its 
tissues  to  repair  being  at  the  very  best;  its  digestion 
lias  not  been  impaired  by  experimental,  and  usually 
unsatisfactory,  feeding,  and  its  resisting  power  re- 
duced accordingly ;  it  is  apparently  uninfluenced  by 
the  operation  in  that  it  does  not  cry  or  show  any 
evidences  of  being  in  pain ;  it  is  never  or  hardly  ever 
sick  after  the  anesthetic  and  takes  food  within  an 
hour  or  two  of  the  completion  of  the  operation ;  the 
loss  of  blood  is  slight  and  the  risk  of  life  under  or- 
dinary conditions  is  very  trivial  indeed. 

In  conclusion,  I  wish  again  to  emphasize:  (1)  the 
importance  of  the  early  operation;  (2)  the  fact 
that  a  higher  percentage  of  successful  closures  is 
obtainable  by  the  Lane  methods  than  by  any  other ; 
(3)  the  advisability  of  a  careful  preliminary  prep- 
aration of  the  patient,  and  (4)  the  great  importance 
of  post-operative  training  in  articulation  and  phona- 
tion. 


To  protect  the  hand  from  soiling  and  infection 
during  a  digital  examination  of  the  rectum  or  other 
cavity  pass  the  finger  through  a  small  hole  in  a  gen- 
erous square  of  gauze  and  slip  on  a  finger  cot  that 
will  reach  over  the  opening  in  the  gauze. 


FINGER  [NFEGTIONS. 
John  H.  Long,  M.D., 

BROOKLYN.     NEW    YORK. 

Clinical  Assistant  in  Surgery,   Brooklyn   Hospital; 

Instructor     in     Surgery,     Long     Island 

College  Hospital. 

We  have  all  noticed  that  infections  of  the  ringers, 
while  in  a  general  way  corresponding  to  infections 
elsewhere,  have  a  more  or  less  characteristic  course 
which  differs  in  details  from  many  other  infections. 
For  example,  a  slight  superficial  infection  of  the 
tip  of  the  finger  may  run  quite  a  different  course 
from  a  similar  injury  of  the  buttocks  or  face.  The 
virulence  of  the  organism  and  the  resisting  power 
of  the  patient  are  modifying  factors  here  as  else- 
where and  will  be  regarded  in  this  discussion.  The 
portion  represented  by  the  terminal  phalanx  is  most 
interesting  because  of  the  presence  of  the  nail  and 
the  thin  periosteum. 

1.  A  punctured  wound  which  penetrates,  let  us 
say,  onc-lialf  the  depth  of  the  skin.  In  another 
situation,  under  normal  conditions,  this  would  form 
a  superficial  area  of  induration  which  would  cause 
it  to  be  tender  and  slightly  painful,  a  drop  of  pus 
would  form,  break  down,  and  discharge,  and  the 
lesion  would  be  considered  a  pimple.  In  the  finger 
or  palm  of  the  hand  the  dense  skin  does  not  give 
way  so  readily  and  the  very  small  drop  of  pus  is 
retained  under  considerable  tension  and  gives  rise 
to  pain,  throbbing,  and  tenderness  out  of  all  pro- 
portion to  the  size  of  the  pus  collection — partly  be- 
cause of  the  tension  and  partly  because  of  the  sen- 
sitive nerve  supply.  If,  at  this  time,  a  slight  in- 
cision is  made  at  the  site  of  the  wound,  a  very 
small  drop  of  pus  will  force  itself  out  as  though 
under  considerable  pressure,  and  the  pain  and 
throbbing  will  immediately  cease. 

2.  A  punctured  wound  which  penetrates  all  the 
layers  of  the  skin,  or  a  superficial  puncture  from 
which  the  infection  penetrates  the  full  depth.  In 
another  situation,  as  a  rule,  this  produces  an  ab- 
scess of  variable  size.  In  a  finger  the  perpendic- 
ular arrangement  of  the  processes  of  the  superficial 
fascia  directs  the  infection  deeper,  and  also  tends 
to  increase  the  tension  of  the  swelling.  On  the  tip 
it  is  directed  to  the  periosteum  of  the  terminal  pha- 
lanx, and  on  the  two  proximal  phalanges  to  the  ten- 
don sheaths  and  deep  fascia  which  covers  them. 
This  limits  the  extent  of  the  infection  for  some  time 
at  least.  In  the  distal  phalanx,  infection  which  ex- 
tends to  the  deep  fascia  will  very  soon  cause  necro- 
sis of  the  bone,  because  the  tendon  sheath  is  absent 
and  the  deep  fascia  and  periosteum  are  much  thin- 
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ner,  especially  on  the  distal  surface  oi   the  bone. 
The  pus  is  under  great  tension  and  consequently 
the  swelling  is    moderate    and    the    pain    intense, 
rhese  an    the  cases  which  are  treated  with 
incuts  and  poultices  until  th<  the  surface 

and  pointing  is  evident.  When  this  stage  is 
reached,  after  from  three  to  ten  days,  depending 
upon  the  activity  of  the  infection,  ther< 

if  the  distal  phalanx,  and  likely,  though 
urely,  infection  inside  the  tendon  sheaths.   l'he 
sheath-  extend  only  to  the  base  of  the  phalanx,     [f 
these  are  incised 

don  sheath  is  opened,  the  infi  i tried  into  it 

and  a    suppurative    t  ilts.       It   is 

sometimes  difficult  to  differentiate  a  had  infection 
outside  the  sheath  from  a  teno-synovitis.  In  this 
'.ion  it  is  worth  while  to  remember  that  at- 
tempts to  Ilex  the  terminal  phalanx,  while  it  is  so 
held  that  it  cannot  be  flexed,  will  cause  greal  pain 
it  the  [his  is  in  the  sheath — much  less  pain  it  only  a 
cellulitis  is  present. 

Infections  of  the  Distal  Phalanx;  Relations  to 
the  Nail.  Foote,  in  his  "Minor  Surgery,"  describes 
four  locations,  in  which  pus  collects  about  the  nail 
and  nail-bed : 

1.  The  space  between  the  dorsal  skin  and  matrix. 
This  can  be  promptly  cured  by  raisins  the  dorsal 

skin  from  the  matrix  and  providing  drainage  with 
rubber  or  oiled  silk  tissue.  The  dispensary  surgeon 
rarely  sees  this  kind  until  it  has  passed  to  the  sec- 
ond type. 

2.  Between  the  matrix  and  formed  nail:  In  this 
condition  partial  drainage  is  soon  established 
around  the  base  of  the  nail.  The  drainage  tract 
describes  an  acute  curve  around  the  base  of  the 
nail  appearing,  upon  superficial  examination,  like 
the  first  type.  Closer  examination  reveals  pus 
under  the  nail ;  this  increases  in  amount  and  the 
condition  becomes  chronic,  but  does  not  produce  a 
cellulitis,  because  the  drainage,  although  not  suffi- 
cient to  produce  a  cure,  does  prevent  the  tension 
and  rapid  spread.  If  treated  like  the  first  type  the 
condition  becomes  chronic  with  increasing  collec- 
tion of  pus  under  the  nail,  with  thickening  of  the 
nail  fold  and  deformity  of  the  nail.  If  the  nail  is 
removed,  or  a  transverse  incision  made  in  the  nail 
at  the  semilunar  line,  and  the  proximal  portion  re- 
moved, it  heals  promptly  with  little  or  no  ultimate 
deformity  of  the  nail. 

3.  Abscess  of  the  tip  of  the  finger.  The  infection 
very  soon  reaches  the  distal  surface  of  the  bone, 
which  is  especially  liable  to  necrosis  because  the 
periosteum  is  so  thin.     A  transverse  incision  here 


drains  better  than  a  longitudinal  one  and  leaves  a 
less  objectionable  scar. 

Infections  of  the  Joints.  Hie  interphalagneal 
and    n  ihalangi  al    joints    are    neai  Ij    al- 

ways infected  from  the  dorsal  surface  be- 
cause, when  acutel)  Hexed,  this  is  th<  ex 
posed  surface,  and  the  joint  prominence  1  covered 
bj  little  more  than  the  tenselj  drawn  skin.  The 
imparativel)  thin  and  there 
are   m  imenl  Die    most   o  immi  m 

wounding  implement  is  a  tooth,  either  human  or 
auimal.  I  In-,  oi  course,  1-  badlj  infected.  The 
swelling  differs  from  that  of  a  cellulitis  by  being 
greater  at  the  joint  and  diminished  toward  the  mid- 
dle of  the  phalanx,  motion  is  more  painful  and 
pressure  of  the  joint  surfaces    together    is    much 

painful.  The  most  effectual  treatment 
follows:  Flex  the  joint  acutely  and  make  a  trans- 
incision  on  the  convex  directly  into  the  joint, 
leave  it  open  and  keep  it  in  a  flexed  position  until 
the  infection  has  subsided,  then  gradually  bring  it 
to  tlir  extended  position  on  a  splint,  if  this  is 
done  sufficiently  early  the  cartilage-  can  he  saved 
and  a  movable  joint  obtained.  This  will  usually 
prevent  the  necessity  for  a  resection  of  the  joint, 
and  can  be  followed  by  attaching  the  extensor  ten- 
don to  the  periosteum,  if  necessary,  in  the  proximal 
joints.  In  the  distal  joints  it  is  the  ideal  mi 
In  the  proximal  joints  1  suppose  one  would  have 
to  have  a  rather  severe  infection  before  he  would 
submit  to  a  division  of  the  tendon,  although  the 
union  of  the  scar  after  the  wound  heals  seems  quite 
sufficient  to  give  good  extensive  powers.  A  joint 
can  be  drained  for  several  weeks  this  way  and  then 
closed   without   shortening  the  finger. 

Palmar  Abscess,  Superficial  to  the  Tendon 
Sheaths.  The  causes  of  these  palmar  abscessr-  are 
superficial  infection  from  the  fingers  and  direct  in- 
fection from  small  punctured  wounds  of  the  palm 
and  very  frequently  infected  blisters  and  callus  at 
the  bases  of  the  phalanges.  Very  marked  tender- 
ness at  this  point  with  feeling  of  tension  even  with- 
out swelling  or  redness,  if  not  very  materially  re- 
lieved by  a  wet  dressing  for  twenty-four  hours,  is 
an  indication  to  incise  down  to  the  tendon  sheath  if 
pus  is  not  found  before. 

Tenosynovitis.  We  have  been  taught  that  the 
synovial  sheath  surrounding  the  tendons  of 
the  flexors  sublimis  and  profounds  going  to 
the  little  finger  and  the  flexor  longus  pollicis 
extend  above  the  annular  ligament  and  there- 
fore infection  starting  in  either  the  little  fin-: 
ger     or     thumb     may     be     expected     to     produce 
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an  abscess  in  the  forearm.  The  relation  of  the 
synovial  sheaths  of  the  other  three  ringers  has  not 
been  made  quite  clear.  The  sheaths  of  these  fin- 
gers extend  from  the  insertion  of  the  tendons  to 
the  base  of  the  proximal  phalanx,  being  closed  sacs. 
The  proximal  portions  of  the  tendons  are  covered 
by  processes  from  the  sheath  of  the  common  bundle 
of  flexors.  The  distance  which  these  come  down 
into  the  palm  varies,  and  thus  the  interval  between 
the  two  sacs  varies  from  a  fraction  of  an  inch  to  an 
inch  and  a  half.  The  probability  of  a  general  fore- 
arm infection  from  the  three  middle  fingers  will  de- 
pend upon  the  length  of  this  interval. 

If  the  tendon  is  to  be  saved,  in  suppurative  teno- 
synovitis, it  is  essential  that  the  sheath  be  opened 
early,  otherwise  the  tendon  shuts  off  the  blood  sup- 
ply and  sloughs.  Lateral  incisions  give  good  drain- 
age, but  cause  sloughing  of  the  tendon.  Palmar 
abscess  arising  from  the  thumb  is  best  opened  by 
an  incision  through  the  web  of  the  thumb;  this 
opens  the  pocket  and  provides  free  drainage  and 
does  not  divide  the  nerve  which  supplies  the  ad- 
ductor. 

It  is  a  very  common  thing  for  infection  to  jump 
from  the  finger  to  the  auxiliary  glands  without  any 
visible  intermediate  inflammation;  this  is  accounted 
for  by  the  fact  that  there  are  very  few  glands  in 
the  course  of  the  lymphatic  vessels  of  the  forearm 
and  arm  and  none  at  all  in  the  hand.  Sometimes 
there  is  none  below  the  elbow,  sometimes  six  or 
eight  in  those  vessels  which  follow  the  radial  and 
ulnar  and  brachial  arteries.  Usually  there  are 
many  lymphatic  vessels  which  pass  through  no 
gland  until  they  reach  the  axilla,  especially  on  the 
radial  side.  The  supratrochlear  gland  intercepts 
some  on  the  ulnar  side ;  this  seems  to  be  pretty  con- 
stantly present. 

In  order  to  properly  and  carefully  open  pus  col- 
lections surrounding  or  involving  the  tendon 
sheaths  or  palm,  a  general  anesthetic  is  highly  de- 
sirable. My  experience  with  ethyl  chloride  as  a 
general  anesthetic  indicates  that  it  is  very  satisfac- 
tory for  this  purpose. 

1 132  Bergen  Street. 

Post-Operative  Rest  in  Bed. 
I  cannot  refrain  from  offering  a  protest  against 
the  custom  of  getting  patients  out  of  bed  and  hav- 
ing them  walk  the  afternoon  following  an  operation 
for  appendicitis,  gall-stones,  etc.  A  few  patients 
out  of  a  thousand  will  be  killed  by  this  practice. 
One  may  be  a  cardiac  paralysis,  another  a  throm- 
bus or  embolism  of  brain. — A.  H.  Cordier  in  The 
Lancet-Clinic. 


PANHYSTEROCOLPECTOMY. 
COMPLETE  EXCISION  OF  THE  VAGINA 
FOR  PROLAPSE  OF  THE  BLADDER, 

ETC.* 
A.  Ernest  Gallant,   M.D., 

NEW    YORK. 

It  is  unnecessary  for  me  to  recapitulate  here  the 
many  methods  and  means  employed  for  the  relief 
and  remedy  of  cystocele,  which,  thanks  to  the  pres- 
ent day  instruction  and  training  in  scientific  obstet- 
rics, is  not  so  frequently  met  with  as  in  years  gone 
by  (though  the  writer,  only  last  week,  in  one  clinic, 
saw  three  well-advanced  cases).  That  the  greater 
number  of  these  cases  can  be  and  are  relieved  or 
cured  by  one  or  other  of  the  many  plastic,  denuda- 
tion or  suspension  methods,  is  admitted  by  all ;  yet. 
there  is  quite  a  number  of  recurrences  after  all 
such  operations,  even  when  associated  with  hyste- 
rectomy. Realizing  this,  our  late  colleague,  George 
M.  Edebohls,  devised  "a  new  operation  for  prolap- 
sus,"  which  he  named  "panhysterocolpectomy," 
and  he  reported  four  successful  cases  (Medical  Rec- 
ord, October  12,  1901). 

Since   Edebohls*   first   report  the  only   reference 

1  have  been  able  to  find  is  a  paper  by  Waldo  ( The 
Post-Gradnate,  1905,  xx.,  1245),  wherein  he  reports 
three  cases.  In  the  discussion  following,  Edebohls 
stated  that  he  had  operated  eight  times,  and  Boldt 
referred  to  two  cases,  which  were  uniformly  suc- 
cessful and  fulfilled  all  the  claims  of  the  originator 
of  the  operation.  Edebohls  also  stated  that  quite 
independently  and  unknown  to  the  other,  Mr. 
Christopher  Martin  had  carried  out  the  same  opera- 
tion, but  of  this  I  have  been  unable  to  find  any 
record. 

These   13  cases   (Edebohls,  8;  Waldo,  3;  Boldt. 

2  ) ,  were  remarkable  for  the  absence  of  shock  and 
the  rapid  and  smooth  convalescence,  in  spite  of  sup- 
puration in  one  of  Edebohls'  and  one  of  Waldo's 
patients.  In  Boldt's  cases  the  patients  were  out  of 
bed  the  day  after  operation,  which  led  him  to  re- 
mark that  "I  do  not  know  that  there  is  any  danger 
whatever  in  the  hands  of  one  who  does  this  sort 
of  thing  frequently,"  and,  further  on,  "nor  does  the 
use  of  chromic  gut  offer  any  advantage  over  plain 
gut." 

While  at  the  time  Edebohls  first  published  his 
method,  I  was  forcibly  impressed  with  the  logical 
views  therein  advanced,  it  was  not  until  July  of 
1910  that  a  case,  referred  by  Dr.  Robert  Rae,  pre- 
senting   the    necessary    conditions    warranting    so 
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radical  a  procedure,  came  to  hand,  in  the  p 

of  Mrs    B.  h  id  .1  well  advanced 

prolapse  of  the  bladder  and  protrusion  "t  a  long, 

.  which  it  was  feared  might 
or  degenerate  into  the  malignant  form.  (1m  SI 

I  menstruating   14  years  befi  was  in 

her  sixty-eighth  yeai  ;  (d)  and  her  husband  1 

ol    the   vagina.     Then    was 
leucorrhea;  pain  behind  the  symphysis  and  a 

n  .  1  mi t  no  ' 
with  urination.     Her  lasl  child  was  33  yeai 
Her  father  died  of  cancer  of  the  shoulder;  mother, 
uncles  and  cousins  of  tuberculosis. 
Panhysterocolpectomy,  July  21,  1910,  at  the 


Excision  of    Epithet 


Fig.   1,   Side   View 


em  I-<>ng  Island  Hospital,  Greenport,  L.  I.  First 
step:  A  transverse  incision,  just  inside  the  hy- 
meneal border,  posteriorly,  and  a  longitudinal  in- 
cision from  the  cervix  to  the  Eourchette;  blunt  dis- 
■  1  with  knife  and  scissors  of  the  left  posterior 
section  of  mucous  membrane  :  repeated  on  the  right. 
Second  step:  Tranverse  incision  just  inside  vagina 
in  front,  completely  encircling  the  introitus  vaginae; 
blunt  dissection  from  right  to  center,  and  from  left 
to  center,  leaving  the  flaps  of  mucous  membrane  at- 
tached to  the  cervical  junction.  Third  step:  Blad- 
der freed  from  the  cervix:  anterior  pouch  opened 
and  peritoneal  cavity  entered  :  the  posterior  cul-de- 
sac  was  perforated  :  the  broad  ligaments  clamped 
and  the  uterus  cut  free  and  removed  with  the  flaps 
of  vaginal  mucous  membrane  attached.  The  broad 
ligament  stumps  were  sutured,  individually,  then 
approximated  and  sutured  together.  Fourth  step: 
Three  pursestring  sutures  of  catgut  were  inserted, 
encircling  the  vaginal  tube,  one  after  the  other, 
taking  great  pains  to  push  the  preceding  suture  well 
upward,  before  tying  the  one  next  below ;  and  a 
fourth   suture,   just   within  the  vestibule,   was  tied 


down  on  .1  cigat  ettc  di  ain,  inset  ted  1  inly  on 
inch.    This  completed  the  operation. 

afebrile;  the  pati*  n\ 
nth  day,    itting  on  the  pon  h 
the  da}    follow  ing,  and  took   train  latet 

ing  her  homi  jusl   1  5th. 

ol    its  mucous 
brane  does  1  Fei  e  «  ith  it     not  mal  contrac 

tility,  but  rather  seemed  to  excite  it.  as  was  verj 
in  »tii  eabli  during  the  operatii  >n,  e  p<  ciall)  when  the 
anesthesia  wa    diminished     Hii    contractilitj  fa 

tion  of  the  denuded  walls  and  minimizes  the 

:i  on  the  sutures,  facilitating  primary  union. 

lb'    denudation  can  be  markedly   facilitated    I" 


r*J 


|| 


Fig.    2.      Front    View. 

first  making  a  circular  incision  through  the  mucous 
membrane  at  the  vulvo-vesti'bular  junction;  second, 
by  making  four  longitudinal  incisions  from  the  hy- 
men to  the  cervix,  quadrisecting  the  exposed  mu- 
cous membrane,  and  then  proceeding  with  the  de- 
nudation of  one  strip  after  the  other,  being  careful 
to  work  in  the  loose  cellular  planes  beneath  the  mu- 
cous membrane,  downward  and  outward  to 
the  protruding  cervix,  leaving  the  Haps  attached  at 
the  cervix. 

Large  Epithelioma  Implanted  on  a  Cyst, 
That  the  friction  of  the  clothing  and  irritation  due 
to  urinary  dribbling  may  cause  serious  trouble  is 
well  shown  by  the  photographs  of  Mrs.  R.  1241, 
aet  77 ,  taken  Jul)  24,  [910,  at  the  Eastern  Long 
Island  Hospital,  showing  the  large  epithelioma,  as 
big  as  a  full-time  baby's  head,  protruding  from  the 
vulva,  which  had  developed  on  a  cystocele  of  thirty 
years'  standing,  but  had  been  "raw'' only  since  I  eb- 
ruary,  1910  (Figs.  1-2-3).  The  mass,  larger  than 
a  child's  head,  prevented  her  from  standing  or  sit- 
ting, except  with  the  legs  spread  wide  apart ;  the 
urine  dribbled  over  the  tumor,  scalding  and  burning 
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her.  In  order  to  render  her  less  miserable,  the 
tumor  with  the  whole  floor  of  the  bladder  was  re- 
moved. The  edges  of  the  hitter  were  then  drawn 
together  by  a  pursestring  suture  of  catgut  and  the 
anterior  surface  of  the  normal  uterus  was  turned 
upward  and  forward  and  sutured  to  the  new  base 
of  the  bladder.     The  perineum   was  denuded,  ac- 


V*rw 


3.      After   Removal. 

cording  to  Tait,  and  united  by  three  silk-worm  gut 
sutures.  Though  the  urine  dribbled  away  she  was 
much  more  comfortable,  until  she  died  on  August 
14,  1910,  apparently  from  intestinal  obstipation. 

Colpectomy  for  Cystocele  Following  Hysterec- 
tomy was  deemed  the  wisest  plan  for  curing  Mrs. 
B.  (48),  whose  uterus  was  removed  in  1897.  On 
February  6,  1909,  she  was  a  widow  54  years  old, 
the  mother  of  nine  children,  the  vounsrest  18  years 


Colpectomy    for    Cystocele    After    Hysterectomy.      Fig.    4,    Cystocele. 

old.  She  had  been  very  much  annoyed  by  the  pro- 
lapsed bladder,  with  backache,  distress  before  and 
during  micturition,  and  with  the  frequent  passing 
of  small  quantities  of  urine.  (Fig.  4.)  Complete  ex- 
cision of  the  vaginal  mucous  membrane,  in  two  sec- 
tions, was  done  on  April  29,  1909,  at  the  Baptist 
Deaconess  Home,  in  this  city,  and  the  only  diffi- 
culty experienced  was  in  denuding  the  scar  area  in 
the  vaginal  vault.     The  first  suture  of  10-dav  chro- 


mic gut  was  inserted  as  high  up  as  possible;  the 
second  and  third  sutures,  each  one-inch  lower  than 
its  predecessor;  the  fourth  just  inside  the  vagina; 
one  silk-worm  gut  suture  at  the  muco-Iabial  junc- 
tion, and  a  dressing  of  balsam  of  Peru  and-castor 
oil  applied.  No  drainage.  (Fig.  5.)  The  patient 
was  out  of  bed  on  the  eighth  day,  went  home  on  the 
fifteenth  day  and  has  been  well  ever  since,  now 
two  years  past. 


Fig.  5.     After  Closure  of  Vagina. 

Indications  for  Colpectomy.  In  a  woman  suffer- 
ing from  cystocele,  with  or  without  prolapse  of  the 
uterus  or  rectum,  either  before  or  after  hysterec- 
tomy, especially  when  other  operations  have  failed 
to  secure  a  permanent  cure,  provided  she  has  passed 
the  child-bearing  period  or  is  otherwise  debarred 
from  child-bearing ;  who  has  reached  the  meno- 
pause ;  whose  husband  is  willing  to  forego  marital 
relations,  and  in  one  who  is  usually  "frigid";  the 
Edebohls-Martin  operation,  viz.,  complete  excision 
of  the  vaginal  mucous  membrane,  with  the  uterus, 
if  present,  and  columnization  of  the  vaginal  tube, 
is  a  safe  and  sane  operation  which  will  ensure  an 
absolute  and  permanent  cure  of  the  prolapsus,  at  a 
minimum  of  danger  and  loss  of  time,  with  a  maxi- 
mum of  security  against  recurrence. 

Practically  the  only  contraindications  are  the 
question  of  child-bearing  and  in  married  women, 
at  least,  the  loss  of  sexual  relations. 

In  one  case  where  the  patient  objected  to  vaginal 
obliteration,  Edebohls  removed  the  uterus  and  the 
upper  half  of  the  vagina,  leaving  the  lower  half  for 
marital  relations. 

540  Madisox   Avenue. 


Iodine  Skin  Disinfection. 
Water  and  soap  should  not  be  used  just  before 
applying  iodine  as  the  water  will  swell  the  epithe- 
lium and  the  iodine  will  not  penetrate  deep  enough. 
The  iodine  method  is  for  the  purpose  of  supplanting 
the  scrubbing  and  washing  and  should  not  be  used 
in  conjunction. — G.  H.  Palmerlee,  in  Detroit 
Medical  Journal. 
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Since  the  advocacj    of  the    so-called    blood-clol 

method  or  its  mi  oid   surgerj .  by 

and    Bryant,   ami  others,   the  closure  >>i   the 

wound  after  exenteration  "i   tin-  mastoid  foi    sim- 

ute  mastoiditis,  has  fallen  greatly  into 
pute.  rhose  surgeons  who  have  followed  the 
method  closely  are  still  continuing  with  tin  p 
dure.  (  In  the  other  hand,  the  majority  oi  otolo- 
gists arc  skeptical  of  its  advantages  ami  feel  that 
it  is  tar  safer  for  the  patient  if  the  post-auricular 
wound  is  left  open  even  though  this  procedure  pro- 

post-operative    healing-  a   considerable 
of  time. 

The  name  "blood-clot"  in  mastoid  surgery  is  a 
misnomer,  and  the  operation  as  first  described,  i.e., 
the  entire  closure  of  the  mastoid  wound,  allowing 
of  no  drainage  whatever,  except  through  the  small 
perforation  in  the  drum,  w:as  and  is  unsurgical. 
Closure  of  the  wound,  except  the  most  dependent 
part,  however,  should  not  by  any  means  he  called 
a  modified  blood-clot  operation,  as  whatever  blood 
elements  are  present  act  no  differentl)  than  in 
wounds  in  other  parts  of  the  body. 

The  procedure  which  1  am  about  to  describe  has 
been  performed  at  the  New  York  Eye  and  Ear  In- 
firmary a  number  of  times  and  in  no  instance  have 
I  seen  a  deleterious  effect  on  the  patient.  In  fact. 
the  period  of  recuperation  has  been  shortened  con- 
siderably, the  patients  having  to  remain  in  the  hos- 
pital only  from  five  to  seven  days. 

There  are  several  reasons  why  this  procedure  has 
not  succeeded  in  the  hands  of  many  surgeons.  In 
the  first  place,  strict  asepsis  is  necessary,  not  anti- 
sepsis. In  fact,  I  think  the  cause  of  failure  in  many 
cases  may  be  ascribed  to  an  overscrupulousness  in 
keeping  the  wound  clean.  Nature  must  be  allowed 
to  do  her  share  in  the  reparative  process  and  the 
soaking  of  the  wound  with  such  antiseptics  as  bi- 
chloride of  mercury  and  strong  alcohol  destroys  the 
bactericidal  property  of  the  blood  serum  and  forms 
an  unhealthy  coagulum  underneath  which  is  much 
necrotic  material.  The  next  important  point  is  the 
thorough  removal  of  all  diseased  bone  and  the 
elimination  of  all  pockets  or  recesses  where  puru- 
lent material  may  be  lodged.     However,  too    stren- 
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uous  an  attempt  to  remove  all  granulation  and 
pus  maj  result  in  disaster;  for  the  inu  maj  be 
exposed  01  entered  or  the  du  ed,  thus  i  om 

plicating  the  situation  a\\A  perhaps  necessitat  n 
open   wound,      ["hirdly,  the  antrum  should  bi    en 
larged,  and  a  large  enough  incision  mad.    in  the 
membrana  tympani  so  that  pan  oi  the  sub  equent 
drainagi  maj  take  pla<  e  in  this  wa} 

I  In-  re  is  as  follows:     I  he  usual  curvi- 

linear incision  is  mad<   posterioi  to  the  auricle,   I  he 
teum  is  incised,  care  being  taken  to  make  as 
clean  a  cut  as  possible,  so  that  there  are  no  loose 
a  ftei  ward.      I  he  tissues  at  the  tip  an    i  reed 
with  a  curved  scissors  and  the  periosteum  scraped 

the  bone.      I  i    then    i  his<  led, 

best  with  a  large  Whiting  chisel.  As  ;oon  ;  th< 
underlying  cells  are  reached  the  mastoid  cavitj  is 
cleaned  out  with  curettes  and  till  overlying  edges 
of  bone  are  smoothed  down  with  rongeurs.  The 
antrum  is  located  and  enlarged,  care  being  taken 
not  to  injure  the  facial  canal.  All  curetting  in  this 
region  should  be  done  in  an  upward  direction.  The 
middle  ear  cavity  should  be  disturbed  as  little  as 
possible.  '  If  course,  it  is  necessary  to  remove  anj 
granulation  tissue  and  to  wash  out  pus,  but  any 
instrumentation  should  be  performed  as  carefully 
as  possible.  When  the  entire  cavity  is  cleaned  out, 
it  should  present  a  cone-shaped  appearance  with  the 
apex  at  the  antrum,  and  the  walls  of  the  cavity 
should  be  absolutely  smooth.  As  little  as  possible 
of  the  posterior  canal  wall  should  be  removed. 

After  the  mastoid  cavity  has  been  well  cleaned 
out  all  free  particles  of  bone  are  removed.  Xo  at- 
tempt is  made  to  antisepticize  the  wound.  A  very- 
small  wick  drain  of  plain  gauze  is  inserted  into  the 
antrum,  allowed  to  run  along  the  posterior  canal 
wall  and  left  projecting  from  the  lower  edge  of 
the  wound.  The  entire  incision  is  then  sutured 
with  silk  or  silkworm-gut,  care  being  taken  to  in- 
clude the  periosteum  in  the  suturing  and  to  care- 
fully approximate  the  edges.  Only  enough  of  an 
opening  is  left  at  the  lower  angle  to  allow  the  j 
drain  to  come  through.  If  necessary,  the  perfora- 
tion in  the  drum  is  enlarged  to  allow  better  drain- 
age. 

The  wound  is  left  severely  alone  for  the  first  two 
days,  except  to  change  the  superficial  dressings. 
On  the  third  day  the  gauze  drain  is  removed.  As 
a  rule,  this  is  followed  by  a  discharge  of  perfectly- 
clear,  non-odorous  serum.  On  the  fourth  day  the 
sutures  are  removed  and  small  strips  of  adhesive 
plaster  placed  over  the  line  of  incision.  No  attempt 
is  made  to  close  the  lower  portion  of  the  wound. 
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For  the  following  few  days  there  is  usually  a  pro- 
fuse discharge  of  a  thick,  yellowish,  creamy  mate- 
rial which  contains  many  whitish  flakes.  This  ma- 
terial, resembling  pus  in  many  particulars,  is  per- 
leci'y  sterile,  being  composed  of  serum,  leucocytes, 
the  exudate  from  granulations  in  the  wound  and 
flakes  of  fibrin.  It  is  my  custom  to  gently  massage 
the  wound  once  or  twice  daily  with  the  tips  of  my 
fingers,  gently  pressing  out  as  much  of  this  fluid  as 
possible;  and  about  once  a  day  an  application  of 
tincture  of  iodine  is  made  to  the  wound  by  means 
of  a  cotton-tipped  applicator  passed  through  the 
lower  portion  of  the  incision  which  still  remains 
open.  This  discharge  may  continue  for  eight  to 
ten  days,  seldom  longer.  As  a  rule,  the  patients 
leave  the  hospital  on  the  sixth  or  seventh  day,  wear- 
ing a  patch  with  a  small  amount  of  gauze  beneath, 
and  usually  on  the  fourteenth  to  sixteenth  day  no 
dressing  at  all  is  needed. 

The  four  following  cases  are  cited  to  show  the 
rapidity  of  healing  when  primary  suture  of  the  mas- 
toid wound  is  employed. 

Case  I. — A  woman,  24  years  of  age,  had  been  suffering 
with  severe  pain  in  the  left  ear,  discharge  of  thick  pus, 
severe  headache  and  fever  for  one  month.  She  had  been 
treated  conservatively  at  another  hospital  for  two  weeks 
before  admission.  She  was  admitted  to  the  New  York 
Eye  and  Ear  Infirmary  the  latter  part  of  June,  1910.  I 
saw  her  for  the  first  time  on  the  operating  table.  The 
tissues  over  the  mastoid  region  were  very  edematous, 
resembling  a  subperiosteal  abscess.  On  operation,  a  ne- 
crosis of  the  entire  mastoid  was  found.  The  sinus  lay 
very  far  forward  and  was  exposed.  The  antrum  was  high 
and  small.  A  T-shaped  incision  was  necessary  as  some 
of  the  post-sinus  cells  were  involved.  The  cavity  was 
cleaned  out  thoroughly  and  the  antrum  enlarged.  A  gauze 
drain  was  placed  in  the  antrum  and  brought  out  of  the 
lower  angle  of  the  wound.  The  entire  wound  was  sutured 
except  the  lower  angle  and  a  dry  dressing  applied.  On 
the  third  day  the  drain  was  removed  and  on  the  fifth  day 
the  patient  was  discharged  from  the  hospital.  Before  the 
end  of  the  second  week  no  dressings  were  necessary.  Since 
the  time  of  the  operation  there  has  been  no  discharge 
from   the    ear. 

Case  II. — Boy,  14  years  old,  came  to  ti.e  New  York  Eye 
and  Ear  Infirmary  in  August  complaining  of  severe  pain 
in  the  right  ear  for  two  days.  The  temperature  on  ad- 
mission was  102.6°.  Examination  of  the  ear  showed  a 
moderate  discharge  of  muco-pus  from  a  small  perfora- 
tion below  and  posterior  to  the  insertion  of  the  maleus. 
The  postero-superior  canal  wall  was  sagging.  There  was 
extreme  tenderness  over  the  tip  of  the  mastoid.  I 
operated  upon  him  an  hour  or  so  later.  No  pus  was  seen 
underneath  the  cortex,  but  in  the  tip  was  a  cell  filled  with 
pus.  This  led  by  a  fistulous  tract  along  the  posterior 
canal  wall,  directly  into  the  antrum.  The  parts  were 
cleaned  out  thoroughly  and  the  wound  was  closed  as  pre- 
viously described.  The  patient  was  discharged  from  the 
hospital  on  the  fifth  day  and  at  the  end  of  two  weeks  no 
dressing  of  any  kind  was  necessary. 

Case  III. — Baby,  8  months  old,  brought  to  the  New 
York  Eye  and  Ear  Infirmary  with  a  superiosteal  abscess. 
A  simple  mastoidectomy  was  performed  and  the  wound 
closed.  In  this  case,  also,  no  dressing  was  necessary  at 
the  end  of  two  weeks. 

Case  IV. — A  woman  of  20  had  been  suffering  from 
severe  pain  in  the  right  ear  for  one  week,  with  symptoms 
of  fever  and  a  slight  aural  discharge  of  muco-pus.    There 


was  extreme  tenderness  over  the  mastoid,  particularly  pos- 
terior to  the  sinus.  The  drum  was  bulging  and  the  pos- 
terior canal  wall  sagging.  I  operated  upon  her  in  Decem- 
ber at  St.  Mark's  Hospital.  Extensive  necrosis  of  the 
cells  was  found  extending  well  back  of  the  sinus.  After 
thoroughly  exenterating  the  cavity  the  wound  was  closed, 
as  above  described.  On  the  sixth  day  she  was  discharged 
from  the  hospital  and  on  the  thirteenth  day  no  bandage 
was  needed.  The  wound  is  perfectly  healed,  there  is  no 
depression  and  the  scar  can  hardly  be  seen. 

The  advantages  of  primary  suture  of  the  mas- 
toid wound  may  be  summed  up  as  follows : 

1.  The  wound  heals  very  rapidly. 

2.  The  patient  is  out  of  bed,  out  of  the  hospital, 
and  resumes  his  vocation  much  more  quickly  than 
otherwise. 

3.  There  are  no  prolonged  painful  dressings. 

4.  The  cosmetic  result  is  far  better  as  there  is 
seldom  any  depression. 

11  West  91ST  Street. 
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This  case  presents  two  points  of  special  interest. 

Miss  S.  is  forty-four  years  of  age,  unmarried. 
Fifteen  years  ago  she  was  sent  to  me  with  tubercu- 
losis of  the  peritoneum,  and  was  operated  upon  at 
the  Post-Graduate  Hospital.  The  peritoneum  was 
thickly  studded  with  masses  of  miliary  tubercles, 
and  a  small  amount  of  free  fluid  was  present.  She 
made  a  complete  recovery  from  the  peritoneal 
tuberculosis.  Last  year  she  was  again  sent  to  me 
with  a  watery  sanguineous  discharge  from  the  va- 
gina, and  erosion  of  the  cervix  uteri,'  a  segment  of 
which,  removed  for  examination,  showed  epitheli- 
oma. The  cervix  was  curetted  but  not  cauterized, 
and  a  panhysterectomy  was  done  by  way  of  the  ab- 
dominal route,  in  order  that  we  might  at  the  same 
time  repair  a  weak  point  in  the  abdominal  wall  at 
the  site  of  the  old  drain  opening.  It  is  probable 
that  the  cervix  touched  the  abdomen  while  being 
removed,  for  five  months  later  the  patient  developed 
a  mass  at  the  lower  angle  of  the  wound.  I  have 
just  removed  the  mass  and  on  microscopic  examina- 
tion it  proves  to  be  epithelioma. 

Here  we  have  a  definite  case  showing  the  need  of 
cauterization  of  the  cervix,  as  well  as  curetting,  in 
order  to  avoid  such  accidents  of  direct  transplanta- 
tion. It  has  been  known  for  twenty  years  that  such 
transplantation  of  epithelioma  can  occur,  but  I  had 
not  previously  been  sufficiently  impressed  with  the 
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mi  addition  to  curettin 

ontact  with 
healthy  tissue,     i.  fault  in  mj   tech- 

nic.     h   is  possible  that  in i.  irred  in  the 

abdominal  w  < i  channel. 

I  showed  that  malignant  ■ 
could  occur  in  embryonic  remains  of  the  vitelline 
duct  at  the  navel  wit!  connection,  when 

malignant  d  irred  in  an)   part  of  the  ab- 

dominal cavity,  and  no  one  1  think  has  given  an  ex 
ir  the  facts  included  in  that  observ; 

It  may  he  that  the  epithelioma  of  the  abdominal 
ccurred    t;  ie    such    road    as    that 

which  gives  us  secondary  malignant  disease  in  om- 
phalo-mesenteric  remains  at  the  navel,  hut  ap- 
parently this  was  a  case  of  direct  transplantation  of 
cancer  cells. 

A  word  about  tuberculosis  of  the  peritoneum,  oi 
which  this  patient  was  cured.  Some  years  ago,  in 
seeking  an  explanation  for  the  cure  of  these  pa- 
tients, I  made  a  series  of  experiments  and  found 
that  toxins  of  saprophytes  growing  in  the  perito- 
neal fluid  in  these  cases  were  directly  fatal  to  tu- 
bercle bacilli  in  test-tube  cultures.  It  was  my  con- 
clusion at  that  time  that  the  beneficial  effect  of 
opening  the  peritoneal  cavity  and  using  drainage, 
-ted  in  destruction  of  tubercle  bacilli  by  the 
toxins  of  such  bacilli  as  developed  subsequently. 
Later,  however,  other  investigators  found  that  in- 
jection of  various  substances  into  the  peritoneal 
cavity  would  bring  about  a  cure  in  some  cases,  and 
sometimes  spontaneous  recovery  would  occur  under 
well  directed  medical  treatment.  My  final  conclu- 
sion is  that  the  real  cause  for  the  cure  of  tuberculo- 
sis of  the  peritoneum  is  an  exaggerated  leucocytosis 
brought  about  by  the  influence  of  opening  the  peri- 
toneal cavity,  or  by  the  injection  of  irritants,  in 
that  particular  group  of  cases.  We  know,  in  fact, 
that  very  active  hyperleucocytosis  of  the  peritoneum 
really  does  follow  opening  the  peritoneal  cavity,  and 
an  incidental  effect  of  this  may  be  the  wiping  out 
of  tubercle  bacilli,  in  cases  in  which  there  is  no  per- 
sistent tuberculous  focus. 

616  .Madison  Avenue. 


\1.    VNESTHES1  \. 
Arthur  E.  Hert;  i  i  r,  M.D., 

KANSAS   i  in  ,    Mo. 


Surgery  by  the  Unfit. 
The  hospitals  which  are  being  erected  in  small 
towns  are  a  blessing  and  a  curse.  They  offer  op- 
portunities for  the  care  of  the  sick  and  injured 
hardly  possible  in  any  other  way.  but  instead  of 
one  or  two  men  in  the  town  training  to  do  the  work, 
nearly  every  man  thinks  that  to  hold  his  own  he 
must  do  his  own  surgery. — Channing  W.  Barrett 
in  The  Chicago  Medical  Recorder. 


i  uary  mini  << 
REM!  '\  \i    OF   11  Ml  IRS 

All  benign  tut  i    > 

ly,  and  .- e  within  the  bod)  cavities  under 

certain    indi  iri    b<     remi  v<  '1    und<  ■ 

anesthesia.    Conversely,  no  malignant  tumor  should 
he  removed  under  local  anesthesia  unless  tin 

.  idication  to  the  employment 
"t  a  general  anesthetic.    The  reason  Eoi 
mendation  is  that  in  time  past  the  alluring  ease  of 
removal  of  certain  tumors  (especially  those  "i   the 
lip)  under  local  anesthi 

operations  with  the  inevitable  disastrous  recuri 
in   the  lymph  glands.     With   the  exception   o 
basal  celled  epitheliomas  about  the  cheek  and  nose 
(which  may  be  taken  out  under  local  anesthi    ia), 
the  removal  of  all  malignant  tumors  should  bi 
ceded  by  the  removal    of    tin-    neighboring  lymph 
glands.    This  cannot  be  done  with  the  required  de- 
gree of  thoroughness  under  local  anesthi 

In  the  removal  of  benign  tumor.-,  which  for  the 
most  part  arc  encapsulated,  the  technic  is  confined 
as  a  rule,  to  the  anesthetization  of  the  skin,  the  in- 
cision, and  the  closure  of  the  wound.  This  has  al- 
ready been  considered  sufficiently  in  the  general 
part  of  the  paper.  There  are,  however,  certain  va- 
riations in  technic  in  the  different  types  of  tumors 
which  make  a  consideration  of  each  group  desirable 
since  this  class  of  work  falls  largely  to  the  begin- 
ner who  has  not  yet  formed  a  basis  of  general 
knowledge  from  which  to  reason  to  the  special. 
In  general  it  may  be  said  that,  when  the  skin  is 
freely  movable  over  a  tumor  a  simple  lineal  incision 
i  Fig.  I  )  is  all  that  is  required,  but  when  the  skin  is 
attached  to  the  tumor  an  elliptical  incision  i  I 
around  the  adherent  skin  is  preferable.  Tn  some  in- 
stances when  the  area  of  fixation  is  so  great  that 
the  removal  of  the  entire  fixed  portion  would  cause 
difficulty  in  the  closure  of  the  wound  this  rule  must 
be  modified.  Tn  large,  protruding  or  pedunculated 
tumors  the  excessive  portion  should  he  removed, 
though  it  is  freely  movable. 

Wens.  These  tumors,  situated  for  the  most  part 
upon  the  scalp,  give  a  frequent  opportunity  for  the 
practice  of  local  anesthesia.  Tt  should  be  remem- 
bered that  they  are  formed  by  the  closure  of  the 
outlet  ducts  of  the  sebaceous  glands  and  arc  there- 
fore attached  to  the  skin  at  their  summit.  It  is 
desirable,  therefore,  to  circumscribe  their  summit 
by  an  elliptical  incision  (Fig.  2)  in  order  to  reach 
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an  area  where  the  tumor  is  unattached  to  the  skin. 
The  infiltration  should  have  the  form  of  an  ellipse 
over  the  surface  of  the  tumor.  After  the  skin  is 
infiltrated  in  a  line  over  the  tumor,  a  syringeful  of 
the  anesthetic  should  he  injected  about  the  tumor 
between  the  tumor  sack  and  the  surrounding  tissue 
(Fig.  3).  A  similar  injection  below  the  base  of  the 
tumor  may  be  made.  These  injections  produce  an 
artificial  edema  about  the  tumor  which  not  only  as- 
sures anesthesia,  but  also  facilitates  very  materially 
the  shelling  out  of  the  tumor.  An  incision  through 
the  skin,  down  to  but  not  into  the  sack,  permits  the 
tumor  to  be  easily  and  quickly  shelled  out.  Should 
the   cyst   be   accidentally   opened   the   walls    should 


Fig.  1. 

be  grasped  by  forceps  and  torn  out.  The  artificial 
edema  will  be  found  useful  here  since  it  makes  it 
easier  to  grasp  the  sack  without  including  the  sur- 
rounding tissue.  The  tumor  having  been  removed 
a  few  sutures  close  the  incision.  The  elliptical  in- 
cision should  not  be  so  great  as  to  cause  any  diffi- 
culty in  coapting  the  edges  of  the  wound.  The  skill 
of  the  operator  is  shown  by  including  in  the  ellipse 
the  redundant  tissue  only.  In  wens  of  the  face  an 
ellipse  should  not  be  removed  since  the  growth 
bulges  the  mucous  membrane  and  does  not  distend 
the  skin.  The  removal  of  the  ellipse  would,  there- 
fore, require  the  stretching  of  the  surrounding  tis- 
sue to  fill  the  space  so  made. 

Dermoids.  These  tumors  being  attached  to  the 
skin  do  not  require  an  elliptical  incision  in  order  to 
avoid  the  attached  portion  as  in  the  case  of  wens. 
The  question  of  the  removal  of  an  ellipse  is  de- 
pendent upon  the  question  of  the  redundancy  of 
tissue.  Where  the  distension  caused  by  the  tumor 
is  compensated  by  the  sliding  of  the  skin,  as  of  the 
eyelids  in  dermoids  of  the  eye.  a  straight  line  in- 
cision over  the  tumor  may  be  injected  as  in  the 
wens,  but  when  the  tumor  is  attached  to  the  perios- 
teum or  other  sensitive  underlying  tissue,  it  is  the 


base  that  particularly  requires  anesthetization. 
This  is  accomplished  by  passing  the  needle  from 
the  end  of  the  infiltrated  line  in  the  skin.  By  care- 
ful infiltration  from  each  end  of  the  line  the  base 
can  be  effectually  anesthetized  even  in  dermoids  in 


the   temporal    region    in    which    the   attachment    to 
the  periosteum  is  frequently  very  close. 

Lipomas.  These  tumors  when  confined  to  a 
single  or  several  circumscribed  nodulas  lend  them- 
selves readily  to  removal  under  local  anesthesia. 
Some  of  the  diffuse  varieties  with  extensive  lobula- 
tion as  are  sometimes  encountered  about  the  neck 


or  about  the  adductor  muscles  of  the  thigh,  because 
of  their  numerous  and  deep  connections  are  better 
done  under  general  anesthesia.  Infiltration  of  the 
skin  insures  a  painless  skin  incision,  but  the  nu- 
merous trabeculas  which  pass  through  the  tumor 
when  it  is  lobulated  frequently  carry  nerves.  It  is 
difficult  to  anesthetize  these  unless  it  is  done  by 
nerve  blocking  which  is  a  time-consuming  proce- 
dure. If  the  tumor  is  rapidly  shelled  out  these 
bands  may  be  severed  without  more  than  momen- 
tary objection  on  the  part  of  the  patient.     In  the 
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simple  tumors  in  which  the  trabeculas  do  n 
is  true  in  most  small  ones,  no  difficult) 
t(  red. 
Papillomas,    Papillomatous  tumors  of  all  d< 

ire  easil)  removed  bj  infiltrating  a  line  about 
g  an  ellipse  entirel)   through 
the  skin.     It  is  well  to  infiltrate  beneath  the  tumor 
these  little  tumors   are  often   suj 
of  considerable   size   which   enters   them   at 
,ik1  which  i-  accompanied    b)    .1      mall 
nerve  the  section  of  which  causes  pain  if  nol  pre- 
.   infiltrated.      Hie  wound  is  closed  by  simple 
sutures.     The  kind  of  suture  which  will  be  required 
I  be  determined  before  the  skin  is  infiltrated, 
for  if  the  tumor  is  large  and  the  tension  1-  apt  to 
nsiderable,  requiring  the  sutures  to  be  placed 
ne  distance  from  the  edge  of  the  incision,  a 
spondingl)   wide  line  of  infiltration  should  be 
This  precaution   is  especially  necessar)    in 
irge  fungus-like  papillomas  of  the  leg.     Here, 
particularly  it  there  is  much  subcutaneous  fat  the 
n  on  the  wound  will  be  considerable,  requiring 
that  the  sutures  be  placed  well  hack  from  the  edge 
of  the  wound.     It  necessar)  special  lines  of  infiltra- 
tion may  he  placed  to  receive  tension  sutures. 

Deeply  Lying  Cysts.  Congenital  cysts  are  of 
frequent  occurrence  and  ma)  be  satisfactorily  re- 
moved under  local  an  Mo  new  principle 
need  be  enunciated  for  securing  anesthesia  in  these 
cases.  A  particularly  large  amount  of  fluid  may 
be  used  here  with  advantage  since  deep  isolation  is 
secured  more  easily  when  edematized  and.  since 
co-aptation  of  deep  structures  is  not  required,  there 
ection  to  its  use.  Schleich's  solutions  No. 
2  or  3  may  he  satisfactorily  employed. 

Large  tumors,  the  removal  of  which  reaches  the 
dignity  of  a  major  operation,  will  he  described 
under  that  head. 


Pistol  Shots  in  the  Brain. 
Practically  every  lodge  bullet  constitutes  a  fatal 
condition  and  it  should  be  removed,  if  possible,  even 
if  there  are  no  symptoms.  As  a  general  proposition, 
in  most  cases,  the  harm  done  by  retention  is  greater 
than  the  damage  inflicted  by  a  skilled  brain  operator 
in  accomplishing  removal.  Removal  is  even  more 
our  duty  when 'the  bullet  is  near  a  vital  centre 
When  serious  symptoms  exist  even  grave  operative 
risks  do  not  forbid  interference.  In  some  cases, 
without  symptoms,  in  which  we  are  sure  that  op- 
eration would  produce  a  functional  calamity,  we 
do  not  operate. — J.  C.  Da  Costa,  in  the  N.  Y.  Med- 
ical Journal. 
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I  he  1. 1st-  is  unusual  in  the  following  points: 

1.  A  remarkable  degree  of  chronic  dilatation  of 
the  stomach  due  to  an  ulcer  oi  the  duodenum 

2.  (  omplete  separation  ol  an  eighl  inch  incision 
on  the  13th  day  after  operati  in. 

3.  Recovery  alter  the  stomach  and  a  loop  ol  in 
testine  had  lain  eight  hours  outsidi  the  abdominal 
cavity. 

Lorenz  W..  patient  of  Dr.  J.  M.  Long,  of  St.  Louis, 
aged  39,  baker  by  occupation,  of  bad  family  historj  (his 
mother  died  of  cancer  of  the  stomach  and  an  aunt  had 
>i  the  breast),  had  suffered  for  a  long  timi  from 
peculiar  gastric  symptoms.  1 1 1  s  appetite  For  bread  \\as 
us — five  and  six  loaves  of  bread  a  daj  would  vine 
times  lie  eaten;  yet  he-  did  nol  become  fat. 

A  diagnosis  <>i  duodenal  ulcer  was  readily  madi  from 
three  symptoms:  (1)  epigastric  pain  appearing  one  01  two 
hours  after  eating;  (2)  the  passage  of  much  tarry  mate- 
rial from  time  to  time,  recognizable  as  decomposing  blood, 
ami  I  a  I  the  appearance,  on  several  occasions,  of  bright 
blood  in  the  stools,  not  due  to  hemorrhoidal  rupture 
Operation  for  relief  of  the  ulcer  was  repeatedly  urged  by 
several  physicians  and  surgeons,  but  persistently  refused. 
Under  internal  medication  and  restricted  diet,  with  lavage, 
however,  the  duodenal  symptoms  gradually  subsided  and 
for  some  months  no  bloody  stools  were  found.  Bui  the 
general  condition  of  the  patient  did  nut  improve.  Ill  be 
came  neurasthenic  and  the  upp  1  abdomen  swelled  to  such 
a  decided  extent  that  he  finally  consented  to  abdominal 
section  for  relief  from  the  gastric  distension  which  was 
so  distressing. 

At  the  time  of  my  firsl  1  xamination,  November  23, 
1910,  gastric  dilatation  was  present  to  such  degree  that 
stomach  resonance  extended  from  the  sixth  intercostal 
space  to  near  the  ilium  and  from  the  erector  spina'  of  the 
left  side  to  far  beyond  the  umbilicus.  There  were  ai  rnn 
panying  dyspnea  and  a  precordial  distress  that  gave  a 
markedly  scared  expression  to  the  patient's  face.  The 
lower  abdomen  was  flat  on  percussion.  The  general  ion 
dition  was  not  good,  for  he  had  in  two  months  lost  20 
or  25  pounds  in  weight.  There  were  no  eructations  of 
gas,  and  stomach-analysis  gave  nothing  of  diagnostic 
value.  Nausea  had  never  been  present  and  vomiting  had 
occurred  only  once  in  the  two  years  of  trouble.  He  was 
not  addicted  to  alcohol  or  tobacco. 

He  was  admitted  to  Deaconess  Hospital  on  November 
28,  1910,  and  operated  upon  next  day  by  myself,  assisted 
by  Drs.  G.  W.  Ruddell  and  E.  F.  Oehler,  with  Dr.  Long 
as  anesthetist — two  doses  of  hyoscine  and  morphine  (given 
3  hours  and  1M>  hours  before  operation)  rendering  very 
little  chloroform  necessary,  however.  The  stomach  was 
carefully  washed  out  before  operation. 

Examination  showed  enormous  dilatation  of  the  stom- 
ach and  the  entire  duodenum  was  also  distended,  as  well 
as  the  first  portion  of  the  jejunum:  but  after  a  foot  or 
more,  the  latter  gut  became  small  as  one's  finger  and  the 
walls  appeared  thickened  for  several  feet  (as  far  as  ex- 
plored). The  appendix  and  gall-bladder  were  normal. 
The  colon  was  in  the  pelvis  with  loops  of  ileum.  No  evi- 
dence of  gastric  or  duodenal  ulcer  could  be  made  out,  but 
just  below  the  pylorus  there  was  a  hard  mass  which 
proved  to  be  the  cicatrix  of  a  healed  ulcer.  Large  num- 
bers of  mesenteric  glands  were  enlarged  to  the  size  of 
cherries  and  many  more  of  smaller  size   (a  few  were  re- 
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moved  for  microscopic  examination.  Dr.  Frederick  A. 
Baldwin  reported:  Xo  evidence  of  cancer,  syphilis  or  tu- 
berculosis; merely  chronic  inflammation  of  glands).  On 
opening  the  stomach,  the  walls  of  which  were  greatly  at- 
tenuated, the  mucous  membrane  was  found  pale,  but  other- 
wise normal — no  ulcer;  the  pylorus  readily  admitted  the 
index  linger.  A  posterior  gastrojejunostomy  was  made 
and   the   abdomen   was   closed. 

On  account  of  the  previous  distension  the  abdominal 
incision  was  more  carefully  sutured  than  usual.  The  peri- 
toneum was  sewed  with  No.  4  catgut,  plain ;  the  sheath  of 
the  rectus  was  closed  with  No.  2  chromic  gut.  reinforced 
with  four  No.  4  sutures  through  the  rectus  and  the 
raphe  of  peritoneum,  and  the  skin  was  held  with  sixteen 
silkworm-gut  stitches,  reinforced  by  four  wide  strips  of 
surgeons'  plaster  over  the  gauze  and  a  binder  outside  the 
cotton  pad. 

The  patient  did  well  in  every  way ;  highest  temperature 
99°,  no  vomiting,  no  great  epigastric  distress  and  surpris- 
ingly little  gastric  distension.  Water  was  given  through 
the  rectum  by  drop-method  continuously  with  nutrient 
enemata  every  6  hours  for  four  days.  On  the  fifth  day 
champagne  and  a  little  water  were  given  by  mouth  and 
liquid  food  allowed  on  the  sixth.  The  stomach  took  care 
of  both  without  trouble  and  on  the  tenth  day  a  moderately 
full  diet  was  begun. 

The  sutures  were  removed  late  on  the  evening  of  the 
twelfth  day  and  primary  union  appeared  perfect.  At  6 
a.  m.  of  the  thirteenth  day  the  patient  went  to  the  toilet 
and  strained  hard  at  stool.  Suddenly  he  felt  a  tearing  sen- 
sation in  the  wound  and  experienced  a  sudden  relief  from 
the  uncomfortable  tightness  in  the  upper  part  of  abdomen. 
He  returned  to  bed  and  ate  some  breakfast  at  7,  but 
complained  of  some  colicky  pains  which  the  nurse  ascribed 
to  the  physic.  At  noon  Dr.  Long  saw  the  man  and  found 
him  still  complaining  of  "wind-colic,"  as  the  patient  called 
it,  though  he  had  just  eaten  rather  heartily  of  soup, 
chicken,  etc.  The  doctor,  desirous  of  seeing  the  excellent 
line  of  healing  I  nad  described  to  him  the  night  before, 
gently  raised  the  lower  part  of  the  dressing  and  found  a 
loop  of  intestine  lying  on  the  skin  near  the  umbilicus. 

At  a  little  past  2  o'clock  (more  than  eight  hours  after 
the  accident)  I  opened  up  the  dressings,  with  the  patient 
in  full  anesthesia,  and  found  the  stomach  and  several  coils 
of  gut  outside  the  belly,  the  gastrojejunostomy  being 
especially  prominent.  There  was  a  slight  amount  of  plas- 
tic lymph  already  appearing  among  some  coils  of  the  pro- 
truding intestines,  but  this  was  easily  removed  and  all  the 
viscera  were  returned  to  the  abdomen.  The  wound  was 
closed  with  sixteen  through-and-through  silkworm-gut 
sutures  after  the  raw  (now  somewhat  glazed)  surfaces 
had  been  freshened  with  the  edge  of  scissors.  There  was 
not  the  slightest  evidence  of  infection  anywhere. 

Convalescence  was  uninterrupted.  The  patient  was  kept 
in  bed  for  two  weeks,  at  the  end  of  which  time  the 
stitches  were  removed  and  perfect  union  found — this  time. 

Ten  days  later  he  was  discharged  from  the  hospital 
greatly  improved  in  every  way.  It  is  presumed  that  the 
chronic  dilatation  of  the  stomach  will  entirely  disappear 
as  the  area  of  reasonance  already  is  less  than  half  the  size 
previous  to  operation. 


Pain  and  Wound  Infection. 
Mild  infection  may  occur  without  fever,  and  with 
only  slight  evidence  of  local  disturbance.  The  pa- 
tient may  complain  of  slight  pain  in  the  wound.  In 
all  wounds  there  is  some  pain  for  the  first  few 
hours  following  an  operation.  This  pain  subsides 
ar  the  end  of  twenty-four  hours,  only  to  recur  if 
the  parts  are  removed.  Pain  occurring  after  the 
subsidence  of  the  primary  wound  pain  is  to  be  re- 
garded as  an  evidence  of  infection. — Russell  S. 
Fowler,  in  the  N.  Y.  State  Journal  of  Medicine. 


rWO  CASKS  OF   POST-OPERATIVE  DILA- 
TATION    OF     THE     STOMACH 
IN     CHILDREN. 
Walter  A.  Sherwood,  M.D., 
Surgeon  to  Methodist  Episcopal  Hospital. 

BROOKLYN,    NEW    YORK. 

In  May,  1906,  J.  C.  MacEvitt  read  a  paper  be- 
fore the  Brooklyn  Surgical  Society  under  the  title 
of  Post-Operative  Acute  Dilatation  of  the  Stom- 
ach. This  paper  was  published  in  the  New  York 
State  Journal  of  Medicine  of  the  same  year.  Al- 
though the  earlier  American  literature  contains  a 
few  scattered  reports  of  this  condition  under  va- 
rious titles,  MacEvitt's  treatise  on  the  subject  was 
the  first  to  recognize  and  establish  it  as  a  definite 
pathological  entity.  In  April  of  last  year  the  same 
writer  presented  another  excellent  paper  on  this 
subject,  with  special  reference  to  its  etiology  and 
pathology,  for  the  details  of  which  the  reader  is 
referred  to  The  Long  Island  Medical  Journal,  De- 
cember, 1909. 

The  more  recent  text-books  on  surgery  have 
given  space  to  this  now  generally  recognized  condi- 
tion, as  examples  of  which  may  be  mentioned  the 
article  by  Mayo  Robson,  in  the  third  volume  of 
Keen's  Surgery,  while  in  Deaver  and  Ashhurst's 
Surgery  of  the  Upper  Abdomen,  an  entire  chapter 
is  devoted  to  a  consideration  of  the  subject.  The 
individual  case  reports  have  been  quite  numerous, 
most  of  the  cases  recorded  having  occurred  in 
adults  between  the  ages  of  twenty  and  thirty. 

In  my  own  records,  I  find  that  two  cases  of  acute 
post-operative  dilatation  of  the  stomach  in  children 
have  been  observed  in  my  hospital  service,  and  it 
is  for  the  purpose  of  adding  these  to  the  cases  al- 
ready reported  that  I  present  briefly  the  salient 
features  of  their  histories.  Both  children  were 
males,  and  in  each  case  the  gastric  dilatation  follow- 
ing an  operation  for  suppurative  appendicitis. 

Case  I. — W.  H.,  aged  four,  was  seen  in  consultation 
with  Dr.  Shearman.  Although  the  history  was  somewhat 
atypical  and  the  symptoms  masked,  a  diagnosis  of  appen- 
dicitis was  concurred  in  and  the  patient  removed  to  the 
hospital  for  immediate  operation.  The  appendix  was 
found  to  be  gangrenous  at  its  tip :  there  was  a  small 
amount  of  free  pus  in  the  pelvis,  the  remainder  of  the 
peritoneum  being  red  and  dry ;  the  intestinal  coils  were 
everywhere  distended.  The  appendix  was  removed  with- 
out difficulty,  and  there  was  practically  no  handling  or 
traumatism  of  the  adjacent  viscera.  The  wound  was 
closed  without  drainage  and  the  usual  post-operative  treat- 
ment was  instituted,  including  the  Fowler  position,  Mur- 
phy rectal  drip,  and  an  ice-coil  to  the  abdomen.  On  the 
day  following  operation  the  patient  complained  of  much 
pain  which  was  not  referred  to  the  region  of  the  wound, 
but  to  the  epigastrium.  He  vomited  repeatedly  without 
effort ;  the  vomited  material  was  light  green  in  color,  with- 
out odor  and  mixed  with  large  quantities  of  mucus.  The 
pulse    became    rapid    and    thready,     respiration     was     em- 
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■     periti  nitis.     The   operation    require. 1    but    a 
few   minutes;   appropriate  drainage   was  established 

tient    was    placed   in   the   elevated    head   and    trunk 
nd  an  ice-coil  to  thi 
abdomen.     He    remained   critically    ill,  and  at  the   end   of 
tula  established  as  a  result  of  the 

ene  in  the  cecal  wall.     Intestinal  paresis 
ate    feature,    the   abdomen    remaining   distended   and 
els  .\  uh   great  difficulty  by  t! 

of    frequently    repeated    high    enemata.     Up    to    the    tenth 
day    vomiting   had    not   been    a    troublesome    feature,    but 
from   the  tenth   to  the   twenty-second   day  after   operation 
ited  repeatedly  and  was  unable  to  retain  any  nour- 
ishment   by    mouth.      The    vomited    material     was     either 
irown  in   color.     The  patient   lost  flesh 
and  strength  repeatedly  and  his  pulse  at  times  was  almost 
imperceptible.     Although  repeated   examinations   had   b  en 
made,  the  extreme  general  distension  had  hitherto  made  it 
-'ile  to  find  a  definite  cause  for  the  vomiting.     Dur- 
ing the  third  week,   however,  the  distension  of  the   lower 
ed  and   the  b  iwels   wen    moved 
rly,  but  the  projectile  vomiting  still  continued  at  fre- 
interyals  and  in  large  quantities.     At  this   time  an- 
other examination   n  .utlines  of  a  greatl 
tended   stomach,  the  greater  curvature  of  which   extended 

i  patient  was  i 
emaciated  that  the  contour  of  the  stomach  itself  could  be 
seen  through  the  thin  abdominal  wall.  He  was  now  sub- 
jected to  lavage  at  regular  intervals,  all  nourishmi 
given  by  rectum  and  small  doses  of  strychnine  (1/90  gr.) 
were  administered  hypodermatically  every  three  hours. 
Following  this  there  was  a  gradual'  cessation  of  the  dila- 
:;nd  all   sym)  atient   made   a 

satisfactory  though   •  ivery. 

Two  cardinal  factors  are  recognized  in  the  eti- 
ology of  acute  post-operative  dilatation  of  the  stom- 
ach, namely  mechanical  obstruction  and  motor  in- 
sufficiency of  the  stomach  musculature.  In  both 
of  the  cases  here  reported,  it  is  my  opinion  that 
motor  insufficiency  was  the  etiological  factor  of 
first  importance,  and  not  mechanical  obstruction. 
The  motor  insufficiency  in  these  cases  seemed  to  be 


simpl)  .i  pari  oi  a  general  gastro-intestinal  pan    is 
oi  toxic  origin,     For  the    ame  reason  that  it  is  dii 
liculi  to  obtain  a  bowel  in  cases  oi  pare 

sis  of  the  gut  il  seems  reasonabli  to  assume  that  the 
stomach,  in  posl  operative    dilatation  is    unable    to 
expel  it--  contents  into  the  duodenum  and  that  tins 
insufficiency,   together   with   hypei  ecretion, 
in  varj  ing  grades  of  dilatation. 
It  is  intere  ting  to  observe  that  in  the  first 

a  cui  red  w  ithin  twentj  foui 

aftei  operation,  the  usual  length  of  time  given 
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and   because  of  the   extreme  general   distension  .i 

definite  cause  of  the  vomiting  was  not  deteri 

until  the-  third  week.     In  both  instances  it  will  be 

noted  that,  even   with    thorough    and    appropriate 

nent,  the  dilatatii  in  pi        ted    Foi     t  period  oi 

ten  days  or  more.     Fortunatelj  both  cas 

ention,  the 
mortalit)  of  which  is  reported  as  85  per  cent. 
These  cases  illustrate  the  importance  of  an  early 
nition  of  this  not  infrequent  complication  of 
any  intra-abdominal  lesion,  particularly  a  toxic 
lesion  in  which  paresis  of  anj  part  of  the  gastro- 
intestinal canal  is  apt  to  be  a  feature. 

It  dues  not  seem  inappropriate  to  add  that  these 
serve  to  emphasize  a  fact  which  has  been  ob- 
served by  others  and  now  quite  generally  accepted; 
namely,  that  appendicitis  in  children  is  a  mure  seri- 
ous problem  than  in  the  adult.  The  progress  of 
the  disease  is  more  rapid  in  children,  they  are  more 
prone  to  the  development  of  serious  complications 
(intestinal  paresis,  obstruction  and  general  perito- 
nitis), and  the  mortality  rate  is  higher.  All  of 
which  bespeak  early  diagnosis  and  prompt  operation 
in  cases  of  appendicitis  in  children  with  even 
greater  emphasis  than  is  now  universally  recom- 
mended in  the  adult. 
289  Garfii  in   1 ']  in. 

The  Test  Meal  and  Gastric  Cancer. 
Without  in  any  way  minimizing  the  value  of  lab- 
oratory examinations  of  the  stomach  contents,  etc., 
I  am  more  and  more  convinced  that  gastric  cancer 
itself  does  not  give  rise  to  diagnostic  symptoms  dur- 
ing the  curable  stage.  In  the  later  stages  the  clinic- 
al picture  and  laboratory  findings  are  charasteristic ; 
by  this  time,  unfortunately,  the  prognosis  is  equally 
as  plain  as  the  diagnosis,  but  if  the  disease  is  situ- 
ated in  the  pyloric  end  of  the  stomach,  it  early  in- 
troduces mechanical  conditions  which  furnish  the 
most  valuable  information. — Wm.  J.  Mayo  in  The 
J.  A.  M.  A. 
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A   CASE   OF   CONGENITAL   HYPOMASTIA 
ASSOCIATED     WITH    ACQUIRED     HY- 
PERTROPHY OF  THE  OPPOSITE 
BREAST. 
Harold  Neuhof,  M.D., 
Adjunct    Surgeon   to  the   Hebrew    Infant   Asylum, 
Assistant  Surgeon   to   the    New   York    Xeuro- 
logical  Institute,  Adjunct  Admitting  Phy- 
sician to  Alt.  Sinai  Hospital. 
(From  Dr.  W.  M.  Brickner's  Surgical 'Department 
in  the  .Mount  Sinai  Hospital  Dispensary.  | 

NEW    YORK. 

Amastia — complete  absence  of  the  breasl — is  a 
very  rare  anomaly  of  which  there  are  but  few  au- 
thentic cases  on  record.  The  normal  progress  01 
development  of  the  breast  may  fail  at  an; 
of  its  evolution,  from  early  embryonic  life  up  to  the 
adult  period.  When  the  unknown  factor  interfer- 
ing with  the  development  of  the  organ  is  at  work 
before  the  second  or  third  months  of  intrauterine 
life,  amastia  results  1.  2.  This  abnormality  is 
generally  but  not  invariably  associated  with  other 
anomalies,  especially  with  deformity  of  the  limb  on 
the  corresponding  side,  absence  of  the  pectoral 
muscles,  infantile  genitalia,  and  absence  of  the 
uterus  and  vagina. 

A  small  imperfectly  developed  gland,  so-called 
micromastia,  is  the  result  of  a  mammary  defect  that 
is  less  complete.  Although  rare,  this  condition  is 
more  often  met  with  than  is  amastia.  Like  the 
latter,  micromastia  is  more  often  unilateral  than  bi- 
lateral. It  would  appear,  from  the  few  reported 
cases,  that  micromastia  is  far  more  common  on  the 
right  than  on  the  left  side.  The  condition  may  oc- 
cur independently  of  other  deformities  or  may  be 
;uted  with  the  anomalies  found  in  amastia  3. 
The  micromastic  breast  in  the  adult  female  resem- 
bles the  normal  male  breast  in  size  and  shape.  The 
nipple  is  regularly  small  and  depressed.  Glandular 
tissue  is  only  insignificantly  developed,  and  lacta- 
tion is  almost  invariably  absent  on  the  affected  side. 

In  addition  to  the  reported  cases  of  amastia  and 
micromastia,  some  patients  have  been  described 
presenting  a  normal  breast  on  one  side  and  very 
much  smaller,  poorly  developed  gland  on  the  oppo- 
site side.  This  ill-defined  group  of  instances  of 
arrested  development  must  be  much  more  common 
than  medical  literature  indicates.  It  is  a  condition 
for  which  no  adequate  name  appears  to  exist  and 
to  which  we  may  appropriately  apply  the  term 
"hypomastia."  The  following  case  comes  under 
this  category  and  is  unique  in  that  the  hypomastic 
breast  lactated  and  the  opposite  breast  presented  a 
condition  of  marked  hypertrophy. 


Mrs.    M.    L.,    aged    _'7   year?,   applied    for   treatment    at 
Dr.    W.   M.    Brickner's   Clinic   in  the   Out-Patient    Depart 
ment  01  Mount  Sinai  Hospital,  in  December,   1910,  for  an 
g   an  abscess  in  the  right  breast. 

There  is  no  history  of  mammary  or  other  deformity  in 
her  family.  (  Her  children  were  examined  and  found 
normally  developed.)  The  patient's  mother  states  that 
immediately  after  this  patient's  birth,  the  accoucheur  called 
attention  to  the  fact  that  the  right  breast  was  much  smaller 
than  its  fellow.  Menstruation  began  at  the  age  of  four- 
teen. The  left  breast  then  gained  the  proportions  of  the 
normal  adolescent  gland,  while  the  right  breast  remained 
small  and  fiat.  During  the  menstrual  periods  fullness 
and  sensitiveness  of  the  left  breast  invariably  appears; 
these  manifestations  never  occur  on  the  right  side.  Men- 
struation was  always  normal. 


The  patient  is  married  six  years  and  has  had  four  nor- 
mally delivered  children.  In  her  first  pregnancy  she 
noticed  that  while  the  left  breast  became  enlarged  and 
engorged  and  contained  colostrum,  the  right  breast  be- 
came but  slightly  larger  and  somewhat  engorged,  and  that 
this  alteration  occurred  only  in  the  last  six  weeks  of  preg- 
nancy. After  childbirth  the  left  breast  secreted  milk  pro- 
fusely, whereas  on  the  right  side  there  was  but  a  small 
quantity  of  milk,  which  soon  disappeared  spontaneously. 
Bottle-feeding  was  instituted  when  the  child  was  ten 
months  old  Practically  the  same  evolution  of  the  breasts 
took  place  at  the  subsequent  pregnancies.  It  was  obsi 
however,  that  the  left  breast  became  larger  and  larger 
with  each  successive  pregnancy  and  that  the  right  breast 
also  became  a  little  larger  and  contained  a  little  more  milk 
with  each  succeeding  childbirth. 

The  last  child  was  born  ten  weeks  ago.  It  nursed  well 
from  the  left  breast  and  made  several  ineffectual  attempts 
tc  nurse  from  the  right.  Five  weeks  before  the  patient 
came  under  observation  her  right  breast  became  painful 
and  swollen.  The  abscess  that  had  formed  ruptured  spon- 
taneously ;  an  ulcer  remained  for  the  treatment  of  which 
the  patient  came  to  the  clinic. 

The  patient  presents  a  normal  physique  and  general  phy- 
sical examination  reveals  no  abnormality  other  than  the 
one  under  discussion. 

The  right  breast  is  of  the  size  and  shape  of  a  small  vir- 
ginal gland  in  a  young  adult  female.  The  nipple  is  very 
small  and  flat,  and  is  surrounded  by  a  narrow 
pigmented  areola,  free  from  Montgomery  glands. 
On  palpation  small  isolated  masses  of  glandular  tis- 
sue are  to  be  felt;  the  remainder  of  the  gland 
seems  to  consist  of  fatty  tissue.     A  few  drops  of  milk  can 
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I  I  he  wound 
Kin  )      I  lie  pectoral  muscles  ai  ■ 
ped. 

,    and  heavj    and  is 
the  umbilicus       1  he 
ind  contour ;  it  is  surrour 

llu    breast    itseli    is    rich    in 
nilk.     rhe  hypertrophy   oi 
i    the 
. 

irmal. 
1   am   indebted  to  Dr.   L.  Jaches,   Radiographist 

•.mt    Sinai    Hospital,    for   the  photograph   oi 

itient. 
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Frequi  N<  i  OF  I  Eernia. 
Onl\  about  to  per  cent,  of  those  who  suffer  with 
inguinal  «>r  femsral  hernia  submit  to  operation  for 
its  cure,  and  when  it  is  considered  thai  over  2,000,- 
000  people  of  this  country  have  one  or  other  oi 
these  forms  of  rupture,  it  is  clear  that  a  verj  large 
number  of  patients  prefer  to  endure  the  distress, 
pain  and  danger  of  this  deformity  rather  than  un- 
dergo an  operation  for  its  cure.  Inguinal  hernia  is 
mmon  than  appendicitis  and  gallstones  to- 
gether, and  while  it  does  not  produce  so  high  a 
mortality,  there  is  a  definite  death-rate  from  stran- 
gulated hernia,  it  has  been  concluded  from  care- 
fully compiled  statistics  that  the  working  efficiency 
of  individuals  with  rupture  is  thereby  impaired 
from  [5  per  cent,  to  50  per  cent. — J.  A.  Mai  Mil 
lan,  in  the  Journal  of  the  Michigan  Slate  Medical 
Society. 


Gall-Bladder  Disease. 
One  of  the  commonest  errors  in  diagnosis  in  my 
experience  has  heen  to  exclude  gallstones  because 
there  has  heen  no  history  of  jaundice. 

I'll.  -1  familiar  with  the  actual  conditions  as  seen 
at  open  tion  arc  well  aware  that  so  long  as  gall- 
stones  remain  in  the  gall-bladder  they  bear  no  neces- 
sary relation  to  jaundice.  Another  group  of  facts 
perhaps  less  generally  known,  or  at  least  not  prac- 
tically ap]  lied,  is  that  owing  to  the  poor  lymphatic 
supply  of  the  gall-bladder,  as  pointed  out  by  W.  J. 
Mayo,  severe  purulent  infection  of  the  gall-bladder 
may  o-cur  with  but  trilling  constitutional  disturb- 
ance. There  rnay  be  no  fever,  no  notable  increase 
of  leucocytes,  no  jaundice.  The  symptoms  and  signs 
may  be  merely  epigastric  pain  and  tenderness  over 
the  gall-bladder,  with  or  without  a  palpable  tumor. 
—A.  B.  Johnson  in  the  Medical  Record 
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1    was  asked  to  see  this  child  on   November  22, 

b)    I  >r.  J.  II.  I  'ottei .  in  whom  I  am  indebted 
for  the  Follow  ing  history  : 

tei    thi    1  In1      wa     :>  'i  11.  a  small  hernia 
was  noticed  in  the  right    i  m,  which    ho    1 

could  be  reduced  without  difficulty.  On  the  day  befori  1 
s;,w  the  child  the  mothei  stated  that  il  had  cried  a  greal 
deal  and  1  .  and   thai   1 

when  she  undressed  it  she  noticed  thai  the  hernii 
much  larger  than  usual  and  could  not  be  reduced  rhe 
in  ed  frei  both  on  the  daj  I  saw  il 
and  on  the  previous  day.  I  here  was  some  vomiting,  but 
much  significance  could  nol  be  attached  to  this,  as  the 
stated  thai  vomiting  had  been  of  frequenl  occui 
rence  ever  since  birth. 

'•il  examination  a  small  umbilical  hernia  was  noted, 
and  in  the  right  inguinal  region  could  be  felt  a  small 
ovoid,  irreducible  mass,  which  was  tense,  elastic,  freely 
movable,  and   gav<    a   suggestion  of  an  impulse  on  crying. 

nperature  was  normal      While  the  child  was  | rlj 

nourished,  weighing  but  eighl  pounds,  it  did  not  have  the 
appearani  oi  being  verj  sick,  ami  in  view  of  the  absence 
symptoms  in  that  direction  strangulation  of  gut 
■i-li  red  doubtful.  I  at  firsl  thought  we  were  deal- 
ing wiili  a  cyst  "I  thi  canal  .1  Nuck,  hut  this  diagnosis 
was  discarded  after  being  assured  by  Dr.  Potter  that 
when  he  first  examined  the  child  it  undoubtedly  had  a 
hernia.      At    any    rate,    it    was    tie. light    best    to    operate. 

The  operation  was  performed  at  once  under  a  very  light 
chloroform  anesthesia.  An  incision  two  inches  long  was 
iver  the  inguinal  canal  and  the  sac  was  quickly  ex- 
posed.  It  was  about  the  size  of  a  large  olive,  but  was 
much  constricted  where  it  emerged  from  the  external  ring, 
at  which  point  it  was  about  the  size  of  a  lead  pencil.  The 
aponeurosis  of  the  external  oblique  was  incised,  thus  re- 
lieving  the  constriction  from  the  external  ring,  and  upon 
opening  the  sac  a  small  quantity  of  fluid  escaped,  followed 
by  tin  ovary  anil  tube,  both  s ewhat  congested  Tin- 
ovary  measured  about  %  inch  in  thickness,  by  %  inch  in 
length,  and  its  size  undoubtedly  prevented  the  reduction  of 
the  hernial  contents.  Presenting  just  within  the  neck  of 
the  sac  were  also  the  horn  of  the  uterus,  the  round  liga- 
ment, and  part  of  the  broad  ligament.  Whether  the 
uteru-  in  this  instance  was  bicornate  or  unicornate  was 
not  determined,  as  to  have  attempted  to  do  this  it  would 
have  heen  necessary  to  have  enlarged  the  neck  of  the 
sac  considerably.  1  he  contents  of  the  sac  were  returned 
without  difficulty,  after  which  the  sac  was  ligated  and 
the  canal  was  repaired.  The  child  left  the  table  in  good 
condition    and   iias    made   an   uneventful   recovery. 

Since  operating  upon  this  patient  I  have  heard  oi 
three  similar  eases  in  infants  occurring  in  the  prac- 
tice of  surgeons  i>>  whom  I  have  mentioned  this 
case,  and  from  examination  of  the  literature  it 
seems  that,  while  hernia  of  the  tube  and  ovary  in  it- 
self is  comparatively  rare,  a  large  proportion  of 
such  cases  I, cents  in  infants  under  one  year  of  age. 
In  the  Journal  of  the  American   Medical  .Issocia- 


•Read  before  the  -Polyclinic  Clinical  Society,  December,  1910. 
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tion,  November  -'5,  1905,  Andrews  reports  362 
cases  of  hernia  of  the  female  pelvic  organs  which 
he  had  collected  from  the  literature,  80  of  which 
were  of  the  tube  and  ovary;  46  of  the  tube  alone, 
and  id"  of  the  ovary  alone,  or  in  which  there  was 
no  mention  of  the  tube.  In  the  following  year  he 
collected  and  reported  in  detail  88  cases  of  hernia 
•of  the  tube  ami  ovary  {Journal  American  Medical 
ation,  Nov.  -'4,  [906).  In  looking  over  his 
cases,  I  was  surprised  to  find  that  in  31  out  of  the 
■88,  the  hernia  occurred  in  children  under  one  year 
of  age.  This  large  proportion  of  these  cases  in 
infants  is  borne  out  by  Carmichael's  statistics, 
quoted  by  Coley  (Annals  of  Surgery,  September, 
1909),  where  in  21  cases  of  hernia  in  females  under 
one  year,  13  contained  the  ovary  and  tube.  It  is 
probable  that  the  proportion  is  even  larger  than  is 
shown  by  these  figures,  because  few  infants  are 
operated  upon  at  this  early  age — that  is,  under  one 
year — the  sac,  if  left  alone  frequently  becoming  ob- 
literated spontaneously  and  the  hernia  being  cured 
without  operation,  so  that  the  condition  is  not  rec- 
ognized. At  the  same  time,  many  of  the  reported 
cases  operated  upon  in  adult  life  give  a  history  of 
having  had  the  trouble  from  birth. 

The  frequency  of  the  condition  in  infancy  may 
be  explained  by  the  fact  that  the  canal  of  Nuck 
often  remains  patent  after  birth,  and  in  early  in- 
fancy the  tube  and  ovary  lie  in  the  abdominal 
cavity,  close  to  the  internal  abdominal  ring. 

222  West  72D  Street. 


X-Rays  in  the  Treatment  of  Cancer. 
Cathode  rays  and  X-rays  can  be  made  absolutely 
destructive  to  superficial  growths  if  used  to  excess, 
but  the  A*-ray  is  in  effect  a  two-edged  sword ; 
nevertheless  it  may  be  used  as  the  principal  agent, 
as  a  preliminary  therapeutic  measure  preceding 
operations,  or  as  a  post-operative  protection.  The 
first  and  the  third  of  these  uses  are,  in  trained 
hands,  often  very  successful ;  the  second  is  a  dis- 
appointing and  even  a  dangerous  measure.  Again, 
cathode  rays  may  be  used  for  their  destructive  and 
specific  effects  for  relief  of  pain,  without  reference 
to  the  former,  and  to  aid  prompt  absorption  of  exu- 
date or  scar  tissue.  I  have  convinced  myself  that 
they  are  of  great  value  after  operations  where  por- 
tions of  the  abdominal  viscera  or  of  abdominal 
growths  have  been  removed  on  account  of  cancer. 
Here  they  seem,  at  least,  to  retard  recurrence,  and 
I  repeat,  in  my  own  experience,  to  apparently  pre- 
vent it. — Roswell  Park  in  the  Buffalo  Medical 
Journal. 


EXTRACTK  >N  (  >l    H  >REIGN  BODIES  FROM 
THE  EYE  WITH  THE  "CORNEAL 

CURETTE." 
John    M.    Wheeler,    M.D., 
Assistant  Surgeon,  New   York  Eye  &  Ear  Infirm- 
ary ;  Ophthalmic  Surgeon,  New  York  Throat, 
Nose  and  Lung  Hospital. 

NEW    YORK. 

Two  years  ago  I  published  a  description  of  my 
little  instrument  for  removing  foreign  bodies  from 
the  cornea  {Journal  A.  M.  A.,  May  22,  1909).  At 
that  time  the  suggestion  was  made  that  the  instru- 
ment would  appeal  especially  to  general  practi- 
tioners, as  it  often  falls  to  the  lot  of  manv  general 


practitioners  of  medicine  and  surgery  to  remove 
small  bits  of  foreign  matter  from  patients'  eyes. 
Many  doctors  have  a  just  sense  of  hesitancy  about 
using  sharp  instruments  on  the  human  cornea  for 
fear  of  penetrating  into  the  anterior  chamber.  The 
danger  of  such  an  accident  is  a  real  one,  and  it  has 
seemed  to  me  that  there  has  been  a  genuine  demand 
for  an  instrument  which  is  effective  and  at  the 
same  time  safe  in  the  hands  of  those  who  have  not 
had  special  training  in  the  technic  of  eye  surgery. 
With  this  in  view,  the  instrument  was  designed  and 
has  been  called  a  "corneal  curette."  That  such  an  in- 
strument was  wanted  by  the  profession  is  evident 
by  the  demand  that  the  instrument  makers  have  had 
for  it,  from  both  specialists  and  general  practition- 
ers. In  justice  to  the  instrument  and  for  the  benefit 
of  those  who  are  using  it,  it  seems  to  me  that  a  brief 
explanation  of  the  technic  of  its  use  in  the  re- 
moval of  foreign  bodies  from  the  cornea  is  called  for. 
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ire  attempting  to  remove  a  foreign  body,  the 

.  should  be  rendered  entirel)  anesthetic.     I'his 

ne  b)    instilling  two  or  three  times,  at 

intervals  of  three  or   foui    minutes,  a  .|   per  cent. 

ne   hydrochlorate   or    i    pei 

ne.      rhe  patient  then  ma)    be  .1 

the  extraction  will  be  painless.     H  in  a 

chair  of  such  a  height  that  his  eve  will  be  easil)  ac- 

.  who  stands  behind  hi 
eye  speculum  i>  onl)   in  the  case  of  e\- 

nal  patients  who  will  not  open  the  lids  when 
Either  artificial  or  natural  light  is 
thrown  on  ondensing  lens,  and 

the  patient  is  instructed  to  look  with  his  unaffected 
eye  at  a  point  which  will  cause  him  to  hold  the 
injured  eye  in  a  position  enabling  thi 
see  the  foreign  bod)  most  distinctly.  In  holding 
his  lids  open,  the  patient  is  assisted  by  the  surgeon's 
fingers.  The  lens  is  held  in  one  hand  and  the  in- 
strument is  held  lightly  in  the  other,  very  much  as 
a  pen  is  held  in  the  hand.     The  accompanying  il- 


rnea   usually  yield  readily  to  treat- 
ment.     No  scar  will   result    from   injury  to  the  cor- 
nea unless  the  anterior  limiting  membrane   (Bow- 
man's membrane)   has  been  penetrated, 
(oi  11   Si  ki  1 


(Jf— 


lustration  shows  the  position  which  the  surgeon 
and  the  patient  should  assume. 

The  edge  of  the  instrument  should  be  sharp  and 
should  cut  with  gentle  pressure;  the  operator 
works  the  instrument  behind  the  foreign  body  and 
lifts  it  from  its  bed  in  the  cornea.  Usually  the 
i  n  body  is  dislodged  by  a  single  motion  and 
usually  it  does  not  float  away  in  the  lacrimal  sec- 
it  stays  in  the  hollow  of  the  curette. 

It  is  always  a  pleasure  and  relief  to  both  patient 
and  physician  to  get  a  good  look  at  the  foreign  body 
after  it  lias  been  taken  from  the  eye.  In  the  case 
of  very  small  particles  which  penetrate  deeply  into 
the  cornea,  the  point  of  the  instrument  should  be 
used.  When  the  point  is  used  the  shank  is  made  to 
act  as  a  guard  so  that  there  need  be  no  fear  of  pene- 
trating into  the  aqueous  chamber. 

The  wound  may  be  disinfected  by  the  application 
of  bichloride  of  mercury  solution  1-500,  although 
this  is  seldom  necessary.  Hot  bathing  and  an  an- 
tiseptic, such  as  argyrol  25  per  cent.,  or  bichloride 
vaseline  1-5000  used  several  times  following  the 
extraction  are  acceptable  to  the  patient  and  are  wise 
precautions  against  infection  of  the  corneal  wound. 
These  little  wounds  usually  heal  within  two  or 
three  days.  In  case  an  ulcer  results,  it  should  be 
curetted  and  treated  energetically  by  atropine,  an- 
tiseptics and  hot  bathing.    Ulcers  following  foreign 
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I  lu-  econd  annual  meeting  of  thi 

Medical    I  ditors1    Association   will   be  held   at   the 
Alexandria    Hotel,   Los  Angeles,  on   June   26  and 
27,  under  the  presidenc)  of  Dr.  J.  MacDonald,  Jr., 
1   1  York,  with  the  annual  banquet  on  the  even 
ing  oi    Monday,  June  26,  al  the  above  hotel. 

Among  the  papers  to  be  presented  at  this  meel 
ing  arc  the  following,  all  of  which  arc  of  intere  1  to 
medical  editors,  and  all  doctors  who  are  journalistic 
all)  interested  arc  invited  to  attend  this  session. 

"Relation  of  the  Medical  Press  to  the  Public 
Health  and  Marine  Hospital  Service,"  by  Walter 
\\  3  man,  Surgeon-*  leneral. 

"The  Advisability  of  Newspapers  and  Magazines 
Having  Medical  Editors  on  Their  Staff,"  by  Edgar 
A.  Vander  Veer,  M.D. 

"Some  Things  I  Have  Learned  as  a  Western 
Medical  Editor,"  by  Edward  C.  Hill,  M.D. 

"The  Future  of  American  Medical  Journalism, 
Once  More  an  Optimistic  Outlook,"  by  William  J. 
Robinson,   M.D. 

"Some  Elements  of  Success  in  Medical  Journal- 
ism." by  J.  M.  French,  M.D. 

"The  Medical  Reporter  from  His  Own  Stand- 
point," by  E.  Franklin  Smith,  M.D. 

"Physical  Therapeutics  in  the  Medical  Press,"  by 
Arnold  Snow.  M.D. 

"What  Shall  WE  Publish,"  by  J.  R.  Phelan,  M.  D. 

"The  Extension  of  Advertising  in  Medical  Jour- 
nals,'   by  S.  DeWitt  Clough. 

"Medical  Expert  Testimony,"  by  R.  B.  H.  Grad- 
wohl,  M.D. 

"The  Hospital  Bulletin  as  a  Factor  in  Medical 
Journalism,"   by  George  W.   Kosmac,   M.D. 

"The  Literary  Side  of  Medical  Journalism,"  by 
T.  D.  Crothers,  M.D. 

"Private  Owned  Medical  Journals,"  by  Henr) 
W.  Coe,  M.D. 

"The  Influence  of  Medical  Journalism  for  Medi- 
cal Progress,"  by  W.  Benham  Snow,  M.D. 

"Editorial  Independence,"  by  T.G.Atkinson,  M.D. 

Subject  to  be  announced  by  C.  H.  Hughes,  M.D. 

Subject  to  be  announced  by  William  Porter,  M.D. 

Subject  to  be  announced  by  Winslow  Anderson, 
M.D. 
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FRACTURES  OF  THE  ELBOW. 
"One  of  the  worst  things  that  can  happen  to  a 
young  surgeon  beginning  practice  is  to  meet  with 
a  case  of  injury  of  the  elbow  in  a  child."  While 
modern  methods,  and  especially  the  X-ray,  have 
largely  mitigated  the  terrors  of  injury  to  the  elbow 
joint,  these  words  of  the  great  Yelpeau,  uttered 
in  the  early  years  of  the  last  century,  are  still  of 
great  significance.  Probably  no  other  forms  of 
fracture  afford  such  opportunity  for  error,  or  fur- 
nish so  many  poor  after-results  as  fractures  in  or 
about  the  elbow.  These  points  are  strikingly  em- 
phasized in  a  recent  paper  by  Fagge  {British  Medi- 
cal Journal,  March  11,  1911).  whose  discussion  of 
injuries  to  the  lower  end  of  the  humerus  is  forcibly 
brought  to  attention  by  its  note  of  practical  experi- 
ence. Our  notions  of  such  injuries  has  been  largely 
clarified  by  the  recent  classical  work  of  Poland  on 
"Injuries  of  the  Epiphyses."  from  which  Fagge 
quotes  extensively.  Fagge  clearly  shows,  for  in- 
stance, that  the  common  diagnosis  of  "separation  of 
the  lower  end  of  the  epiphysis"  in  children,  at  least 
after  the  age  of  four,  is  an  error.  In  accordance 
with  irost  writers,  Fagge  accepts  the  conclusions  of 
Poland,  who  has  shown  that  after  the  age  of  four, 
<->  part  of  the  extreme  lower  end  of  the  humerus  is 
formed  by  the  downward  growth  of  the  diaphysis, 
between  the  internal  epicondyle  and  the  rest  of  the 
epiphysis.     Separation   of  the  epiphysis,   after  the 


age  of  four,  must  necessarily,  therefore,  be  associ- 
ated with  fracture. 

Fortunately,  it  is  not  essential  to  accurately  dif- 
ferentiate between  the  various  forms  of  fracture  of 
the  lower  end  of  the  humerus,  because  the  treat- 
ment is  but  slightly  influenced  by  the  particular  na- 
ture of  the  injury.  It  is,  however,  absolutely  nec- 
essary to  diagnose  as  early  as  possible  a  separation 
of  an  epiphysis,  for  the  reason  that  union  is  verj 
rapid  in  these  parts,  resulting  in  permanent  deform- 
ity or  marked  li  nitation  of  motion,  unless  early 
proper  fixation  of  the  joint  is  instituted. 

The  two  most  co  union  untoward  results  of  in- 
jury of  the  elbow  are,  first,  impairment  of  mobility, 
due  to  the  formation  of  callus  within  the  joint  and 
to  imperfect  replacement  of  the  epiphysis;  second, 
arrest  of  growth  due  to  injury  of  the  epiphysis. 
Fortunately,  this  is  not  as  serious  as  is  arrest  of 
growth  due  to  injuries  of  the  lower  femoral  epiphy- 
sis, but  the  patient  and  relatives  should  be  advised 
of  the  possibility. 

The  proper  treatment  of  fractures  of  the  elbow  is 
still  a  matter  of  contention.  Poland,  whose  experi- 
ence is  large,  recommends  the  fight-angled  splint 
Bardenheuer  and  the  American  School  place  their 
faith  in  fixation  in  the  extended  position.  On  the 
other  hand.  Hutchinson  and  many  English  sur- 
geons believe  in  flexion. 

A.  P.  C.  Ashhurst,  whose  essay  on  this  subject 
won  the  Samuel  D.  Gross  prize  last  year,  reported 
excellent  results  in  the  immediate  use  of  hyper- 
flexion  in  his  series  of  56  cases;  but  he  emphasizes 
the  importance  of  reduction  of  the  fracture.  The 
hyperflexion  caused  trouble  (median  neuritis)  in 
but  one  of  his  cases. 

In  Fagge's  opinion,  flexion  undoubtedly  reduces 
the  deformity  very  easily,  but  he  has  seen,  undoubt- 
edly, impairment  of  the  carrying  angle  following  its 
use.  He  emphasizes  the  necessity  of  removal  of  the 
supporting  apparatus  at  the  end  of  three  or  four 
weeks,  and  of  an  early  resort  to  massage  and  pas- 
sive motion.  If  an  operation  is  decided  upon, 
Fagge  advises  that  it  be  performed  early,  within 
two  or  three  weeks  of  the  accident. — E.  M. 


SURGERY  IN  CHINA. 
Among  many  medical  publications  of  the  past 
year  we  have  found  none  more  entertaining  and 
instructive  than  the  treatise  on  "The  Diseases  of 
China  (including  Formosa  and  Korea),"  by  W. 
Hamilton  Jefferys  and  James  L.  Maxwell  1  P. 
Blakiston's  Son  &  Co.,  1910;  $6.00).  It  provides 
a  clear  insight  into  native  conditions  governing  dis- 
ease and  its  treatment,  and  a  scholarly  and  thor- 
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description   of   the  "medical"   diseases    inci- 
dent, no  less  than  of  those  peculiar,  to  the  empire. 
But  what   interested  us  especiallj   arc  the  sections 
•  ,1  surgical  pra<  I 

Chinese  surgery,  like  the  native  medicine,  has 
made  little  or  no  advance  (but  the  teaching  that 
is  being  conducted  in  man)  of  the  four  hundred 
hospitals  and  dispensaries,  and  in  the  "ten  or  twelve 
medical  schools  under  Christian  influence," 
will  no  doubt  effect  a  decided  change  within  an- 
othei  generation).  On  the  other  hand,  surgery  in 
China,  .1-  it  is  practiced  by  medical  missionaries  in 
the  large  centers  is,  with  some  limitations,  quite  in 
keeping  with  the  general  surgical  practices  of  the 
ni.  It  is  especiall)  interesting  to  note  that 
hospital  construction  and  the  equipmenl  of  operat- 
ing rooms  and  in  these  centers  have 
been  kept  abreast  of  modern  scientific  r& 
ments. 

It  i-  h\  nosogeographic  studios  that  the  etiolog) 
and  productive  factors  of  man)  diseases  have  been 
learned.  To  the  no>ochtlu»nograph\  A  <  hina 
Jefferys  and  Maxwell  have  given  much  attention 
and  their  treatise  brings  out  many  interesting  data. 
The  incidence  in  China  of  certain  of  the  with  us 
more  common  surgical  diseases  presents  striking 
features. 

Liver  abscess  "is  decidedly  a  rarit)  among 
Chinese."     Appendicitis   is  likewise   very   rare. 

That  an  affection  so  common  elsewhere  should 
be  so  rare  in  China  is  attributable,  one  would  say 
at  once,  to  the  difference  in  diet,  and  this  conclu- 
sion becomes  inevitable  when  we  read  that  "in 
Shanghai  it  [appendicitis]  is  extremel)  common 
among  foreigners  and  frequently  seen  in  Chinese 
who  keep  a  foreign  table."  Again,  that  meat- 
eating  plays  little  or  no  role  in  the  production  of 
malignant  growths  would  seem  demonstrated  by 
the  fact  that  all  varieties  of  neoplasm  are  quite 
common  in  China.  Goiter  "is  probably  found 
sporadically     .     .     .     and    in    endemic   area-." 

\  aricocele  is  met  with  but  infrequently,  while 
"hernia  is  more  common  in  China  among  men 
than  in  probably  any  other  country,"  both  among 
the  laboring  classes,  "the  life  of  many  being  more 
like  that  of  beasts  of  burden  than  of  men,"  and 
among  the  upper  classes  (clerk,  teacher,  etc.),  with 
whom  "the  most  violent  exercise  consists  of  a  stroll 
up  the  street."  In  them  "energetic  movements  are 
rare  and  unprepared  for.  The  muscles  are  insuf- 
ficiently developed,  fat  predominates,  or  an  atonic 
relaxation.     .     .     ." 


I  Ik    most  common  surgical  affection  in   China, 

we  taki    t,  i    vt   ical  calculus,  which  1-  found  pretty 

much  all  ovei   the  Empire.     "China  boasts     .     .     . 

at   lea  l   two  of  the  greate  I    stone-producing  dis- 

in  the   world     Kwangtung  province     .     .     . 

b)    .1.   G     Kerr,  and   northern    Anhuei 

.    .    .    discovered    b)    Samuel    Cochran."    "Kid- 

tl  and  i"  1  putial  -tour  are  b)   no  means 

mi  1  equent  in  (  hina." 

i        to  I1.11  inc   and   bi  an  1  ui  d    diet    «  itli    lack 

the    impuritj    of    the   water,   persi  b  ntlj 

taken  hot,  al<  >ng  «  ith  the  low   malai  ii  n  and  the 

1  - 1    p.  1  iod 

of  thi  the    farmer   and  tituting    the 

ol    the  1  ases  1   working  undei    th<    hot    sun 

.    .    .    must    be    main    elements As    Dr.    V\  ing 

observes,  'thi    gout}   diathesis  appi  11     to  little  to  do 

with  the   prevaleno    oi   1  il<    lu  gout   is  scarcely   ever 

met  with.    .    .    .' — J.  <       1  hompson. 

Jeffer)  and  Maxwell  present  some  statistics 
om  1  rning  various  operations  for  bladder  stone  b) 
various  operators.  "Dr.  J.  (1.  Kerr's  record  for 
stone  operations  at  Canton  was  1,300,  onl)  ex- 
ceded  b)  Sir  Win.  Thompson."  Litholapax)  and 
perineal  cystotomy,  median  and  lateral,  are  per- 
formed frequently  in  China,  but  the  authors  con 
sider  the  suprapubic  extraperitoneal  route  the 
operation  of  choice  in  most  cases,  and,  indeed,  it  is 
most  often  followed.  With  the  transperitoneal 
route  they  are  evidentl)  unacquainted  and.  indeed, 
they  give  the  impression  thai  in  most  of  their 
patients  the  bladder  is  much  infected,  for  they 
greatly  fear  accidental  tearing  of  the  peritoneum. 
"If  torn  before  the  bladder  is  opened,  the  opera- 
tion should  not  be  continued  at  the  time."  We  are 
interested  to  note  that  in  spite  of  the  favorable 
statistics  of  litholapax)  in  the  hands  of  surgeons  in 
India  who  are  masters  in  the  art  of  stone  crushing. 
this  operation  is  regarded  by  Jefferys  and  Max- 
well as  unsafe  for  routine  employment  and  best 
reserved    for  special  cases. — W.   M.   I!. 


Surgical  Suggestions 


Sudden  anuria  may  be  the  first  symptom  of  a 
carcinoma  of  the  cervix  in  an  apparently  healthy 
woman. 


In  the  presence  of  a  smooth,  hard,  fixed  and 
often  tender  abdominal  tumor  giving  no  character- 
istic symptoms,  it  is  worth  while  to  think  of  an  ec- 
topic or  fused  kidney — especially  if  the  mass  be  in 
the  median  line  or  near  the  pelvis. 
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Courvoisier's  law  is  rarely  broken — enlargement 
of  the  gall  bladder  with  pronounced  jaundice  means 
neoplasm. 


When  removing  stones  from  the  gall  ducts  don't 
neglect  to  explore  the  hepaticus — with  a  probe  or. 
better,  a  narrow  blunt  spoon. 


Rigidity  of  the  muscles  in  the  flank  on  deep  pal- 
pation is  as  valuable  a  diagnostic  sign  as  is  rigidity 
of  the  anterior  abdominal  muscles.  In  the  pres- 
ence of  a  urinary  disturbance  (e.  g.,  anuria,  pyuria 
hematuria)  unilateral  tenderness  and  rigidity  in  the 
loin  are  presumptive  evidence  of  affection  of  the 
kidney  on  that  side. 


Callus  about  a  perforating  ulcer  of  the  foot  is  a 
trophic  disturbance  not  dependent  on  pressure  for 
its  cause. 


Perforating  ulcers  and  localized  gangrenous 
processes  in  one  or  both  feet,  without  other  ob- 
vious cause  (e.  g.  tabes,  diabetes,  obliteration  of 
bloodvessels,  frost-bite)  indicate  a  careful  exam- 
ination of  the  spine  for  an  evident  or  concealed 
spina   bifida. 


To  perform  gastrostomy  upon  a  patient  with 
esophageal  obstruction,  who  can  painlessly  swal- 
low fluids  is  a  needless,  not  to  say,  a  cruel,  operation 
— except  as  a  preliminary  to  a  more  radical  pro- 
cedure. 


An   injection   of  bismuth   paste   may   definitively 
close  a  troublesome  empyema  sinus. 


Persistent  tachycardia  should  indicate  a  search 
for  other  evidences  of  hyperthyroidism.  A  goiter  is 
not  essential  to  the  diagnosis. 


The  .r-ray  shadow  of  a  deposit  in  the   sub 
mial   bursa  may   easily  be  mistaken,  by   the   inex- 
perienced, for  that  of  a  fracture  of  the  tuberosity 
of  the  humerus. 


In  an  injury  to  the  elbow  gentle  palpation  and 
study  of  the  relations  of  the  bony  landmarks — the 
olecranon,  the  condyles,  the  head  of  the  radius — is 
very  often  quite  sufficient  to  establish  a  diagnosis 
without  painful  manipulation. 


mrgical  Sociology 

Ira  S.  Wile,  M.D. 
Department  Editor 


The  dull  season  in  medicine  is  at  hand.  The 
open  season  for  accidents  is  about  to  begin.  Mad 
-March  has  the  distinction  of  being  the  one  month 
of  the  year  that  i-  shrouded  with  the  maximum 
number  of  death-.  The  daily  average  for  .March. 
1909,  was  2,26]  death-;.  June,  that  rare  month  of 
rays  days,  is  the  most  healthful  month  of  the  year. 
During  [909  the  daily  average  of  deaths  was  1.809. 
Whir  a  part  of  the  summer  mortality  is  gener- 
ally regarded  a-  due  merely  to  the  high  mortality 
among  infants,  adequate  attention  has  not  been 
given  to  the  large  number  of  fatalities  due  to  the 
accidents  arising  from  recreational  pursuits  such 
.1-  swimming,  boating,  polo,  baseball  and  the  trau- 
matisms that  arise  during  transportation,  not  to. 
mention  the  percentage  of  minor  injuries  that  are 
due  to  the  exhilaration  or  enervation  born  of  acute 
alcoholism. 

The  fatalities  by  drowning  during  1909  amounted 
to  0.6  per  100  deaths  from  all  known  causes.  The 
deaths  from  railroad  accidents  and  injuries- 
amounted  to  6.659.  while  even  the  recent  automo- 
bile sent  632  human  beings  into  the  unknown  world. 
The  summer  season  is  fraught  with  emergency  calls,, 
from  the  ordinary  heat  exhaustion  and  the  lacera- 
tions attendant  upon  too  much  gunpowder,  to  the 
serious  crippling  of  the  workers  in  the  fields,  on  the 
boats  and  trains,  in  the  building  industries  and  in. 
the  mines. 

Out  of  210.507  deaths  during  1909  of  males  in 
known  occupations,  22.201,  or  10.5  per  cent.,  were 
deaths  from  accidents.  The  great  economic  loss 
may  be  better  appreciated  by  considering  the  deaths 
from  accidents  during  the  active  period  of  indus- 
trial efficiency  that  extends  from  the  age  of  25  to- 
34  years.  Accidents  were  the  cause  of  20.2  per 
cent,  of  the  deaths  reported  among  agricultural 
laborers  in  this  age  group. 

The  percentage  of  deaths  from  accidents  of  all 
the  deaths  reported  among  the  following  types  of 
workers  between  the  ages  of  25  years  and  34  years: 

Per  cent. 

Genera!   laborers 13.9 

\\  atchmen.  firemen,  policemen 21. 1 

Boatmen   and   sailors 31.8 

Steam  railroad  employes 67.9 

Carpenters  and  joiners 24.4 

Iron  and  steel  workers 28.] 

Miners  and  quarrymen 61.3 

Physicians  themselves  during  this  age  period 
suffered  to  the  extent  of  1 1 . 1  per  cent. 

This  high  mortality  from  accidents  is  all  the  more 
astonishing  when  one  contemplates  the  large  num- 
ber of  non-fatal  industrial  injuries  and  the  fact  that 
fully  50  per  cent,  of  this  type  of  injuries  are  pre- 
ventable. 

In  the  State  of  Minnesota  from  August  1,  1909^ 
to  July  31,  1910.  there  were  reported  345  fatal  and 
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dr.  Frederick  I 
.1  the  annual  morula  . 
adult  nial.  i    this 

.   while   the 
little    less    than 
rding  to  the  figui 
erman  Imperial   Insurance  Office, 

nt-  are  due  to  the  inevitable  n-k> 
■ 

intry  has  failed  to  awaken  to  the 

the   workers.      This    fact    is 

contrast  in  a  single  industr) 

mining.     The  number  of  nun  per  i.<><>o  who 

were  killed  in  eoal  mining  was:    In   France,  aver- 

.   in    Belgium,    19 

,    n. mi.    1902   to    1906,    1.28; 

i,.    1906,   it   was 

. 
If  tl  1  irt  of  the  injui  >■ 

ntable,   what  can   be  at   fault?     Long   I 

1    j    devices,  poor  sj  stems  of 
warning  signals,  i  factory  inspection,  lack 

of  lire  drills  and  tire  equipment,  physical  infirmities 
of  employes  at   unsuitable   work,   lack   of   polyglot 
of    warning,   cai  1  I    over-sure   em- 

Jit  on  the  part  of  em- 
But  fundamental  is  the  failure  01  the 
public  to  appreciate  that  industrial  workers  are 
being  sacrificed,  and  that  in  industrial  slavery  men 
are  merely  chattels  to  be  thrown  upon  the  social 
waste  pile  after  life  has  been  beaten  out  of  them. 

The  glorious  Fourth  of  July  is  again  nearing, 
and  municipalities  are  beginning  their  campaigns  of 
education  of  the  public  to  an  intelligent  manner  of 
celebrating  the  day.  During  the  pasl  four  yon-. 
the  noisy  ceremonies  with  cannons,  pistols,  gun- 
powder and  cannon-crackers  have  caused  the  death 
73  persons  and  the  injury  of  17.592  per-  ns 
This  sounds  more  like  the  record  of  a  war  than 
the  peaceful  celebration  of  the  establishmei  t  of  this 
Republic.  Through  the  widespread  appreciation  of 
the  necessity  of  more  sane  festivities,  the  injuries 
during  1910  were  reduced  from  5,0c)  1  in  1909  to 
.  while  the  cases  of  tetanus  dropped  from  90 
in  1909  to  64  in  1910.  On  with  the  dance  and 
pageant,  march  and  game:  let  joy  be  unconfined 
in  every  city  and  town  and  hamlet,  but  let  the  spirit 
preside  over  the  functions  rather  than  the 
ries  of  Mars  and  Gabriel! 
With  the  advent  of  the  warm  weather  the  prob- 
lem of  being  comfortable  in  a  hospital  takes  on  es- 
pecial interest  for  prospective  patients.  Taking 
hole,  the  question  of  summer  care 
of  patients  has  not  had  much  attention  given  to  it. 
With  open  windows,  the  necessity  of  keeping  out 
the  dust  and  insects  demands  attention.  Adequate 
screening  and  the  use  of  vacuum  cleaners  are  al- 
most imperative  in  a  well-regulated  institution. 
The  adoption  of  especial  methods  of  keeping  the 
air  in  motion  would  be  of  value  in  promoting  the 
comfort  of  the  bed-ridden  patients.  Water  curtains 
or  some  other  device  for  cooling  the  air  in  hospital 
wards  would  be  a  great  boon,  and  would  help  to 
sustain  the  vitality  of  many  persons  susceptible  to 
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routine  in  arranging  for  the  comfort  of  patients,  it 
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ciency  in  restoring  strength  and  courage,  the 

to  promote  the   welfare  of   (In    patients 

be  meritorious  on  the  part  of  the  hospitals. 
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The  Experimental  Chemotherapy  of  Spirilloses  (Syph- 
ilis, Relapsing  Fever,  Spirillosis  of  Fowls,  Fram- 
boesia.)  By  Paul  Ehrlich  and  S.  11  via.  with  Con- 
tributions by  H.  J.  Nichols,  New  York;  J.  Iverson-, 
St.  Petersburg:  Bitter,  Cairo;  and  Drf.ver,  Cairo. 
Translated  by  A.  Newbold  and  revised  by  Robert  W. 
Felkiw  M.D.,  F.R.C.S.,  etc.,  late  lecturer  on  Tropical 
Disease?,  Edinburgh  Medical  School.  Octavo;  181 
pam  in  tlie  text  and  5  plates.     New  York; 

i  in  Co  .  1911.  Price,  cloth,  $4.00. 
It  is  safe  in  state  that  there  would  have  been  far  fewer 
errors  in  the  use  of  Salvarsan,  and  much  clearer  under- 
standing of  the  principles  underlying  this  variety  of  chem- 
otherapy if  this  book  had  been  published  in  English  at  an 
earlier  date.  For  all  the  step-  by  which  Ehrlich  and  his 
associates  finally  reached  their  goal  as  well  as  all  the 
practical  precautions  to  be  taken  in  the  administration  of 
Salvarsan   arc   described  here  in   great  detail. 

The  earlier  stage-  of  the  work  were  particularly  con- 
cerned with  the  experiments  with  the  spirillum  of  re- 
lapsing fever:  First,  the  attempt  to  obtain  a  specific  chem- 
ical action  by  means  of  dye-stuffs,  and,  later,  the  use  of 
npounds  in  order  to  eradi- 
cate the  spirilla  of  relapsing  fever.  The  disease  known  as 
-is  of   fowl?  1'   as   a   favorable  opportu- 

nity to  tesl  the  chemotherapy  of  dyes  and  of  arsenic  com- 
upon  animals;  and  very  striking  results  were  ob- 
imal  experimentation.  The  third 
stage  of  the  work  dealt  with  syphilis  in  rabbits.  Various 
dyes  and  their  various  arsenical  derivates  were  injected 
until,  finally,  the  combination  was  found  that  resulted  in 
the  most  prompt,  the  most  effectual  influence  upon  the 
spirochetis    and   the    syphilitic    lesions    of    rabbits. 

Nichols,  Iverson,  Bitter  and  Dreyer  contribute  chap- 
ters describing  their  experiences  with  Salvarsan  in  the  ani- 
mal organisms,  the  subject  of  syphilis  and  in  the  chem- 
otherapy  of   relapsing   fever. 


\\\       N       6. 


Book   Reviews. 


2(  >S 


Ehrlich  writes  the  concluding  chapters  dealing  largely 
with  the  practical  points  connected  with  the  administra- 
tion   of   Salvarsan. 

It  is  needless  for  us  to  call  attention  to  the  great  im- 
portance of  this  translated  work  of  Ehrlich  and  his  school. 

A  Text-Book  of  Surgical  Anatomy.     By  William  Fran- 
cis  Campbell,   M.D.,    Brooklyn,    X.    V.,    Professor  of 
Anatomy,    Long  -Island    College    Hospital;    Attending 
Surgeon    to    the    Methodist,    Episcopal,    Swedish   and 
Bushwick    Hospitals;    Consulting    Surgeon   to  the  Ja- 
maica   Hospital.      Second    Edition.      Duodecimo;    675 
pages;    319    original    illustrations.      Philadelphia    and 
London:    W.  B.  Saunders  Company,  1911. 
The  fact  that  the  first  edition  was  exhausted  in  a  short 
space  of  time  indicates  that  there  has  been  a  demand  for 
this  book.     It  is  intended  for  the  student  and  the  practi- 
tioner, and  is  eminently  practical  in  its  scope.     The  work 
lies    midway    between    the    publications    for    elementary 
students  and  the  exhaustive  treatises  intended  for  special- 
ists.    We  believe  that  the  author  will  enhance  the  value 
of  his  work  by  omitting  the  descriptions  of  surgical  dis- 
ease that  are  scattered   throughout   the  book.     The  artist 
is  to  be  commended  upon  the  uniform  excellence  of  the 
numerous   illustrations ;   some  of  these  illustrations,   how- 
ever, might  be  omitted,  especially  when   several  drawings 
are  for  practical  purposes  identical   (that  on  page  174  and 
on  page  244,  for  example  I. 

Vaginal  Celiotomy.  By  S.  Wyllis  Bandler,  M.D.,  Ad- 
junct Professor  of  Diseases  of  Women,  X.  Y.  Post- 
Graduate  Medical  School  and  Hospital.  Large  oc- 
tavo; 450  pages;  148  original  illustrations.  Philadel- 
phia and  London:  W.  B.  Saunders  Co.,  1911. 

In  this  book  the  author  describes  the  methods  of  pos- 
terior and  anterior  vaginal  celiotomy,  simple  vaginal 
hysterectomy,  operations  for  diseases  of  the  adnexa, 
myomectomy  and  hystero-myomectomy  and  vaginal  Ce- 
sarian  section.  The  illustrations  occupy  our  chief  atten- 
tion, the  text  acting  as  a  running  commentary.  These  il- 
lustrations are  somewhat  more  schematic  than  those  ap- 
pearing in  Wertheim  and  Micholitsch's  work  on  vaginal 
operations,  but  as  they  are  nevertheless  true  to  nature 
and  beautifully  executed,  they  fulfill  their  purpose  admir- 
ably. In  numerous  instances  the  pictures  are  supplied 
with  almost  too  lavish  a  hand,  and  repeatedly  reference  to 
previous  figures  might  have  been  substituted  without  loss 
of  efficiency   (Figs.  5  and  96,  59  and  74,  61  and  75). 

Bandler's  book  pays  particular  attention  to  the  cure  of 
cystocele,  rectocele  and  prolapse.  He  practices  an  inordi- 
nately high  amputation  of  the  cervix,  which  in  case  of 
failure  of  primary  union  may  be  followed  by  severe 
hemorrhage  or  serious  infection  of  the  pelvic  connective 
tissues. 

This  volume  will  prove  an  excellent  guide  in  the  per- 
formance of   vaginal  operations. 

A    Radiographic    Atlas   of   the    Pathologic   Changes   of 
Bones  and  Joints.     Amedee  Granger,  M.D.,  Lecturer 
on  Radiology  and  Electro-physics,  New  Orleans  Poly- 
clinic;  Physician-in-Charge  of   the   X-ray  Department 
of  the  Charity   Hospital,  etc.     Quarto;   206  page-:    IS 
half-tone  plates.     Xew  York  :  The  A.  L.  Chatterton 
Co.,  1911. 
After    presenting    a    series    of     photographs     of     .r-ray 
plates  of  the  normal  bones  and  joints,  the  author  groups 
the  pictures  of  the  pathological  conditions  of  these  bones 
and    joints    under    several    headings :    osteomyelitis,    bone 
tuberculosis,   sarcoma,   syphilis,    rickets,   scurvy,   exostoses, 
ankyloses,    fractures,    dislocations,    foreign   bodies. 

We  find  much  to  criticize  in  this  book.  Many  of  the 
reproductions  are  indistinct,  so  that  the  author's  word 
must  often  be  taken  for  things  that  are  not  clearly  seen. 
This  is  especially  true  of  plate  XXIII  and  of  plate  XLIV. 
Plate  XXXI  is  said  to  be  one  of  syphilitic  gummata  of 
the  muscles  of  the  thigh — one  deep  shadow  is  to  be  seen 
which  is  not,  to  us,  demonstrable  as  a  syphilitic  lesion. 

The  skull,  thorax  and  vertebral  column  are  omitted 
from    the   author's   consideration. 


Enlargement    of    the     Prostate.      Its    Treatment    and 
Radical    Cure.     C.    Mansell   MoOLUN,   ML),    0 
F.R.C.S.,  Vice-president  of  the  Royal  College  of   Sur- 
geons,   Consulting    Surgeon   to    the    London    Hospital, 
etc.,  etc.     Fourth   edition.     Small  octavo;    176   pages. 
Philadelphia:   P.   BlAKISTON's    5o      8    '   0      1911 
$1.75. 
This    well    known    little    work    represents    the    author's 
xperience  in  the  treatment  i  prostate.  The 

book  is  eminently  a  practical  one.  devoting  comparatively 
little  space  to  theoretical  or  pathological  considera 
it  contains  all  that  one  need  know  concerning  the  sub- 
ject, quite  up-to-date  in  all  respects  We  believe  that 
some  space  might  well  have  been  devoted  to  the  diagnos- 
tic value  of  posterior  urethroscopy  in  certain  cases  of 
suspected  enlargement  of  the  prostate.  The  question  of 
vei  ws  suprapubic  prostatectomy  is  fairly  pre- 
I  :  Moullin  incline-  toward  the  perineal  operation. 
The  author's  lucid  and  attractive  style  makes  his  book 
interesting  reading.  It  is  furthermore  crowded  with  a 
wealth  of  information,  gleanings  from  his  long  expe- 
rience with  the  disease.  The  volume  is  of  great  value  to 
anyone  who  takes  an  intelligent  interest  in  enlargement 
of  the  prostate. 

The  International  Medical  Annual.  A  Year  Book  of 
Treatment  and  Practitioner's  Index.  1911,  Twenty- 
ninth  Year.  Xew  York:  E.  B.  Treat  &  Co.  Price, 
$3.50. 

Xo  extended  review  is  necessary  of  this  standard  an- 
nual, grouping  the  year's  advances  in  medicine  and  sur- 
gery under  appropriate  titles.  As  in  the  previous  issues 
of  this  work  the  collaborators  have  evinced  the  greatest 
impartiality  and  care  in  the  difficult  matter  of  chosing 
material  worthy  of  publication.  We  feel  that  great  credit 
must  especially  be  given  to  Fenwick,  who  has  not  only 
reviewed  the  progress  in  genitourinary  diseases  in  the  past 
year  but  has  also  applied  his  personal  opinions  and  a 
keen  analytical  style  that  greatly  enhances  the  value  of 
his  text. 

But  one  innovation  has  been  made  by  the  editor  which. 
we  believe,  must  add  to  the  value  of  the  volume.  To 
quote  from  the  introduction :  ''We  have  indexed  the  mat- 
ter in  the  first  part  of  the  volume  which  refers  to  thera- 
peutics, under  the  name  of  diseases  in  the  Dictionary  oi 
New  Treatment.  This  will  prevent  the  reader  missing 
any  new  remedy  or  particular  form  of  treatment  which 
has  not  yet  found  its  way  into  general  use.  We  propose 
to    make    this    arrangement    permanent." 

The    volume    is    well    illustrated. 

Landmarks  and  Surface  Markings  of  the  Human  Body. 
By    L.  Battle  Rawling,  M.B.,  B.C.  (Caut.),  F.R.C.S. 
(Eng.,    Surgeon    with    charge    of    Out-patients,    Dem- 
onstrator  of    Practical   and    Operative    Surgery,   Late 
Senior    Demonstrator    of    Anatomy    at    St.    Bartholo- 
mew's     Hospital,     etc.     Fourth      edition.     Illustrated. 
Octavo;   90  pages;  31   plates.     Xew   York:     Paul   B. 
Hoeker,  1911. 
The    work    practically    consists    of    a    large    number    of 
illustrations,   the   text   merely   serving  the  purpose   of   ex- 
planatory notes.     The  illustrations  are  nearly  all  full  page 
in  size,  either  photographs  or  shadow  pictures,  upon  which 
the    important    landmarks    are    clearly    represented.      Wc 
have  noted  no  errors  or  important  omissions  and  in  our 
opinion  the  book  fulfills  its  purpose  admirably. 

Vicious    Circles    in    Disease.     By   Jamieson    B.   Hurry, 
M.H..  M.D.    (Cautah.)     Ex-president  Reading  Patho- 
logical   Society.      Duodeecimo ;    186   pages;    illustrated. 
Philadelphia:   B.  Blakiston's  Son  &  Co.,  1911. 
While   the   compilation   of   all   the   known    forms   of  vi- 
cious circle  in  disease  into  a  monograph  may  be  regarded 
as   an  interesting   intellectual    feat,   we   cannot  see   that   its 
practical    value   is    equivalent   to   the   labor   expended.     In 
the  vast   majority   of  the  diseases   in  which   vicious  circle 
occurs,   the   phenomenon   is   obvious.     Curiously,   the    one 
condition  in  which  the  cause  of  vicious  circle  is  in  doubt, 
— after   gastroenterostomy — is    not    even   mentioned. 
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Hughes'  Practice  of  Medicine,  including  a  section  on 
mental  diseases  and  one  on  diseases  of  the  skin.  Tenth 
edit  J.  E.  Scott.  M  ,V, 

1  .  M.D.     Duodecii.        BJS       ges,  63  illustrations. 
Philadelphia:   P.   Bl  Huston's  Son  &  Co.,  1911.    $2.50. 
a  tenth  edition  is  a  testimony  of  value 
that   few  books  receive.     The  new  edition  has  been  thor- 
oughly   revised,   and   enlarged    by   the    addition   of    many 
tions.  amounting  to  almost  a  hundred  pages  of  the 
i  he  manner  of  treatment  of  the  contents  is  wholly 
in  accord  with  modern   science.     As  an  epitome  of  prac- 
tice this   manual   has  a   most   useful   field,   laying  especial 
Stress    upon    diagnosis    and    treatment 


Progress  in  Surgery 

A  Resume  of  Recent  Literature. 
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Litora  Aliena.  By  Medicus  Peregrinus.  Reprinted 
from  the  Boston  Medical  <  Surgical  Journal.  Oc- 
tavo: 78  pages.  W.  M.  Leonard,  publisher,  Boston, 
Mass.     Price  50  cents 

The  General  Practitioner  as  a  Specialist.  A  Treatise 
devoted  to  the  Consideration  of  Medical  Specialties; 
a  Guide  to  the  Development  of  Office  Practice.  By 
Jacob  Dissinger  Albright,  M.D.  Fourth  Edition, 
revised,  enlarged  and  illustrated.  Octavo ;  467  pages 
Philadelphia:    Published   by   the   author,   1911. 

New  and  Non-official  Remedies.  1911.     Containing  De- 

-   of  the  Articles  Accepted  by  the   Council 

on  Pharmacy  of  the  American   Medical  Association 

prior   to   January   1,    1911.      Duodecimo;   2S2  pages. 

Chicago:   Press  of  the  American  Medical  Associa- 

1911. 

Pattee's  Handbag  Diet  Book,  consisting  of  Measures 
and  Weights.  Recipes  and  Hospital  Dietaries.  Re- 
printed from  Pattee's  Practical  Dietetics  with  refer- 
ence to  diet  in  disease.  Sixth  edition.  Mount  Ver- 
non. N.  Y.  :  A.  F.  Pattee. 

Large  Fees  and  How  to  Get  Them.     A   Book  for  the 
Private  Use  of   Physicians.     By  Albert  V.   Harmon, 
M.D.     With  Introductory  Chapter  by  G.  Frank   I 
ton,  M.D.     Duodecimo;   213  pages.     Chicago:   W.   J. 
Jackman. 

1,000  SURGICAL  SUGGESTIONS. 
Practical  Brevities  in  Diagnosis  and  Treatment.  By 
Walter  M.  Brickner,  B.S.,  M.D.,  New  York.  Adjunct 
Surgeon  Mount  Sinai  Hospital;  Editor-in-Chief  Ameri- 
can Journal  of  Surgery.  With  the  collaboration  of  Eli 
Moschowitz,  M.D. ;  James  P.  Warbasse,  M.D. ;  Harold 
Hays.  M.D.,  and  Harold  Neuhof,  M.D.,  Xew  York, 
Associate  Editors  American  Journal  of  Surgery.  Fourth 
American  Edition.  Duodecimo;  227  pages.  New  York: 
Surgery  Publishing  Co.,  1911.     Price 


Serodiagnosis   of   Trichinosis.     (Dit  Strodiagnostik    der 
i       li.    Str6bel,    Ei  langi  n       Muenchener 
nischc  II  ochenschriftj  March  28,  L911. 
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n  I  by  mincing  ti  it  him  iu  meat  and  then  di- 
gesting the  muscle  with  pepsin.  I  he  small  mass  of  isolated 
trichina  ed      in    rabbil  -    fed    w ith 

trichin  po    M   ,    ri    ction  was  obtained  within   10 

weeks  rhree  human  cases  of  trichinosis  showed  the  re- 
action, although  \Yi  years  had  elapsed  since  the  acute 
attack.  This  method  may  prove  of  use  in  the  recognition 
of  obscure  cases. 

Etiology  and  Prophylaxis  of  Uterine   Myoma.     (Ante- 
flexion as  an  Etiological  Factor.)     (Zur  Atiologie  und 
hyla  <  e  del  '  'terusmyome,  anteHexio  uteri  als  dtiol- 
ogisi  itent.)     Dm.     \      On      s'      Peti  rsburg. 

Zentralblatt  fur  Gynakalo  .  .  March  25,  L911 
The  author  has  noticed  that  patients  suffering  from  ante- 
flexion and  sterility  (often  also  dysmenorrhea)  are  espe- 
cially subject  to  myomata.  This  was  particularly  evident 
in  cases  which  he  had  watched  for  10  or  15  years.  Not 
only  is  the  cervix  long  and  conical,  but  a  firm  band  of 
connective  tissue  runs  in  the  anterior  fornix.  The  left 
sacrouterine  ligament  is  commonly  short.  These  factors 
are  due  to  infantile  development.  The  position  of  the 
fundus  causes  the  bloodvessels  at  the  cervix  to  be  com- 
pressed anteriorly  and  to  be  stretched  (likewise  prodticing 
Harrowing  of  the  elumen  ,  posteriorly.  The  resulting  con- 
gestion causes  fibrosis  and  myoma  formation  (  arising  from 
the  muscle  fibers  of  the  arteries). 

v.  Ott,  therefore,  proposes  to  operate  upon  these  patients 
prophylactically.  lie  amputates  the  cervix,  severing  the 
above-mentioned  scar  in  the  anterior  fornix.  Vaginal 
massage  assists  in  improving  the  circulation.  About  one- 
third  of  all  cases  are  also  relieved  of  their  sterility. 

Sacro-Hiac  Relaxation;  With  Analysis  of  Eighty-four 
Cases.  R.  O.  Meisenbach,  Buffalo,  Surgery,  Gyne- 
cology and  Obstetrics,  May,  1911. 
The  sacro-iliac  joint  is  a  true  joint.  Relaxation  of  the 
pelvic  girdle  is  often  due  to  passive  congestion  (pregnancy, 
menstruation).  When  the  ligaments  relax  the  joints  yield 
to  the  strain.  If  the  lumbar  curve  is  interfered  with  (pen- 
dulous abdomen,  etc.),  the  sacrum  is  gradually  displaced. 
The  neighborhood  of  large  nerves  and  ganglia  causes  early 
symptoms.  Meisenbach  classifies  the  cases  into  traumatic 
(usually  unilateral)  and  secondarily  traumatic  from  poly- 
arthritis; general  debility  (after  infectious  diseases,  lipo- 
matosis) ;  secondary  to  uterine  trouble  (pelvic  congestion), 
and  neurotic  (highstrung  individuals  who  lead  an  active 
life  and  whose  musculature  does  not  readily  relax). 

Diagnosis  and  x-ray  diagnosis  are  discussed.  Treat- 
ment consists  in  reducing  the  sacrum  to  its  correct  position 
(hyperextension)  and  keeping  up  the  exaggerated  position 
by  plaster  jacket,  Osgood  brace,  etc.  Flat  foot  requires 
correction.  It  is  important  to  realize  that  many  sciaticas 
and  backaches  are  due  to  slipping  of  the  sacro-iliac  joints. 
Faulty  attitude  and  flat  foot  may  predispose  toward  sacro- 
iliac strain. 

The    Prognosis    and    Treatment    of    Septic    Abortion. 

(Zur      Prognose      und      Bchandlung      des      Scptichcn 

>rtes.)      G.   Winter,   Konigsberg.     Zentralblatt    i'ur 

.      ikologie,  April  15,  1911. 

Winter  has  studied  the  question  by  observing  100  conse- 

quentive    cases    with    careful    bacteriological    examination. 

There    were    13    deaths    from    infection;    4   pyemias    (not 

fatal);   I   peritonitis    (not  fatal);   18  parametric  exudates; 

10    endometritides,    and     54     normal.      Forty-three    cases 


Vol.  XXV.    No.  6. 


Progress  in   Surgery. 


American 
Journal  of  Surgery. 


207 


showed  streptococci  (hemolytic  in  20  cases).  He  noticed 
that  in  those  cases  in  which  active  interference  was  used 
the  mortality  and  severe  complications  were  increased. 
This  led  him  to  study  the  effect  of  non-interference  even 
in  long  protracted  cases  of  incomplete  septic  abortion.  It 
was  found  that  except  for  mild  symptoms  of  intoxication, 
no  harm  resulted,  and  that,  especially  in  the  presence  of 
hemolytic  streptococci,  delay  greatly  benefited  the  patient. 
To  obtain  a  culture  it  is  merely  necessary  to  use  the  ordi- 
nary  I.neffler  throat  culture  tubes,  taking  the  secretion 
from  the  lower  part  of  the  vagina.  The  bacteriologist 
can  report  in  24  hours.  He  formulates  his  ideas  as  fol- 
lows : 

1.  As  soon  as  fever  develops  in  a  case  of  abortion  take 
vaginal  cultures.  Then  disinfect  the  vagina  and  remove 
all  vaginal  coagula,  etc. 

2.  The  culture  should  be  examined  particularly  for 
hemolytic    streptococci. 

3.  If  the  cultures  show  complete  absence  of  (or  very 
few)  hemolytic  streptococci  in  combination  with  many 
saprophytes,  emptying  of  the  uterus  through  a  patulous 
cervix  is  not  contraindicated.  If  the  cervix  is  rigid,  for- 
cible  dilatation   is   not   necessary. 

4.  If  the  culture  shows  pure  hemolytic  streptococci,  all 
intrauterine  manipulation  is  strongly  contraindicated.  If 
severe  hemorrhage  absolutely  necessitates  interference 
first  render  the  uterus  as  free  from  bacteria  as  possible 
by  prolonged  irrigation,  then  empty  manually.  The  curette 
is  strongly  contraindicated.  Periuterine  inflammation  con- 
tra-indieate   interference. 

The  Treatment  of  Joint  Infections  by  Aspiration  and 
Injections  of  Two  Per  Cent.  Formalin  in  Glycerine. 

Clarence  L.  Polev,  Northwest  Medicine,  March,  1911. 

This  comparatively  new  treatment  depends  upon  the 
stimulating  and  healing  powers  of  formaline.  Osteomye- 
litic  cavities  can  be  plugged  with  gylcero-gelatine  plugs  of 
one  or  two  per  cent,  strength. 

Synovial,  cartilaginous  and  osseous  ankylosis  follows 
many  types  of  arthritis  and  especially  the  suppurative  type 
of  which  the  hematogenous  variety  is  the  most  severe.  To 
prevent  ankylosis  in  all  types  of  arthritis,  accumulations 
of  fluid  under  pressure  are  aspirated  early  and  two  per 
cent,  formaline  in  glycerine  is  injected.  Extension  by 
weight  and  pulley  keeps  the  ends  of  the  bones  separated 
and  immobolizes  the  parts  in  the  most  useful  position, 
should  ankylosis  result.  The  best  results  were  obtained 
in  acute  and  subacute  inflammations.  Tuberculous  syno- 
vitis gave  excellent  results. 

To  each  ounce  of  glycerine  ten  drops  of  formaline  are 
added.  The  mixture  should  be  kept  in  a  sterile  container 
and  should  not  be  over  24  hours  old  when  used.  Before 
injection  of  a  joint  the  extension  apparatus  should  be 
adjusted.  The  joint  is  to  be  painted  with  two  coats  of  the 
tincture  of  iodine.  With  the  patient  anesthetized  the  as- 
pirating needle  is  inserted  into  the  joint.  Free  motion  of 
the  needle  indicates  that  the  cavity  has  been  entered.  The 
fluid  is  aspirated  and  the  needle  is  clamped  while  the 
aspirating  syringe  is  removed  and  the  injecting  needle 
attached.  The  formaline-glycerine  is  injected  until  the 
joint  is  completely  filled.  Equal  distribution  of  the  solu- 
tion may  be  secured  by  flexion,  extension  and  massage. 
On  the  second  day  a  diffuse  hyperemia  occurs  that  may 
be  controlled  by  an  ice  bag.  On  the  fourth  day  the  swell- 
ing begins  to  recede.  The  extension  apparatus  may  now 
be  removed  daily  and  the  joint  massaged.  Swelling,  pain 
on  passive  motion  and  inflammation  are  the  criteria  for 
succeeding  injections.  The  interim  is  usually  ten  to  four- 
teen days.  Two  injections  are  often  sufficient,  though 
five  may  be  required. 

Radiographic  Studies  of  Gastroenterostomy.  (Die  Gas- 
troenterostome  im  Roentgenbilde.)  Fritz  Haertel, 
Berlin.  Deutsche  Zeitschrift  fur  Chirurgie,  April, 
1911. 

These  studies  are  based  upon  22  cases  of  gastroenter- 
ostomy for  various  benign  lesions  of  the  stomach.  The 
material  was  gathered  from  Bier's  Clinic,  the  examina- 
tions extending  over  a  period  from  a  few  months  to  three 


years  after  operation.  Thus  the  permanent  results  of  gas- 
troenterostomy could  be  estimated.  Haertel  classifies  his 
material  into  three  groups :  1.  Pyloric  ulcer,  pyloric  sten- 
osis, duodenal  ulcer,  duodenal  stenosis.  2.  Ulcer  of  the 
middle  portion  of  the  stomach,  hour-glass  stomach.  3. 
Benign  disease  of  the  stomach  without  stenosis  and  with- 
out the  discovery  of  an  ulcer  (gastrectasia,  perigastritis, 
etc.) 

Although  the  gastroenteric  stoma  has  never  been  found 
(by  Haertel  in  his  .v-ray  plates)  to  functionate  as  well 
as  the  normal  pylorus — its  action  is  comparable  to  the 
auriculoventricular  opening  in  initial  insufficiency — it  is 
in  cases  of  pure  pyloric  or  duodenal  stenosis  that  the  stoma 
acts  best.  Here  the  tone  of  the  gastric  musculature  im- 
proves, even  in  instances  of  long  standing  secondary  gas- 
trectasia, and  thus  in  large  measure  overcomes  the  insuf- 
ficiency of  the  artificial  stoma.  The  author  could  radio- 
graphically  prove  the  well  known  clinical  observation  that 
the  distant  prognosis  of  gastroenterostomy  depends  in 
great  part  upon  the  indication  for  the  operation. 

The  operative  indication  for  gastroenterostomy,  the 
mechanism  of  the  emptying  of  the  stomach,  and  the  prog- 
nosis of  the  operation  therefore  go  hand  in  hand.  Nu- 
merous illustrations  illuminate  the  author's  text,  making 
his  whole  article  a  very  interesting  one. 

Metallic  Lead,  Its  Toxicity  when  Retained  in  the  Body 
in    Instances    of    Bullet    Wounds.      (Das    Toxische 
Verhalten  von  Melallischem   Blei  and  Bcsonders  von 
Bleigeschossen   im    Thierischen  Kocrper.)     L.  Lewin, 
Berlin.     Archiv  fur  Klinischc  Chirurgie.  Vol.  94,  Part 
IV. 
In   1S92   Lewin   called   attention   to  the    danger  of   lead 
poisoning  in  individuals  in  whom  leaden  bullets  have  been 
lodged.     The  subject  has  not  received  widespread   recog- 
nition, however.     By   a  series   of  chemical   studies  Lewin 
demonstrates  the  toxic  chemical  action  of  lead  retained^  in 
the    animal    organism,    the    chief    deleterious    effect    being 
upon  the  liver. 

According  to  the  author,  the  reason  for  the  scarcity  of 
reports  of  lead  poisoning  from  the  source  in  question 
depends  upon  the  very  varied  symptoms  and  manifesta- 
tions of  this  type  of  plumbism.  So  impressed  is  Lewin 
with  the  danger  of  lead  poisoning  from  retained  lead 
that  he  strongly  advocates  the  removal  of  projectiles  even 
when  they  have  been  embedded  for  considerable  periods 
without  any  untoward  manifestations.  Foreign  lead 
should  of  course  always  be  removed,  wherever  accessible, 
in  all  cases  in  which  there  are  any  symptoms  of  plumb- 
ism. 

An    Etiological    Factor    in    the    Causation    of    Colic    in 
Instances     of     Non-Calculus     Cholecystitis.       (Sur 
un   Point    dc   Pathogenie    Daus    Quelques   Formes   de 
Cholecystite    non    Catculeuse.)       S.     Solieri,    Sienna. 
Revue  de  Chirurgie,  April  10,  1911. 
A   young  woman  came   under   the   author's   observation 
suffering    from    recurring    attacks    of    cholecystitis    after 
typhoid  fever.     Cholecystostomy  was  performed.  An  ulcer 
of  the  mucous  membrane  was  found,  but  the  striking  fea- 
ture was  the  presence  within  the  gall-bladder  of  a  large 
firm  blood  clot.     After   operation  the  patient  was    seized 
with  a  number  of  attacks  of  colic,  in  each  of  which  pro- 
fuse fresh  bleeding  occurred  from  the  interior  of  the  gall- 
bladder.   Solieri  believes  that  he  was  dealing  with  an  early 
stage  of  post-typhoid  cholecystitis.     He  concludes  that  bil- 
iary colic  may  result  not  only   from  the   attempts  at  ex- 
pulsion  of   pus,   bile,   or  a    mixture  of   the  two.   but   also 
from  the  presence  of  blood  within  the  gall-bladder. 

Phlegmon  of  the  Wall  of  the  Stomach  in  Its  Subacute 

Stage;   Report   of    Cure    After    Resection.      (Ueber 

Magenwandphlegmone    im    Subacuten    Stadium,    und 

Eine  Heilung  Durch  Magenresection.)     Fritz  Koenig, 

Greifswald.       Deutsche    Medicinische     Wochenschrift, 

April  6,  1911. 

The   violent,   acute   stage   of   phlegmon   of    the   stomach 

may   subside   into   a    subacute   stage.      It   was    in    such    a 

stage  that  Koenig  operated  upon   a  woman  whose  physi- 
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The  Technique  of  Intestinal  Suture.     The  Continuous 
Invaginating    Suture   in    Enteroanastomosis. 

pun 

Berlin,  191L 

In  invaginating  the  mu  irdinary  methi 

suture,   it   is  difficult   to   prevent   small   masses  of 
from  |  I  the  suture  line.     Schmieden  lias  ob- 

viate.1  •  ng   the   suture    from   the   mucosa  out- 

ward   through   all    •  the   intestine,    instead    of 

from    wil  lal    way. 

On  the   Indication.  Technique  and   After-Treatment  of 
"Linear    Amputations"     (Kausch).       I 
sur   Indikalion,    Technik    una 

i  i .        h.)      V\ 
Berlin      Berliner  Klinische   lVochenschrift,    April  24, 
1911. 

linear  amputation''  is  meant  a  simple  straight  divi- 
sion of  all  the  tissues  whereby  they  lie  in  one  plane.     This 
•   described  by  Celsus,  was  revived  by   Kausch 
as  a  life-saving  measure  in  cases  of  rapidly  S] 

gangrene.     Oettingen  is  an  earnest  advocate  of  this 
procedure  and   recommends  it  also  in   all   Sep 
and    in   severe   mutilations   that    are   ej  intatni- 

nated.     The  advantag  -   of   the    method    consist,   first,   in 
the    rapidity   with   which    the    operation  can   be   done,    and 

I,    in    perfect    drainage    of    the    infected    lymphatics. 

gards  technique,  the  author  advises  that  the  site  of 

amputation   be  manipulated  as  little  as  possible;  disinfec 

Id   l>e  avoided,  and  instead   of   the 

Esmarch  bandage,  bleeding  should  be  controlled  by  digital 

ssion   of  the  femoral  artery.     The   after-treatmenl 

■ortant.  In  order  to  bring  the  soft  tissues  over  the 
cut  surface  of  bone,  extension  of  the  skin  and  muscles 
should  be  instituted  as  early  as  possible  after  the  opera- 
tion, v.  Oettingen  describes  a  number  of  ways  in  which 
this   may  be   done. 

Tubercular  Bursitis  Sydney  M  Cone,  Baltimore.  Johns 
Hopkins  Medical  Bulletin,  Ma;. 
Cone  reports  two  cases,  one  of  tuberculosis  of  the  sub- 
deltoid, the  second,  of  the  prepatellar  bursa.  There  was 
nothing  pathognomonic  of  tuberculosis  in  either  case, 
and  the  diagnosis  was  made  by  the  presence  of  rice  bodies 
within  the  excised  sac  and  by  the  microscopic  examina- 
tion. The  author  deals  extensively  with  the  pathology 
of  bursal  tuberculosis  and  especially  of  the  forma: l 
rice   bodies. 

The  Therapy  of  Pyelitis       Gravidarum,     i  Zur  Therapie 
dcr  Pyelitis  Gravidarum.)     X.  Markus,  Breslau.  Ber- 
liner Klinische  Wochenschrift,  April  21,  1911. 
Based  on  the  theory  of  Opitz  that  the  pyelitis  of  preg- 
nancy is   due   to  compression   of   the  right  ureter   ; 
enlarged   uterus,  Markus  reports  two  cases  in   which  the 
condition   was   cured   by   the   simple  method   of   lying    on 
the   left    side.     The   symptoms    and   the   urine   cleared   up 
in   both   cases   within   two   weeks. 

Secondary   Efforts   to   Hasten   Healing   After   Mastoid- 
ectomy.    H.  O.  Reik,  Baltimore.  Boston  Medical  ami 
Surgical  Journal,  March  23,   1911. 
Reik  has  been  practising  primary  and  secondary  suture 
of  the  mastoid  wound  for  the  past  five  years.     After  pri- 
mary   suture    he    reports    75%    successes.     The    technique 
merely    consists    in    light    curetage    of    the    granulations, 
freshening   of   the   skin   edges   and    suture.     The    mastoid 
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Some  Etiologic  Factors  and  Treatment  of  Furunculosis. 
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.1       i  upping    i      cause  a  more  rapid  absorption 
always  used  stock  vaccinas  with  satisfaction,   and 
il  li    , luinoiis    i  greater  va  d    autogi  ni  i 

avis  are  reported  and  he  cauls  his  paper  with 
the  following  conclusions:  "Furunculosis,  showin 
causativi  factor  in  any  kidney  complication,  can  be  suc- 
cessful! being  opened  with  a  sharpened  cotton 
applicator  dipped  in  phenol,  with  injection  of  polyvalent 
staphylococcus  vaccines  and  by  applications  of  salicylic' 
cid  ointmenl  from  8  to  15  per  cenl  strength.  The  inabil- 
ity of  tl  to  prepare  autogenous  vaccines  on  ac- 
count of  lack  of  time,  laboratory  facilities  and  expi 
makes  the  stock  vaccines  prepared  by  reliable  linns  a  much 
desirable  method  of  procedure  in  the  average  case. 
The  pain  on  op  ning  a  furuncle  is  much  less  .ban  with 
the  knife,  as  phenol  is  slightly  anesthetic.  The  reaction 
Is  verj  slight  after  the  first  injection  and  is  lessened  by 
the  dry  cup.  It  is  not  necessary  to  record  the 
index;  the  dose  ma',  be  regulated  by  the  clinical  manifesta- 
tions. 

Potassium  Permanganate  as  a   Hemostatic.     I.    B 

New    York,  Journal    American    Medical    Association, 
April   29,    1911. 

Buckle  reports  a  case,  of  excessive  hemorrhage  after  the 
rite  of  circumcision  had  been  performed  on  the  eighth 
day  after  birth,  in  which  the  ordinary  treatment  with 
styptics  failed  to  control  the  bleeding.  The  child  bei 
so  pale  and  weak  from  the  loss  of  blood  that  its  parents 
took  it  from  the  hospital  to  die  at  home.  Having  in  a 
former  experience  observed  the  good  effects  of  poi 
permanganate  in  powder  when  applied  to  persistent  capil- 
lary oozing  from  small  cuts.  Buckle  ventured  to  use  it 
in  this  case,  with  the  result  of  immediate  checking 
bleeding  and  no  recurrence.  The  action  so  promptly  ot 
the  potassium  permanganate  was  a  surprise  to  him,  and, 
while  not  enthusiastically  recommending  it  for  such  cases, 
he  thinks  the  success  in  this  case  merits  its  publication. 
The  child  was  not  a  hemophiliac,  for  a  deep  cut  in  the 
forehead  caused  by  a  fall,  three  months  later,  gave  no 
trouble  at  all  and  healed  well. 

Treatment  of  Acute  General  Peritonitis.     A.  D.  Bevan, 
Chicago,   Journal   of   the   American   Medical   Associa- 
tion. April  22.  1911. 
The  history  of  the  modern   surgical  treatment  of  acute 

general  peritonitis  is  reviewed  by  Bevan,  and   the  various 
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methods  are  briefly  described.  The  treatment  outlined 
by  Noetzel  (Bruns  Beitrdge,  1905),  advocating  careful 
and  rapid  operation,  removal  of  existing  pus  with  irriga- 
tion and  oi  the  cause  of  suppuration  or  closure  of  any 
leaks,  drainage,  stomach  washing,  rectal  injections  of  nor- 
mal salt  solution,  and  withholding  of  morphine  if  pi 

es,  he  says,  plus  the  Fowler  position,  the  modern 
tr<  atment  must  generally  adopted.  About  the  same  time 
Murphy  formulated  the  technie  that  goes  under  his  name, 
whii  h  covers  the  same  point  in  the  main,  and,  in  addition, 
gives  the  intestines  a  rest  by  withholding  liquids  and  foods 
given  by  the  mouth.  He  quotes  Le  Conte,  who  says  that 
the  advocacy  and  adoption  of  this  method  has  accomplished 
a  great  deal  of  good.  Bevan  discusses  the  treatment  under 
four  heads:  1.  The  saline  cathartic  treatment  advocated 
by  Tait,  which  is  really  of  value,  not  for  peritonitis,  but 
for  one  of  its  common  results,  paralytic  ileus.  2.  The 
rest  and  starvation  treatment  of  Ochsner,  which  is  of 
value,  not  in  general  peritonitis,  but  in  local  peritonitis,  to 
prevent  its  becoming  general,  and  also  in  the  management 
of  a  case  of  peritonitis  after  operation.  :j.  Blake's  opera- 
tive treatment  shows  the  power  of  the  peritoneum  to  pro- 
tect itself  against  pus  infection.  4.  The  Murphy  method, 
which  emphasizes  the  importance  of  tubular  drainage  and 
condemns  irrigation  of  the  peritoneal  cavity,  insisting,  how- 
ever, on  continuous  irrigation  of  the  rectum  with  normal 
salt  solution  and  the  extreme  Powder  position,  is  largely 
employed  in  this  country,  and  the  remarkable  results  ob- 
tained by  Murphy  are  strong  recommendations.  He  thinks 
that  all  these  methods  have  their  use  in  certain  cases,  and 
offers  a  fifth  one,  which  he  considers  the  best  combination 
of  all  the  essentials.  He  emphasizes  the  importance  of 
early  diagnosis,  at  least  within  the  first  twelve  hours,  if 
we  are  to  expect  good  results  from  surgical  treatment. 
It  is  a  mistake,  he  thinks,  to  operate  on  patients  evidently 
in  extremis.  The  normal  anesthetic  in  proper  cases  for 
operation  is  drop-ether,  unless  the  patient  is  in  very  bad 
condition  but  with  no  heart  lesion,  when  nitrous  oxid 
should  be  employed.  The  first  incision  should  be  over  the 
suspected  focus  and  the  perforation  or  leak  must  be 
handled  so  as  absolutely  to  prevent  any  further  leaking. 
He  is  very  insistent  on  this  point.  It  is  only  in  extremely 
difficult  cases,  in  which  the  incision  and  insertion  of  a 
drain  is  all  the  patient  can  endure,  that  any  exception  to 
this  can  be  made.  Another  most  important  thing  is  the 
ascertaining  whether  the  peritonitis  is  local  or  general,  and 
he  uses  for  this  a  female  glass  catheter.  If  there  is  free 
pus  widely  disseminated,  he  believes  in  its  removal  by 
irrigation.  Rubber  tubes,  he  says,  should  never  be  used 
for  drainage,  at  least  unprotected  ones.  Cigarette  drains 
he  considers  much  to  be  preferred,  and  the  dressing  should 
be  moist,  and  not  wet,  with  hot  boric  acid  solution,  and 
should  be  changed  at  intervals  of  from  six  to  twelve 
hours,  according  to  the  amount  of  discharge.  The  Fowler 
-osition,  while  of  much  value,  has,  he  thinks,  been  used 
sometimes  to  the  discomfort  and  disadvantage  of  the 
patient.  All  the  possible  benefit,  he  thinks,  can  be  obtained 
by  elevating  the  head  of  the  bed  from  18  to  20  inches,  a;  id 
placing  a  bolster,  attached  on  both  sides  to  the  head  of 
the  bed,  below  the  buttocks  to  prevent  the  patient  from 
sliding.  Continuous  irrigation  by  the  bowel  he  also  thinks 
has  been  overdone,  though  we  all  acknowledge  the  value 
of  copious  rectal  irrigation.  This  can  be  obtained  as  well 
terrupted  injections — from  six  to  sixteen  ounces — 
of  normal  salt  solution  every  two  to  four  hours,  to  be 
retained,  and  a  cleansing  enema  once  or  twice  a  day.  If 
repeated  vomiting  occurs  the  stomach  should  be  v. 
out,  but  care  should  be  taken  to  avoid  development  of 
acute  dilatation  of  the  stomach.  If  vomiting  is  lacking  or 
is  slight,  small  amounts  of  water  may  he  given  by  the 
mouth  and,  if  conditions  improve,  in  larger  quantities, 
with  a  corresponding  decrease  in  the  rectal  amount  Mor- 
phine is  to  be  avoided  if  possible,  but  in  some  cases  it  is 
of  use.  He  mentions  the  complication  of  paralytic  ileus, 
which  he  combats  by  small  repeated  doses  of  castor  oil. 

A   Case  of   Extirpation  of  a   Cavernoma   of   the   Liver. 

(Ein    fall   von    Extirpation    Eincs    Lebercavemoms.) 
Prof.    J.    Israel.   Berlin.   Berliner  Klinische    IVochen- 
schrift,  April  10,  1911. 
A  tumor,  the  size  of  a  fist,  was  situated  in  the  epigas- 
trium,  and   disappeared  under   compression.     Subjectively, 


the  tumor  caused  pain  and  gastric  symptoms.  A  diagnosis 
of  angioma  was  made  \i  operation  an  angioma  in- 
volving a  large  part  of  the  left  lobe  was  noted.  Israel 
immobilized  the  lobe  by  dividing  the  suspensory,  left 
coronary  and  triangular  ligaments.  He  then  amputated 
the  entire  left  lobe  in  the  following  manner:  He  placed 
a  longitudinal  series  of  deep  hemostatic  sutures  through 
the  narrow  under  surface  of  the  liver.  He  then  passed 
a  narrow  trocar  through  the  enure  parenchyma  of  the 
organ  antero-posteriorly.  Through  the  trocar  he  passed 
a  strong  rubber  ligature.  After  removal  of  the  trocar 
the  ligature  was  tied  tightlj  over  the  convex  surface,  and 
the  left  lobe  was  ablated  without  the  loss  of  anj 
The  ligature  came  away  spontaneously  at  the  end  of  two 
weeks   and   the   patient    felt   perfectly   relieved. 

The  Treatment  of  Varicose  Veins  and  Ulcus  Cruris. 
(Zur  Behandlung  der  Varicen  und  des  Ulcus  Cruris.) 
E.  Bircher,  Aaran,  Zentralblatt  fitr  Chirurgie,  April 
1,  1911. 

Bircher  strongly  recommends  the  Rindfleish  operation 
for  varicose  veins  and  ulcers.  This  operation  consists 
in  a  spiral  incision  around  the  leg.  beginning  well  up  upon 
th;  thigh  and  extending  to  the  ankle;  for  obvious  reasons 
the  incision  is  not  carried  over  the  knee.  It  is  necessary 
that  the  distance  between  the  spirals  be  not  more  than 
(i  to  10  cm. :  that  the  incision  be  carried  down  to  the 
fascia,  and  that  the  wound  must  heal  by  granulation.  The 
author  tried  primary  suture  of  the  incision  in  a  few  cases, 
but  the  results  were  not  as  satisfactory.  Crural  ulcers 
heal  rapidly  under  these  measures  and  the  varicosities  are 
cured.  An  experience  of  30  cases  is  recorded. 
Technique  of  the  Manual  Treatment  of  Certain  Forms 
of  Ulceration  of  the  Skin.  Ptgar  F.  Cyriax,  Lon- 
don.    N.  Y.  Medical  Journal,  May  20,  1911. 

Cvriax  describes,  with  illustrations,  the  manipulations 
he  employs  in  the  treatment  of  simple  inflammatory  (in- 
cluding chronic)  ulcers  and  explains  their  physiological 
effects.  These  massage  movements  he  describes  as,  I,  local 
manipulations  on  and  around  the  ulcers:  1,  stationary 
vibrations  around  the  ulcer ;  2,  concentrating  vibrations : 
3,  stationary  vibrations  on  the  ulcer  itself;  4,  vibration 
with  simultaneous  to  and  fro  movement  of  the  skin  :  ">, 
running  centripetal  vibrations;  6,  nerve  frictions;  7,  cir- 
cular kneadings  and  frictions.  II.  Local  manipulation 
on  the  affected  limb  or  part  of  body.  III.  General  (con- 
stitutional)  manipulations. 

Of  the  clinical  effects  of  these  manual  treatments 
Cvriax  says : 

These  effects  may  be  divided  into  immediate  and  re- 
mote. 

1.  Immediate,  (a)  Subjectively:  if  pain  is  present  it 
is  removed  or  diminished.  Generally  during  the  course 
of  the  manipulations  or  sometimes  only  at  their  con- 
clusion, there  arises  in  the  ulcer  a  feeling  of  irritation 
and  itching,  which  is  sometimes  very  intense.  This,  how- 
ever, soon  passes  off  (from  fifteen  minutes  to  three 
hours),  being  replaced  by  a  pleasant  sensation;  to  quote 
the  patient's  own  words,  "it  feels  as  if  the  place  were 
healing." 

(b)  Objectively.  Diminution  in  the  degree  of  redness 
results:  an  exudation  of  lymph  takes  place,  as  already 
mentioned;   slough  and   debris  are  removed. 

2.  Remote.  Briefly  these  may  be  defined  as  healing. 
It  is  of  frequent  occurrence  to  observe  that  ulcers  which 
have  for  weeks,  maybe  for  months,  resisted  all  ordinary 
forms  of  treatment,  show  signs  of  improvement  within 
24  hours  of  the  first  application  of  the  treatment  I  have 
described. 

The    Cause    and     Significance    of    Scapular     Crepitus. 
(Ueber   Ursache  uud  Bedentung  Jes  Scapular-Krack- 
ens.)       R.     Haberman,     Breslau,     Berliner    Klinische 
Wachenschrxft,  April  2,  1011. 
The  causes  of  this  fairly  common  phenomenon  are  mani- 
fold.   A  subscapular  bursitis  has  been  frequently  described. 
Another     common     cause     is     atrophy     of     the     scapular 
muscles;    this  is   especially    frequent  in   pulmonary  tuber- 
culosis.    Scapular  crepitus  has  been  noted  also  in  atrophy 
of  the  serratus  magnus  muscle,  due  to  shoulder  ankylosis. 
The  callus  resulting  from  fractured  ribs  or  caries  of  either 
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A  Consideration  of  Some  Cases  of  Advanced  Tubercu- 
lar   Joints    Treated    by    Ileo-Colostomy.       Harold 
I  ancet,  April  89,   1911. 

Haw;  1    that    in    persons    who    are    suffering 

from  a  I    chronic  intestinal  stasis  there  is  tak- 

ing place  from  the  large  bowel  an  absorption  of  toxic 
material  which  is  capable  of  producing  such  gross  changes 
as  skin  staining,  cystic  degeneration  of  the  breast! 
Arbuthnot  Lane  raised  the  question  of  the  effect  of  this 
chronic  absorption  on  the  resistance  to  bacterial  infec- 
tion. Having  observed  the  sequence  of  a  tubercular  in- 
fection on  the  top  of  a  condition  of  old  intestinal  stasis  in 
a   large   number   of   cases   in    l!'nf>.    Lam  ed   the 

treatment   of   advanced   tubercular  joints   in   patient 
showed   the    signs   of   intestinal   auto-intoxication   by    ileo- 
colost  11 

Chappie  records  eight  cases  of  advanced  joint  tuber- 
culosis, in  which  Lane  performed  ilco-colostomy  to 
the  associated  intestinal  poisoning.  In  spite  of  the  fact 
that  as  they  were  the  first  that  have  been  subjected  to  such 
treatment,  and  consequently  the  conditions  to  be  dealt  with 
were  sufficiently  advanced  as  to  be  considered  almost 
hopeless,  there  has  been  a  most  marked  improvement  iti 
the  general  health,  the  patients  gained  in  weight,  and  the 
tubercular  lesions  most  del  iroved. 

Zur  Joddesinfektion  des  Operationsfeldes  bei  Bauch- 
operationeu  (Concerning  iodine  disinfection  of  the 
skin  in  abdominal  operations).  Propping,  Frankfurt. 
Zeniralbldtt  fur  Chirurgie,  -May  13,  1911. 

The  increase  in  the  number  of  cases  of  intestinal  ob- 
struction, which  Propping  says  he  has  noted  since  the  in- 
troduction of  the  iodine  method  of  disinfecting  the  skin 
field  of  operation,  suggested  to  him  that  the  iodine  might 
be  responsible  by  causing  adhesions  (when  the  gut  is 
brought  in  contact  with  the  iodine  on  the  skin). 

If  a  moist  sponge  is  laid  on  the  skin  a  half  hour  after 
it  is  painted  with  iodine  it  will  carry  away  enough  of  the 
drug  to  produce  a  strong  reaction  with  starch.  1  f .  in 
animal  experiments,  the  intestine  is  laid  on  the  iodine 
painted  skin,  the  intestine  will  yield  a  positive  iodine  re- 
action. 

Towards  the  close  of  an  abdominal  operation  the  iodine 
is  pretty  well  washed  off  the  skin  (by  the  moist  sponges, 
etc.)  and  the  skin  gives  no  iodine  reaction  in  the  clear 
areas.  The  iodine  is  taken  up  by  what  it  is  brought  in 
contact  with.  Small  amounts  of  very  weak  iodine  solu- 
tions injected  into  the  peritoneal  cavity  cause  fibrin  de- 
posits and   adhesions. 

Propping  concludes  that  when  iodine  is  used  to  disin- 
fect the  field  for  a  laparotomy,  the  intestines  must  be  pro- 
tected from  possible   contact  with  the  drug. 


An    Address   on    Hemorrhoids.        K.    HaNMORI 

Manchestei       :;>  tish   Medical  Journal,  Maj  6,  1911 
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they  arc  almost  certain  to   tear  through  and  raw    p 
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erly   carried    out   ensures    that    all    round    thi 
submucosa  will  be  united  to  skin,  opposing  an  impervious 
barrier  to  any   infective  particles  which  are   likely  to   come 
in  contact  with  it.     It  is  not  infection,  but  injury,  against 
which   we   have-  to   guard   in   the  post-operative   treatment 

It  is  easy  to  keep  this  uniting  line  clean  by  w-arm  mildly 
antiseptic  do  passage  of   feces. 

The  action  of  the  bowels  should  therefore  be  ensured 
from  the  first  by  the  giving  of  some  mild  laxative  such  .i- 
confection  of  senna,  liquorice  powder,  or  a  saline. 

Of  simple  hemorrhoids  operated  upon  by  Whitehead's 
method.  Bishop  had  127  cases  78  males  and  49  females. 
There  has  been  no  mortality.  With  one  exception  he 
never  saw  organic  stricture  following  one  of  his  own 
cases.  He  did  note  in  some  seven  cases  about  the  third 
week  a  thin  contraction  like  a  fine  thread  at  the  line  of 
union.  This  is  dilatable  with  great  ease  if  detected  at 
once,  and  once  dilated  does  not  return.  It  appears  to  be 
due  to  some  idiosyncrasy  on  the  part  of  the  individual, 
since  in  120  cases  it  never  occurred.  It  is  a  matter  of  no- 
moment,  since  it  is  so  easily  remedied. 

The  case  in  which  organic  stricture  did  follow  was  one 
simply  due  to  faulty  technique.  The  patient  was  a  man 
with  old  endocardial  mischief;  the  anesthetist  w 
very  experienced,  and  during  the  operation  it  becan 
dent  that  he  was  in  difficulty  and  extremely  anxious;  the 
latter  part  of  the  work  was  consequently  hurrie  I 
-kin  and  submucosa  were  not  well  united;  a  month  later 
the  patient  returned  with  a  tight  anus ;  the  mucosa  had 
evidently  retracted  and  there  Was  a  well-marked  ring  of 
scar  tissue  around  the  lower  end  of  the  anal  canal,  a  very 
typical  example  of  the  so-called  "incurable  organic  stric- 
ture." The  scar  tissue  was  dissected  out,  leaving  the 
sphincter  and  skin  intact,  after  which  the  mucosa,  of 
which  there  is  always  plenty,  was  freely  loosened,  brought 
flown,  and  firmly  fixed  by  sutures,  which,  passing  through 
the  tough  submucosa,  held  it  securely  until  healing 
complete.  This  time  the  result  was  all  that  could  be 
wished,  and  no  sign  of  relapse  has  since  been  seen;  the 
anus  has  functionated  perfectly.  The  last  operation  was 
eight  months  since.  Since  this  case  liishop  operated  upon 
another,  the  primary  operation  having  been  done  by  an- 
other surgeon,  in  the  same  way  with  the  same  result. 

This.  then,  is  the  reply  to  the  "incurable  stricture"  in- 
dictment. It  is.  of  course,  possible  that,  in  consequence 
of  some  incredibly  bad  technique,  a  condition  might  be 
produced  which  might  be  beyond  remedy,  but  such  a  result 
could  not  fairly  be  attributed  to  the  Whitehead  operation, 
while  in  most  cases  the  removal   of  scar  tissue,  the   free 
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loosening  of  mucosa,  and  especially  of  submucosa,  and  its 
careful  union  with  the  skin   below  will  ensure  success. 
What  Cases  of  Constipation  Are  Amenable  to  Surgical 

Treatment?        foHN    G     Clark,   Philadelphia.       The 

Therapuetic  Gazette,  May.  1911. 
Clark  thus  summarizes  his  views  on  this  subject: 

1.  Developmental  anomalies  are  at  the  bottom  of  many 
-  of  chronic  constipation. 

2.  Posture  is  frequently  a  result  rather  than  a  cause  of 
this  ptosis. 

3.  Congenital  potential  factors  are  present  in  many  in- 
dividuals which  become  active  through  accident,  such  as 
traumatism,  rapid  and  badly-cared- for  childbirth,  habitual 
constipation,   operative   adhesions, 

4.  Neurasthenia  often  dates  from  childhood  or  puberty; 
■operation,  therefore,  in  the  adult  may  give  only  partial 
relief  because  of  this  constitutional  asthenia. 

5.  Cases  in  which  there  is  a  recent  acquirement  of  the 
active  factor  give  the  best  surgical  results. 

6.  Various  suspension  operations  are  valuable  in  prop- 
erly selected  cases,  but  disappointing  in  the  remainder. 
At  best  these  fixation  points  may  be  unstable. 

7.  Radical  excision  of  obstructive  portions  of  the  large 
bowel  may  give  the  highest  percentage  of  operative  mor- 
tality, but  it  is  likely  to  give  the  best  ultimate  results  in 
the  survivors. 

8.  In  no  field  of  surgery  should  haste  be  made  slower 
than  in  this.     It  is  not  a  field  for  the  novice. 

9.  The  most  important  factor  in  the  diagnosis  is  a  de- 
tailed clinical  history  pointing  accurately  to  obstructive 
possibilities.  A  well-taken  skiagraph  is  of  the  greatest 
•confirmatory  value. 

Excluding  all  cases  that  have  been  operated  upon  dur- 
ing the  last  year,  the  results  of  those  from  which  Clark 
has  been  able  to  secure  accurate  information  are  as  fol- 
lows : 

Suspension  of  sigmoid  flexure,  5  cases — 3  cured,  2  un- 
improved. 

Suspension  of  transverse  colon  (ventro-omental  fixa- 
tion), 6  cases — 2  cured,  3  improved.  1   failure. 

Excision  of  sigmoid,  3  cases — 1   cured.  2  improved. 

Erasion  of  sigmoid  and  suspension  of  transverse  colon, 
1  case — cured. 

Lateral  anastomosis  from  one  limb  of  sigmoid  to  the 
•other.  2  cases — 1  cured.  1  died  a  year  later  from  some  un- 
known illness.  (Her  physician  reported  marked  improve- 
ment after  her  operation.) 

Excision  of  transverse  colon,  3  cases — 1  almost  entirely 
well.   1   improved,   1   unimproved. 

Three  fatalities  occurred — 1  death  from  peritonitis,  2 
from  acute  gastric  dilatation. 

On    the     Suprapubic     Transverse     Fascial     Incision     in 
Gynecology.      Thomas  Wilson.  Birmingham,  Eng. 
The  Lancet,  May  6.   1911 
son   describes  the  technique   of   the    Pfannenstiel   in- 
cision and  praises  its  advantages.     He  has  employed  it  in 
over   120  operations  on  the  uterus  and  its  adnexa,  and  he 
has  seen  no  hernia  follow  in  any  case. 

The  operations  include  42  hysterectomies  and  myomec- 
tomies for  uterine  fibroids.  In  these  the  largest  tumor 
was  of  the  size  of  a  man's  head,  and  many  extended  as 
high  as  the  umbilicus.  In  17  cases  of  cysts  and  tumors 
of  the  ovary,  the  largest  reached  the  size  of  a  football. 
The  list  further  includes  22  operations  for  inflammation 
of  the  uterine  appendages  and  pelvic  peritoneum,  of 
which  12  were  suppurative ;  23  abdominal  fixations  for 
uterine  prolapse  and  retroversion,  5  cases  of  tubal  gesta- 
tion, the  radical  cure  of  a  vesico-vaginal  fistula  where 
two  operations  through  the  vagina  had  failed,  and  3  ab- 
dominal operations  for  uterine  cancer  after  Wertheim's 
method. 

It  was  at  first  objected  that  gangrene  of  the  flap  of  the 
fascia  might  be  expected,  but  experience  has  shown  that 
this  does  not  occur.  This  incision  affords  direct  access  to 
the  whole  brim,  and  especially  to  the  sides  of  the  pelvis, 
where  manipulations  are  more  easily  carried  out  than 
through  the  classical  median  incision.  This  facility  de- 
pends upon  the  fact  that  the  fascia  having  been  raised 
from  the  rectus  muscles  these  are  much  more  easily  drawn 
•out   of   the   way   by   retractors   or   the    fingers   of    an   as- 


sistant; as  pointed  out  by  Doderlein,  the  muscles  are  now 
like  soft  rubber  bands.  In  several  cases  where  it  has  been 
necessary  to  remove  the  vermiform  appendix  in  the  course 
of  a  gynaecological  operation,  the  incision  gave  full  and 
easy  access  for   the  purpose. 

Wilson  thus  sums  up  the  advantages  the  transverse 
fascial  incision  offers  over  the  longitudinal  incision  in 
suitable  cases.  The  first  and  by  far  the  most  important  is 
the  lessened  risk  of  ventral  hernia.  In  the  ordinary  run 
of  gynaecological  operations  this  incision  affords  easier  ac- 
cess and  more  ample  room  than  the  longitudinal  incision, 
and  especially  than  the  paramedian  incision  of  Lennander. 
Finally,  it  is  possible  that  the  cosmetic  effect  may  be 
deemed  by  some  to  be  of  importance ;  the  scar  is  linear 
and  is  concealed  by  the  pubes  and  by  the  natural  folds  of 
the  abdominal   wall. 

Puerperal  Infections — Cause  and  Treatment.  Thomas 
J.  Watkins,  Chicago.  Southern  California  Practi- 
tioner, May,  1911. 

Watkins  urges  conservative,  supportive  treatment  as  op- 
posed to  meddlesome,  local  treatment.  In  a  series  of 
eighty  cases,  most  of  them  had  and  some  of  them  pre- 
viously submitted  to  curettage,  which  were  treated  con- 
servatively, "seven  or  eight"  died.  With  operative  treat- 
ment 25  or  30  would  have  died.  Concerning  local  manip- 
ulations Watkins  says :  Many  seem  to  have  the  idea  that 
inflammation  is  a  disease;  infection  is  the  disease  and 
inflammation  is  nature's  reaction  against  the  invasion  of 
infective  material.  Inflammation  is  essentially  protective 
and  not  destructive. 

The  clinician  has  not  kept  pace  with  the  pathologist  in 
the  study  of  infections:  the  clinician's  treatment  of  in- 
fection is  often  bad — it  is  often  meddlesome  and  not  un- 
commonly dangerous.  The  disease  is  chiefly  systemic  and 
not  local,  and  the  treatment  should  be  chiefly  systemic  and 
not  local.  Much  of  the  treatment  of  infection  continues 
to  be  based  on  the  idea  that  infection  is  a  local  and  not 
a  systemic  disease. 

Watkins  never  makes  a  vaginal  or  intra-uterine  exami- 
nation without  positive  indications.  Abortion  cases  are  fre- 
quently brought  to  the  hospital  with  the  fetus  in  utero. 
If  the  cervix  is  rigid  and  not  much  dilated,  the  uterus, 
cervix  and  vagina  are  packed  with  gauze  and  occasionally 
those  patients  are  given  small  doses  of  ergot  to  bring  on 
contractions.  That  gauze  is  left  in  position  twenty-four 
to  forty-eight  hours.  When  removed  it  is  often  found 
that  the  uterus  has  emptied  itself  or  that  the  cervix  has 
sufficiently  dilated  so  that  the  uterus  can  be  easily  emptied 
without  traumatism.  If  the  cervix  is  still  rigid,  repack. 
We  have  found  such  cases  with  a  temperature  of  105 
deg.,  have  packed  them  and  we  have  found  the  tempera- 
ture normal  the  next  morning.  It  may  be  said  without 
criticism  that  the  clinician  has  very  much  over-estimated 
the  dangers  of  retention  of  the  fetus  or  placental  tissue 
in  the  uterus  after  infection  has  taken  place.  If  they 
remain  twenty-four  to  forty-eight  hours  it  is  of  very  little 
importance.  The  inside  of  the  uterus  is  never  examined 
unless  Watkins  is  positive  that  something  is  retained.  If 
the  patient  has  hemorrhage,  the  uterus  is  explored.  It 
means  that  there  is  some  placental  and  decidual  tissue  that 
should  be  removed.  If  there  is  a  very  large  amount  of 
discharge  explore  the  uterus  with  the  finger,  but  never 
empty  the  uterus  until  it  can  be  done  without  much  trau- 
matism. The  presence  of  decomposed  placental  or  de- 
cidual tissue  is  probably  not  as  serious  as  some  of  us 
suppose.  Among  animals  placental  tissue  is  often  re- 
tained  eight   or   ten   days,   and  those   animals  do  not   die. 

It  is  interesting  to  recall  that  the  most  acutely  sick  puer- 
peral women  do  not  usually  have  retained  placental  or 
decidual  tissue  and  do  not  have  an  offensive  discharge. 
The  offensive  discharge  cases  usually  recover.  The  cases 
with  an  offensive  discharge  are  infected  with  putrefactive 
bacteria,  which  are  not  very  virulent.  This  is  true  and 
yet  the  putrefactive  cases  are  often  mixed  with  the  more 
virulent  bacteria.  We  do  not  know  that  the  putrefactive 
bacteria  do  very  much  harm.  It  is  possible  that  they  help 
to  destroy  the  other  bacteria. 

The  uterus  is  never  curetted  by  Watkins  and  it  seems 
to  him  that  there  can  be  no  logical  excuse  for  curetting  a 


PrOGRI  SS    in     Si   Ri  i  i  \ 


iterus  :  and  iminon  pracl 

i    is  still  advised.    The 
isized   thi    in 
i   leucocyte  v 
1    uterus   thrombi 
form  in  the  si 

erial  growth.     When  one  curettes  he  is  very 

irst  habits  that 

own  in  the  tn  eral  in- 

I,  sup- 

puratin  nd  with  a  sharp  instrument.     He 

e   without  much  traumatism.     That  is 
intelligent    surgery.     The  surgeon  keeps  on 

The  uterus 
always    has    this    wet    saline    dn  stantly 

bathed  in  an  autogenous  saline  serum  solutii 

ases  have  an   inflammatory    exudate  in 
one  broad  ligament  or  the  other,  .  or  in 

the  cul  Is   to   the  umbilicus. 

With  these  patient-   treatmenl   is   also   largelj    suj 

A  Clinical  Study  of  Sporotrichosis.     .1    M    S \,  Hal- 
stead,  Kan.     Journal  of  the  American  M> 
911. 
sis   is    fairly    prevalent    in    the   rural   d 
:   so  rare  as  has  been  supposed.     The  diagnosis  pre- 
sents  seme  difficulti                            It   is   possible   th 
have    bee.:    mistaken    for    tuberculous    lymphangitis.      Un- 
fortunately, the   in l  ■                           illy   treated   surgically   and 
the  patient  undergoes  week-  and  months  of  needless  suf- 
fering.    As  others  have  pointed  out,  a  traumatic  li  sion 
of   the   arm.   resistant   I  i   ordinary  surgical   treatment   and 
;anied  by  one  or  more  sharply  defined  painless  ab- 

should  always 
arouse    suspicion,    especially    if    the    inflammatory 

nary    coccic    infi    ti  m    are    la  king.       \ 
m  oi    the  ordinarj    pus  germs  ma 
velop   after    surgical    procedures    and    mask    the    original 
trouble.     This  s   he  lias   re- 

ported     The   organism    consists  of   a   branching, 
oarse   mycelium,    from  which   ovoid   bodies 

\  budding,  either  from  lateral  or  terminal  filaments 
or  from  th<  sides  of  the  threads.  The  fungus  has  been 
reported  in  the  mouths  of  healthy  rats  and  these  are  the 
most  susceptible  animals  to  the  infection.  Cats,  dog 
•  appear  to  be  negative.  Guinea  p 
-s  so  than  cats  and  mice,  hour  cases  diagnosed 
microscopically  are  reported. 

Administration    of    General    Anesthetics    With    Special 
Reference  to  Ether  and  Chloroform.      Isabella  C. 
Herb,    Chicago.       Journal   of   the   American    Medical 
Association,  May  6, 
Dr.  Herb,  Chicago,  says  that  the  majority  of  deaths  oc- 
curring  during   operations   on    patients   not   moribund    are 
due    to    the    anesth  on    should    be    held 

ible — either  for  allowing  an  inc  impetent  person  to 
he  anesthetic,  or.  if  he  himself  attempted  to 
direct  the  anesthesia.  It  is  impossible  for  one  person  to 
attend  to  both  the  operation  and  the  anestheisa.  Many 
deaths  are  due  to  untrained  anesthetist  .  nd  to  question- 
able methods  of  inducing  narcosis,  or  to  the  insistence  of 
the  surgeon  on  a  deeper  narcosis  than  is  prudent.  We 
have  at  present  no  perfectly  safe  anesthetic  and  the  rem- 
r  the  evils  must  be  in  education.  The  practical  use 
of  anesthetics  should  be  a  part  of  every  medical  student's 
instruction.  He  should  learn  to  administer  them  under 
competent  guidance  instead  of,  as  has  been  the  case,  re- 
ceiving all  his  instructions  from  the  operating  surgeon 
who  is.  oftener  than  not,  a  poor  anesthetist  himself.  Every 
hospital  where  operations  are  performed  should  have  on 
its  staff  a  paid  anesthetist  who  should  have  complete 
charge  of  all  anesthesias  and  should  himself  administer 
them  in  cases  requiring  special  skill.  The  comparatively 
greater  safety  of  ether  over  chloroform  and  the  disturb- 
ing after-effects  of  the  latter  are  noted  in  the  article,  and 
the  author  says  that  no  one  is  justified  in  using  chloro- 
form  except    for   definite   reasons   or    under   peculiar   cir- 
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also  de  mends  a  restraint  apparatus  to  be 

id  specially  condemns  the  administration  of  drugs 
before  anesthesia.  I  hi  qui  ting  effect  of  combination 
anesthesia  thus  produced  is  no  offset  to  its  disadvantages. 

Report  of  Five  Hundred  Cases  of  Gonorrheal  Infec- 
tion, Treated  with  Gonococcic  Vaccine.  Court- 
ney W.  Shropshire,  Birmingham,  Ala.  Southern 
Medical  Journal,  May,  mil. 

The  disparity  in  the  reported  results  of  treatment  with 
gonococcic  vaccine  and,  especially,  its  failure  in  the  hands 
of  most  observers  to  effect  cures  of  the  urethral  infection 
makes  interesting  the  gratifying  report  of  Shropshire  based 
on   a  large  series  of 

i  with  the  vaccines  for  treatment  were  made 
with  gonorrhea  in  its  acute  and  chronic  forms,  also  the 
various   complications  and   sequelae,  as  tabulated: 

No. 
Casi       'Hi  d,  Failed. 

Acute    Gonorrhea     Ill         100  11 

\ciitr   i. .in.    Prostatitis    8  8  0 

Vuto  i.oi.   Prosl    and  Orch.,  Single..     7  5  2 

\cute  Gon.   Prost.     nd  0          I  >ouble.     2  2  0 

Vcute   Gon.    Periurethral    Abscess 3  2  1 

131  117  1 1 

i  hron                                  263  250  13 

Chron.    Gon.    Pros,    and    Orch.,    Single  20  17  3 

Chr.  Gon.  Pros,   and  Orch.,  Double...   15  15  0 

Chron.   Gon.    Prost.    and   Vesiculitis...   25  24  1 

Gon.    Per.,   Scrotal   and   Pros.    Abscess  11  11  0 

Gonorrheal     Rheumatism     30  28  2 

Gonoccoccimia     5  5  0 


369        350 
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500        467 

lo' 

Concerning    the    vaccine    treatment    of   acute    gonorrhea 
Shropshire    saj  -  : 

"It  has  been  my- experience  that  the  injections  rep 
every  third  or  fifth  day  prove  very  efficacious  in  the  treat- 
ment of  acute  gonorrheal  infections,  with  or  without  com- 
plications. The  oft  repeated  injections  are  continued,  as  a 
rule,  until  the  abatement  of  the  more  acute  symptoms.  It 
is  rare  that  any  acute  gonorrheal  conditions  will  call  for 
more  than  six  eight  injections,  as  mentioned  before, 
every  third  or  fifth  day.  I  generally  start  with  about 
"||  gonococcic  vaccine,  then  the  next  injection  is 
15,000,000,   then   the  third  injection  of  25,000.000.     Then   I 

give    10,000, and   50,000,000  if  I  find  it  is  necessary.     1 

have  found  that  in  the  cases  in  which  I  failed  that  perhaps 
my  initial  injection,  or  dose,  was  too  large  and  raised  the 
patient's  opsonic  index  too  high,  which  necessarily  in- 
creased and  aggravated  the  symptoms,  increasing  the  flow 
of  discharge  and  increasing  the  pain.  In  several  of  the 
above  cases  I  could  not  give  the  vaccine  at  all,  as  it  made 
the  patient  considerably   worse." 
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THE      RELATION      OF      THE      CERVICAL 

SMEAR    TO    THE   DIAGNOSIS    AND 

TREATMENT  OF  DISEASES  OF 

THE  FALLOPIAN  TUBES.* 

Alexander  Hunter  Schmitt,   M.D., 

Resident  Surgeon,  Manhattan  Maternity  Hospital, 

NEW  YORK. 

This  paper  is  based  on  a  review  of  thirty-nine 
cases  which  have  come  under  my  observation  as 
House  Gynecologist,  Bellevue  Hospital,  July- Jan- 
uary, 1909,  '10.  It  was  not  my  intent  to  write  an 
article  on  this  subject  until  about  the  fourth  month 
of  my  service,  when  I  began  to  notice  a  marked  re- 
lationship between  cervical  smears,  the  pathological 
reports  of  the  diseased  tubes  removed  on  operation, 
and  with  the  convalescence  of  the  patients. 

In  every  case  admitted  to  the  wards  suffering 
from  pelvic  inflammatory  conditions,  acute  or 
chronic,  cervical  smears  were  made,  stained  and 
examined  for  gonococci.  It  might  not  be  amiss  to 
define  and  explain  a  few  terms,  although  definition 
of  words  has  been  commonly  called  a  mere  exercise 
of  grammarians.  Vaginal  smears  were  not  taken, 
only  cervical ;  and  the  method  employed  was  first 
to  cleanse  the  cervix  with  a  piece  of  dry  cotton, 
and  then  insert  a  swab  of  sterile  cotton  within  the 
cervical  canal,  and  make  a  thin  smear  therefrom. 
All  smears  and  the  specimens  removed  at  the  opera- 
tion were  examined  at  the  pathological  laboratory 
by  Dr.  Norris  or  his  assistants,  and  cases  were  con- 
sidered positive  only  when  Gram-negative  intracel- 
lular biscuit-shaped  diplococci  had  been  found.  Cul- 
tures as  well  as  smears  were  taken  from  the  pus  of 
the  tubes  that  were  removed.  Blood  counts — white 
and  differential — were  taken  in  every  case  within 
twenty-four  hours  and  again  every  sixth  day  until 
the  operation. 

With  this  understanding  of  the  methods  of  ex- 
amination, let  us  consider  the  relation  of  the  cer- 
vical smears  to : 

1.  Onset,  severity,  and  duration  of  tubal  inflam- 
mation of  gonorrheal  origin. 

2.  Blood  picture  and  temperature  chart. 

3.  The  findings  on  operation  and  extent  of  op- 
erative procedure. 


*  Prize  paper,  read  before  the  Society  of  Alu 
pita],  Feb.  1,  1911. 
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4.  The  bacteriological  and  histological  examina- 
tion of  the  diseased  organs  removed. 

5.  The  convalescence  of  the  patient. 

Onset,  Severity,  and  Duration  of  Tubal  Inflam- 
mation of  Gonorrheal  Origin.  In  order  to  clearly 
narrate  the  results  of  my  observations  I  have  di- 
vided the  cases  into  two  series.  (See  charts  1,  2 
and  3.)  The  first  are  those  having  a  positive  cer- 
vical smear  on  admission  (17  in  all)  and  shall  be 
known  as  the  positive  cases.  The  second  series, 
those  having  a  negative  cervical  smear  on  admission 
(16  in  all),  and  shall  be  called  the  negative  cases. 

In  all  the  positive  cases,  with  but  one  exception, 
the  history  of  the  onset  of  illness  was  acute,  fre- 
quently accompanied  by  chill,  fever,  and  vomiting. 
The  pain  was  very  severe,  localized  over  one  or 
both  iliac  fossae;  usually  necessitating  the  patient 
to  remain  in  bed.  The  duration  of  symptoms  be- 
fore applying  to  the  hospital  was  as  a  rule  less  than 
a  week,  and  not  infrequently  the  patients  were 
brought  to  the  institution  in  an  ambulance  or  cab. 
In  a  large  number  of  these  cases  a  history  of  ureth- 
ritis, vaginitis,  or  endometritis,  of  one  or  two 
months'  duration,  was  given. 

On  the  other  hand,  in  all  the  cases  of  the  nega- 
tive series,  we  obtained  a  history  of  recurrent  at- 
tacks of  sharp  abdominal  pain,  especially  during  the 
menstrual  period,  dating  back  one  to  four  months. 
Associated  with  this,  patients  would  also  complain 
of  a  continued  dull  pelvic  pain  with  leucorrhea,  loss 
of  appetite  and  general  weakness.  Invariably  they 
were  able  to  carry  on  their  occupations  up  to  the 
time  of  admission,  and  many  of  these  cases  were 
leferred  to  the  hospital  from  dispensaries. 

2.  Blood  Picture,  and  Temperature  Chart.  As 
the  positive  cases  were  of  acute  origin,  we  would 
naturally  expect  some  rise  in  temperature,  with  an 
increased  leucocyte  and  polymorphonuclear  count. 
In  the  positive  series  of  17  cases  the  average  tem- 
perature while  in  the  ward  prior  to  operation 
ranged  between  98°-ioi°:  while  in  the  16 
cases  with  negative  smears,  the  temperature 
ranged  between  o8°-99°.  The  average  blood  count 
taken  on  the  day  after  admission  was,  in  the  positive 
cases,  17,000  leucocytes,  with  80  per  cent,  polymor- 
phonuclear. The  negative  cases  showed  an  average 
white  cell  count  of  11,300..  with  ~2  per  cent,  po'y- 
morphonuclear  count. 
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3.  The  Finditi  pcrotion,  and  Extent  of 

l\   is  generally    und< 
thai  the  choice  of  time  for  operation  is  not  during 
an  acute  attack,  i>ut  during  the  interval,  provided 
the  patient's  condition  warrants. 

(  u  the  acute  cases  in  which  I  assisted,  I  observed 
that  the  operations  were  not  only  wry  tr.lh.u-,  hut 
the  technical  difficulties  greatly  increased.  First 
wo  wore  dealing  with  an  inflammatory  which 

we   wore    fairly    certain    (as    1    shall  explain 
contained    active    bacteria.      Great    care    and    much 
time  therefore  hid  t.>  he  given  in  order  not  l. .rup- 
ture tile  tube  and   allow   free  pus  to  escape  in  the 

neal  cavity.  Again  the  tissues  and  adjacent 
structures  were  soft  and  infiltrated,  tore  readily, 
making  it  very  difficult  t..  ligate  or  suture;  and  un- 

1  dlj  we  often  removed  a  tube  or  ovary  which 
would  not  have  been  sacrificed  if  the  acute 
had  su  i  he  marked  vascularity  of  the  tis- 

I  ive  rise  I"  much  oozing,  which  is  always  an 
objectionable  feature.  When  operating  after  the 
acute  stage  had  subsided  not  infrequent!}  did  we 
encounter  marked  and  extensive  adhesions;  yet  we 
were  fairly  certain  that  if  free  pus  should  escape, 
it  was  sterile.  Again  the  structures  were  not  as 
friable,  sutures  intended  to  repair  injuries  held,  raw- 
surfaces  could  easily  be  covered,  and  the  capillary 
and  serous  oozing  was  not  as  apparent. 

4.  The  Bacteriological  and  Histological  Exam 

of  the  Diseased  Organs  Removed.  This  I 
believe  is  of  the  greatest  interest  and  the  most  in- 
structive fact  derived  from  my  observations.  In 
the  positive  series  of  twelve  cases  which  were  oper- 
ated upon  during  an  acute  attack  of  tubal  inflamma- 
tion of  gonorrheal  origin,  microscopic  examination 
of  the  pus  from  the  tubes  showed  the  presence  of 
the  gonococci  in  eleven.  In  other  words,  in  every 
case,  with  one  exception,  that  had  a  positive  cer- 
vical smear  at  time  of  operation,  active  gonococci 
were  found  in  the  pus  of  the  tubes  removed. 

Those  cases  that  were  operated  upon  after  the 
subsidence  of  the  acute  attack,  16  in  all,  and  in 
which  the  cervical  smears  were  negative,  bacterio- 
logical examinations  of  the  pus  from  the  tubes  were 
also  negative  in  all  the  cases — the  cultures  being 
sterile  in  all  but  one,  this  one  showing  staphylococ- 
cus pyogenes  aureus. 

On  scanning  the  literature  I  could  find  but  few- 
articles  which  have  been  written  along  this  line. 
Wertheim*  reports  25  cases  which  he  operated  upon 
during  the  acute  attacks  of  pelvic  inflammation.  On 
microscopic  examinations  and  cultures  of  pus  from 


•Archiv  fur  Gynak.  Berlin,  1S92,  Heft  42. 


tubes  removed  he  found  bacteria  in  19  of  the  cases 
<~<>  p.  1  cent.)  gonococci  17,  streptococci  1.  and 
undetermined  1.  Proeschei  reports  forty  speci- 
mens  from  cases  which  had  been  operated   upon 

the    subsidence    of    the    acute    attack.       In    all 
ihe>e   specimens    microscopic    examinations     were 
negative,  and  cultures   sterile  38  times,  nine   show- 
albus   and   1  m<  e   COl  in   bacilli. 

5.  The  Convalescence  oj  Patients.  The  relation 
oi  the  cervical  s  near  to  the  com  ale  >  1  m  e  1  if  pa 
tients  after  operation  I  also  found  to  be  of  some 
import,  nol  only  in  regard  to  the  common  post-op- 
erative complications,  but  also  in  regard  to  the  heal- 
ing of  the  abdominal  wound,  temperature,  and 
length  of  time  in  hospital  before  being  discharged. 
By  comparing  charts  1  and  2  for  the  common  post- 
operative  complications,  I  believe  a  better  idea  can 
i amed  than  if  I  should  detail  each  case,  and 
much  time  saved.  In  the  twelve  cases  with  positive 
cervical  smears  on  operation,  primary  union  of  the 
abdominal  wound  was  evident  in  but  seven  cases, 
the  temperature  reached  normal  on  the  eighth  day, 
and  the  patients  were  discharged  on  the  twenty- 
fourth  day  (average).  In  the  sixteen  cases  with 
negative  smears  at  time  of  operation,  in  all  but  one 
case  the  abdominal  wound  healed  by  first  intention, 
the  temperature  reached  normal  on  the  fourth  day, 
and  the  patients  left  the  hospital  on  the  nineteenth 
day  (average). 

Several  factors  should  therefore  be  entertained 
before  determining  what  procedure  is  best  in  the 
treatment  of  tubal  inflammation. 

1.  The  history  of  the  case,  temperature  and 
blood  count. 

2.  The  cervical  smear. 

The  majority  of  cases  of  tubal  inflammation  be- 
gin with  a  history  of  streptococcic  or  gonorrheal  in- 
fection. Most  of  the  streptococcic  inflammatory 
masses  in  the  pelvis  give  a  history  of  sepsis  fol- 
lowing abortion  or  labor ;  but  by  no  means  are  all 
inflammatory  masses  which  develop  after  an  abor- 
tion or  labor  streptococcic,  many  are  gonorrheal. 
This  paper  is  not  to  include  streptococcic  infections 
of  the  tubes,  but  I  will  cite  what  H.  S.  Crossen 
writes  about  the  treatment  of  these  cases :  "Abdom- 
inal section  for  a  mass  of  streptococcic  origin  is 
never  safe.  Even  where  the  temperature  and  pulse 
are  normal,  and  everything  quiescent,  intraperito- 
neal operation  for  the  mass  is  liable  to  cause  the 
patient's  death  from  a  streptococcic  peritonitis." 

With  a  history  of  a  gonorrheal  infection  with  an 
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acute  onset,  we  invariably  find  a  rise  in  tempera- 
with  an  increased  leucocyte  and  polynuclear 
count.     If  in  connection  with  this  we  find  an  in- 
flamn  .  m  the  pelvis,  it  is  bettei 

mem  not  to  advise  intraperitoneal  operation  until 
the  temperature  and  blood  count  have  remained 
normal  for  at  least  one  week.  Why  this  procedure 
mmended  will  be  explained  later. 
On  comparing  charts  1.  _•  and  3  one  will  imme- 
diately notice  the  relationship  between  the  1 
of  the  case,  temperature  and  clinical  findings.  Thus 
where  there  is  a  history  of  an  acute  onset,  we  find 

rise    in    temperature,    increased    hi 1    count. 

and  a  positive  cervical   smear.      When  the  history 


medium.  Infection  of  the  surrounding  sterile  cul- 
ture mediu  11  does  not  oqcui   unless  the  protective 

walls  ,.t'  tin-  test  tube  are  broken.  So  in  the  pelvis, 
.1  Fallopian  tube  becomes  infected  b)  a  small  num- 
ber "f  bacteria  having  sufficient  virulence  t"  0 
cme  tin-  resistance  offered  by  the  cells  firsl  at 
tacked.  \n  111lla111t11.it.  ir)  exudate  is  thrown  around 
the  infected  area  and  chokes  the  lymphatics,  thus 
shutting  bacteria  and  their  poisons  out  of  the  sys- 
temic circulation.  During  the  process  of  healing 
systemic  symptoms  graduall)  I  he  bacteria, 

however,  are  Still  alive  for  a  ti  re  ami  may  readily 
reinfect  the  patient  if  thi  protective  wall  he  hroken 
1  as  In    operation,   \i_:"r<>iis  examination,  or  undue 
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dates  back  one,  two,  or  three  months  the  tempera- 
ture and  hlood  count  are  practically  normal,  and 
the  cervical  smear  is  negative.  I  therefore  conclude 
that  in  the  majority  of  cases  where  (here  is  a  pelvic 
inflammatory  mass  with  a  positive  cervical  smear, 
the  process  is  in  the  acute  stage,  and  that  gonococci 
are  present  in  the  pus  fro  n  the  tube.  When  the 
cervical  smear  is  negative  (  and  we  can  eliminate 
streptococcic  infection)  one  is  fairly  certain  in  say- 
ing that  the  acute  stage  has  subsided,  and  that  the 
inflammatory  exudate  in  the  tube  is  sterile. 

During  the  subsidence  of  the  acute  stage,  the 
gonococci  within  the  exudate  are  therefore  grad- 
ually destroyed,  and  the  gonococci  within  the  cer- 
vical canal  likewise  disappear.  What  relation  one 
bears  to  the  other  I  am  unable  to  say.  How  long 
it  takes  for  the  acute  stage  to  pass  is  also  an  open 
question ;  much  depends  upon  the  condition  of  each 
patient.  The  consensus  of  opinion  is  that  this  re- 
quires about  four  weeks. 

Dr.  F.  F.  Simpson  in  his  article  on  "Choice  of 
Time  for  Operation  for  Pelvic  Inflammation  of 
Tubal  Origin,"  clearly  explains  the  process  of  ster- 
ilization and  absorption  of  exudate  within  the  Fal- 
lopian tube.  "A  test  tube  containing  a  virulent  cul- 
ture of  bacteria  is  placed  in  a  jar  of  sterile  culture 
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exercise  i.  and  inoculation  of  the  surrounding  struc- 
tures occurs.  If  the  seal  is  unbroken  the  bacteria 
will  probably  die  within  a  period  of  a  few  weeks.  As 
the  protective  walk  of  exudate  is  gradually  ab- 
sorbed, the  contained  poisons  filter  into  the  general 
circulation  in  inocuous  doses.  This  process  grad- 
ually proceeds  until  the  exudate  is  completely  ab- 
sorbed, when  there  is  no  longer  need  for  its  ex- 
istence." 

How  should  we  therefore  conduct  a  ca^e  of  tubal 
inflammation  of  gonorrheal  origin?  Based  on  my 
observations,  I  would  recommend  that  if  the  his- 
tory of  the  case  be  acute,  and  the  cervical  smear 
positive,  palliative  treatment  should  be  instituted 
and  continued  for  at  least  four  weeks.  Abdominal 
section  should  not  even  then  he  preferred  unless 
the  cervical  smear  is  negative  and  the  blood  count 
and  temperature  normal.  If  at  any  time  during 
this  period  an  extra-tuhal  pelvic  abscess  should  de- 
velop the  proper  treatment  is  to  open  it  by  vaginal 
section.  Should  the  history  date  back  one  or  two 
months,  with  a  normal  temperature  and  blood 
count,  and  a  negative  cervical  smear,  abdominal 
section  may  be  safely  undertaken  at  any  time,  pro- 
vided the  patient's  condition  warrants. 

As  a  summarv  to  what  I  have  said,  allow  me  to 
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present  the  complete  histories  of  two  cases,  one 
representing  the  type  with  the  positive  cervical 
smear,  and  the  other  having  a  negative  cervical 
smear  on  operation. 

Case  A. — B.  X.,  age  26,  admitted  to  Bellevue 
Hospital,  September  6,  1909.  Gave  a  history  of 
having  a  moderate  yellowish  vaginal  discharge,  with 
painful  urination  since  April,  1909.  On  September 
2  she  was  suddenly  seized  with  severe  sharp  pain 
over  both  lower  quadrants  of  abdomen.  Re. rained 
in  bed  and  pain  subsided  somewhat  until  Septem- 
ber 5,  when  it  became  very  severe,  most  marked  on 
the  right  side  and  radiating  down  right  thigh.  On 
the  morning  of  September  6  she  had  a  chill  with 
fever,  and  the  severity  of  the  pain  increased.  Was 
brought  to  hospital  in  an  ambulance. 

On  admission,  temperature  1023,  pulse  118,  res- 
piration 24.  Pelvic  examination  was  very  difficult, 
due  to  abdominal  rigidity  and  marked  tenderness ; 
however,  an  indistinct  mass  could  be  made  out 
through  the  posterior  fornix  extending  laterally  on 
both  sides.  Cervical  smear — many  gonococci  pres- 
ent. Blood  count — leucocytes  24,200,  polvnuclear 
80  per  cent.  Kept  in  bed  and  treated  palliatively. 
The  temperature  gradually  declined  to  normal,  and 
the  rigidity  and  tenderness  subsided  to  a  marked 
degree.  On  pelvic  examination,  eight  days  later, 
the  mass  in  the  cul-de-sac  was  not  as  tender,  and 
it  could  be  fairly  well  outlined — extending  laterally. 

Cervical  sir.ear  taken  on  September  16  contained 
many  gonococci ;  blood  count  on  the  same  day,  leu- 
cocytes 20,000,  80  per  cent,  polvnuclear.  On  Sep- 
tember 17,  she  was  operated  upon — salpingo-oophor- 
ectomy  sinistra,  salpingectomy  dextra.  In  remov- 
ing the  right  tube  it  ruptured  and  some  pus  escaped. 

Convalescence  was  slow ;  there  were  considerable 
abdominal  pain  and  distention.  At  the  first  dress- 
ing it  was  discovered  that  the  lower  half  of  the 
wound  was  infected  down  to  the  fascia.  The  patient 
did  not  run  a  normal  temperature  until  the  seven- 
teenth day,  and  was  discharged  from  hospital  on 
the  thirty-seventh  day  after  the  operation.  Cervi- 
cal sir.ear  on  that  day  contained  no  gonococci ;  path- 
ological report  of  the  specimens  removed  at  opera- 
tion,— many  Gram-negative  intracellular  biscuit- 
shaped  diplococci  in  the  pus  from  both  tubes. 

Case  B. — E.  F.,  aged  25,  married,  admitted  to 
Bellevue  Hospital  on  September  11,  1909.  Gave  a 
history  of  having  a  yellowish  vaginal  discharge 
since  April.  1909.  About  the  beginning  of  Maw 
during  her  menstrual  period,  she  first  experienced 
sharp  stab-like  pains  over  the  left  lower  quadrant 
of  the  abdomen.  Accompanying  this  pain  she  had 
some  fever  and  vomited  occasionally.  Remained 
in  bed  the  greater  part  of  the  week,  and  was  at- 
tended by  a  physician.  Felt  fairly  well  until  her 
next  menstrual  period,  when  she  again  suffered  con- 
siderably and  bled  profusely  for  about  one  week. 
From  then  on  she  had  a  continued  dull  pain  over 
the  left  lower  quadrant,  with  an  intermittent  drag- 
ging backache :  still  she  was  able  to  carry  on  her 
occupation.    Was  seen  at  the  dispensary  in  August, 


and  after  a  month's  local  treatment  with  but  little 
improvement,  I  advised  her  to  go  to  Bellevue  Hos- 
pital for  an  operation. 

On  pelvic  examination  a  firm  circumscribed  mass, 
not  very  tender,  could  be  mapped  out  through  the 
left  lateral  fornix.  Right  tube  and  ovary  appar- 
ently normal. 

On  admission,  temperature  ioo0,  pulse  86,  res- 
pirations 22.  Xo  gonococci  found  in  the  cervical 
smear.  Blood  count:  leucocytes  14,000,  polvnuclear 
cells  76  per  cent. 

Operated  upon  four  days  later  (September  151 
— left  salpingo — oophorectomy.  Convalescence  rapid, 
temperature  running  normal  on  the  fourth  day.  Pri- 
mary union  of  the  abdominal  wound.  Discharged 
from  the  hospital  on  the  sixteenth  day  after  the 
operation.  Pathological  report — no  gonococci  in 
the  pus  from  the  tube,  culture  sterile. 
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PHILADELPHIA. 

It  is  now  generally  recognized  among  progressive 
physicians  that  surgical  anesthesia  is  not  the  in- 
ocuous  adjunct  of  operative  procedure  which  it 
was  formerly  considered;  and  the  crusade  for  its 
more  scientific  application  is  progressing  with  en- 
couraging vigor. 

The  dangers  of  immediate  death  are  well  recog- 
nized and  guarded  against  and  in  recent  years  the 
more  subtle  dangers  of  delayed  poisoning  from 
anesthetics  have  been  realized  and  the  proper  warn- 
ing given ;  but  how  rarely  do  we  consider  deaths 
that  occur  months  or  a  year  after  operation  as  con- 
sequent to  the  anesthesia? 

This  mav  seem  to  many  to  be  going  too  far  afield 
and  unwarrantedly  adding  to  the  already  heavy  bur- 
den of  the  surgeon's  responsibility ;  but,  if  surgical 
genius  is  the  capacity  for  infinite  detail,  we  cannot 
afford  to  overlook  this  detail  which  may  be  all  im- 
portant to  the  life  of  our  patient. 

A.  D.  Bevan  and  H.  B.  Favill1  in  speaking  of 
Acid  Intoxication  After  Chloroform,  in  1905,  said : 
"Most  of  us,  I  believe,  even  those  of  us  who  have 
had  a  comparativelv  wide  experience  in  surgery, 
have  felt,  after  the  giving  of  an  anesthetic,  if  the 
patient  recovered  from  its  immediate  effects,  that 
there  were  no  further  dangers  from  the  anesthtic 
except  such  well  known  dangers  as  pneumonia  and 
nephritis." 

As  anesthetist  for  the  Gynecean  Hospital  for  four 
vears,  I  gained  considerable  experience  with  ether 
and  chloroform  anesthesia,  and  I  have  as  a  result 
well-defined  views  on  the  importance  of  the  subject, 
and    a    firm    conviction    that    anesthetics    are    not 
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in  the  average  hospital,  with  due  regard  to 
the  condition  oi  the  individual  and  a  proper  n 

:  the  havoc  which  these  powerful  narcotics 
may  cause  in  the  organs  most  exposed  to  their  in- 
fluence. 

1  have  seen  cases  in  my  own  and  others'  ex- 
ce  which  were  harmed,  however  unwittingly, 
by  the  anesthetic  than  the)  were  benefited  b) 
the  operation,  and  it  was,  as  1  can  i  iw  ee,  due  to 
the  fact  tliat  the  anesthetist  was  not  fa  i  iliar  • 
with  the  previous  history  and  physical  condition  ol 
the   patient,  and   tints  administers  thetic 

individual,  simply  because  it  was 
the  custom  to  give  ether  in  all  but  the  most  ad- 
vanced cases  of  pulmonary  or  renal  dis< 

Many  papers  have  been  writti 
layed  after  anesthesia  and   showing  the 

intense  toxic  effects  which  these  narcotics  may 
have  on  the  internal  organs.  Among  the  mi 
cent  ones,  Gumdum  in  the  Johns  Hopkins  Bulle- 
tin, June.  1909,  gives  the  symptoms  of  post-anes- 
thetic acidosis  as  nausea  and  vomiting,  prostration, 
rapid  pulse,  with  no  febrile  movement,  fruity  odor 
of  the  breath,  as  is  sometimes  found  in  diabetes; 
with  stupor.  al   delirium,  coma   and  death. 

IK    reviews  the  theories  of  it-  causation  and  says: 
"Whatever  its  cause,  it  is  a  fact  that  autops)   shows 
fatty  degeneration  of  the  liver  and  not    ran 
the  other  organs." 

Is  it  not  reasonable  to  suppose,  then,  that  agents 
toxic  enough  to  cause  death  in  two  1,.  five  days 
with  fatty  degeneration  o'  the  liver  and  other 
organs  ma)  leave  effects  of  less  severity  and  de- 
gree which  could  have  influence  in  establishing 
permanent  injury  to  those  organs  or  sti  i  ulating 
pre-existing  disease  to  renewed  activity? 

But,  we  are  not  compelled  to  depend  alone  on 
theory  and  logic.  Muller2  made  fifty  animal  ex- 
periments with  the  usual  anesthetics  and  concluded 
that  (a)  anesthesia  with  chloroform,  chloral  hy- 
drate, bromethyl,  chlorethyl,  ether  and  mixtures  of 
these  always  produce  changes  in  the  internal 
organs  which  appear  as  beginning  fatty  changes. 

Fatty  changes  occur  also  in  the  epithelium  of 
the  respiratory  tract. 

(c)  The  fatty  changes  in  degree  and  extent  de- 
pend on  the  time  and  number  of  the  anesthesia. 

O.  Mulzer3,  in  experiments  with  sixty-four  ani- 
mals, showed  that  prolonged  ether  and  chloroform 
anesthesia  has  a  directly  injurious  effect  on  the 
red  blood  corpuscles,  dissolving  them  when  long 
in  contact.  He  also  showed  that  the  vessels  in  the 
lungs,  liver  and  kidneys  were  obstructed  with  dis- 
integrated corpuscles  and  thrombosis  was  evident 
at  certain  points. 

A.  V.  Lichtenberg*.  in  experiments  with  twenty- 
two  rabbits,  found  that  anesthesia  invariably  in- 
duced severe  injury  of  the  alveolar  epithelium. 
The  epithelium  softens  and  is  thrown  off  and  there 
is  hemorrhage  into  the  alveloi.  This  plugs  up  the 
bronchioles  and  tiny  atelectatic  foci  result,  scat- 
tered throughout  the  lungs.  These  are  sterile,  but 
afford  places  of  minor  resistance  to  arriving  in- 
fection. 


ergeld'  in  hi-  experiments  found  that,  "Fatty 
degeneration  oi  the  epithelium  of  the  alveoli  was 
observed  constant!)  with  the  ether-oxygen  method; 
hut  was  never  discovered  alter  tlu-  drop  method." 
Mi-  research  shows  that  lung  tissue  hears  ordinary 
air  b<  excess  of  1  ocygen, 

John  r,.  Roberts  in  a  papei  read  before  the  Phila 
delphia   Count)    Medical   Society   on   October  23, 
1907,  -aid:  "Improvement  in  technique  and  asepsis 
have   lessened   tlu-  dangers  of  operative   surgery, 
hut  the  same  pro]    ■  not   been  made  in  the 

care  and  discrimination  exercised  in  the  use  of 
anesthetic  agents."  lie  also  stales  that.  "The  dam- 
age is  ""tin  one  that  -hows  no  marked  symptoms 
at  the  time  of  operation,  hut  develops  later  from 
the  poisonous  influence  of  the  anesthetic  on  the 
organism." 

Reicher"  says  that  important  lipoids  and  fat-  are 
expelled  b)    the  cell-  under  the   influence  of  ;ni 

tli'  tic;  these  substances  may  participate  in  the  pro- 
duction  of  anesthesia.  Their  action,  superimposed 
on  abnormal  conditions  in  diabetes,  etc.,  may 
hasten  the  course  of  the  disease,  as  he  shows  in  de- 
tail by  concrete  examples. 

Snel7  proves  that.  "Narcosis  arre-t-  the  immu- 
nity of  the  epithelium  of  the  lung:  according  to 
the  length  of  time,  so  is  the  normal  bactericidal 
power  partially  or  wholly  abolished  for  the  time 
being  and   for  several  hours  following." 

B.  Muller9  shows  that,  "There  is  more  or  less 
irritation  and  perhaps  fatty  degeneration  of  the 
internal  organs  of  the  body  from  ether  and  chloro- 
form. The  more  prolonged  the  anesthesia,  the 
more  serious  the  consequences  and  repeated  anes- 
thesias may  leave  a  permanent  trace,  or  perhaps 
lesion,  from  their  action." 

Bandler9  affirms  that,  "When  any  liver  lesion  is 
found,  chloroform  should  not  be  employed,  but 
ether  should  be  the  anesthetic  of  choice,"  because, 
as  he  showed  by  animal  experiments,  ether  does 
not  produce  the  destructive  effects  on  the  liver 
cells  found  so  constantly  after  chloroform  anes- 
thesia. 

With  these  experimental  results  before  us,  it  is 
but  the  next  link  in  our  chain  of  reasoning  to  infer 
that,  in  the  presence  of  some  latent  or  chronic 
focus  of  pulmonary,  hepatic  or  renal  disease,  such 
intense  organic  irritation  as  these  experiments 
have  shown,  with  its  concomitant  decrease  of  local 
resistance,  could  fan  the  smoldering  embers  of 
disease  into  an  active  blaze  which  could  cause  the 
patient's  death  many  months  after  operation. 

This  claim  has  been  lately  reiterated  by  Joseph 
Walsh10  as  far  as  it  regards  pulmonary  tubercu- 
losis, when  he  said,  "Ether  has  been  the  anesthetic 
of  choice  for  so  many  years  along  the  northeastern 
coast  of  the  United  States  that  it  is  almost  heresv 
to  discuss  it,  yet  experience  seems  to  show  that  it 
is  either  very  irritating  to  the  lungs  or  stimulating 
to  a  tuberculous  process  in  the  lungs,  and  hence 
should  not  be  used  where  there  is  a  question  of 
pulmonarv  tuberculosis.  Surgeons  generally  admit 
that  ether  is  irritating  to  the  lungs,  and  yet  they 
not  only  continue  to  administer  it  in  cases  of  pul- 
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monary  tuberculosis,  but  also  very  rarely  discuss 
the  matter."  During  the  past  six  years  he  "has 
seen  a  number  of  patients  manifesting  active  tuber- 
culosis of  the  lungs  following  operation,  which  ac- 
tivity appeared  from  a  study  of  the  history  to  be 
due  either  to  the  operation  itself  or  to  the  ether 
anesthesia."  He  has  seen  no  pulmonary  lesions 
consequent  to  chloroform  anesthesia  and  insists 
that.  "Chloroform  should  be  administered  not  only 
in  all  cases  of  tuberculosis  of  the  lungs,  but  in  all 
cases  where  tuberculosis  may  be  suspected  like, 
for  instance,  cases  that  manifest  tuberculosis  else- 
where as  in  cervical  glands,  the  ischio-rectal 
region,  etc." 

His  contention  as  far  as  it  concerns  tuberculosis 
of  the  lungs  is  my  own  as  well,  and  I  cannot  add 
to  it ;  but  I  wish  to  go  further  and  plead  for  those 
who  are  unfortunate  enough  to  have  either  hepatic, 
cardiac  or  renal  lesions  and  some  condition  necessi- 
tating surgical  anesthesia. 

I  do  not  mean  to  give  the  impression  that  general 
inhalation  anesthesia  is  accompanied  by  such  perils 
as  to  render  its  use  dangerous  in  the  majority  of 
cases;  such  would,  of  course,  be  absurd.  The  sur- 
gical field  has  been  so  thoroughly  covered  as  re- 
gards the  majority  of  cases,  that  there  is  little  to  be 
gained  in  search  for  big  improvements,  and  we 
must  now  go  back  over  the  field  and  glean  the  oc- 
casional grains  which  we  missed  in  the  larger  har- 
vest. It  is  to  save  these  scattered  and  very  occa- 
sional cases  that  I  advocate  a  more  judicious  choice 
of  the  anesthetic  agent. 

Spinal  anesthesia  has  been  much  vaunted  of 
late,  but  we  must  remember  that  analgesia  is  rot 
the  only  blessing  of  a  general  anesthetic  and  that 
the  danger  of  consciousness  to  a  timid,  nervous  in- 
dividual with  perhaps  some  organic  heart  lesion 
might  be  vastly  more  than  the  dangers  of  ether ;  in 
fact,  to  such  a  case  ether  has  a  distinctly  stimu- 
lating effect.  The  mortality  and  post-operative 
paralysis  of  spinal  analgesia,  to  my  mind,  render  it 
more  dangerous  than  inhalation  anesthesias  and  I 
do  not  believe  that  it  will  ever  be  used  in  the  fu- 
ture, except  where  these  are  absolutely  contraindi- 
cated,  or  perhaps  in  emergency  operations  in  trau- 
matic cases,  where  the  spinal  injections  are  given  to 
block  the  nerve  currents  in  the  spinal  cord,  and 
thus  prevent  shock,  as  well  as  for  their  analgesic 
effects. 

Ether,  on  account  of  its  lesser  mortality,  should 
be  the  anesthetic  agent  in  this  climate,  except  in 
cases  of  atheroma  or  aneurysm ;  acute  or  parenchy- 
matous nephritis;  pulmonary  disease;  in  children 
or  in  adults  where  ether  has  misbehaved  before ;  in 
alcoholics  on  account  of  the  large  dosage  required ; 
in  cases  of  cerebral  lesions  where  the  cerebral  con- 
gestion of  ether  could  do  harm;  in  operations  on 
the  nose  and  throat,  where  the  constant  exhibition 
of  the  ether  and  mucus  interfere  with  the  operative 
procedure ;  and  in  some  abdominal  operations,  as 
for  gastroptosis,  where  vomiting  might  do  harm. 
In  addition  to  these  greater  contraindications,  I  am 
convinced  that   any   patient   with   a   full   bounding 


pulse,  high  blood  pressure  and  plethoric  appear- 
ance, with  heavy  specific  gravity  of  the  urine  and 
excess  of  uric  acid  and  urates,  will,  in  the  absence 
of  heart  lesion,  take  chloroform  better  than  ether. 

Chloroform  is  contraindicated  in  myocardial  or 
heart  lesion,  hepatic  cirrhosis  or  other  liver  cases, 
such  as  diabetes,  etc. ;  in  cases  of  extreme  malnutri- 
tion, lymphatic  cases,  or  in  the  presence  of  pro- 
longed suppuration. 

Chloroform  and  ether  both  are  contraindicated  in 
profound  anemia  because  of  their  hemolytic 
influences. 

I  realize  that  much  of  this  is  a  twice-told  tale 
and  contains  nothing  new  to  the  profession ;  but. 
however  trite  it  may  be  in  theory,  there  is  need  of 
the  theme  in  practice.  Attend  the  clinics  of  most 
of  our  hospitals  and  you  will  find  ether  the  anes- 
thetic in  all  but  the  exceptionally  advanced  cases  of 
pulmonary  or  renal  disease.  The  reason  is  prob- 
ably the  same  one  that  it  is  safer  to  allow  the  patient 
to  depend  on  his,  or  her,  own  resisting  powers  and 
luck  to  overcome  the  after-effects  of  the  ether  than 
it  is  to  depend  on  a  resident  physician's  knowledge 
of  chlorolorm. 

Until  well-trained  and  well-paid  (and  the  two 
are  synonymous)  anesthetists  are  more  generally 
employed,  and  greater  care  is  taken  in  the  choice 
and  administration  of  the  anesthetic  used  in  cases 
suffering  from  latent  disease  of  the  internal  organs, 
we  will  continue  to  be  responsible  for  shortening 
the  lives  or  impairing  the  health  of  some  patients 
who  come  to  us  for  operative  relief  from  conditions 
wnich  are,  perhaps,  not  as  threatening  to  life  as 
the  anesthetic  we  administer. 
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Errors  in  Gastric  Diagnosis. 
Mistakes  in  diagnosis  are  more  often  the  result 
of  a  lack  of  examination  than  a  lack  of  knowledge. 
The  first  step  in  the  diagnosis  of  supposed  disease 
of  the  stomach  should  be  a  general  physical  exam- 
ination, in  order  to  eliminate  causes  of  gastric  dis- 
tress which  originate  in  diseases  outside  of  the  di- 
gestive tract.  We  should  then  eliminate  the  non- 
surgical diseases,  i.e..  atonic  dilatation,  prolapse  and 
gastric  neurosis,  etc. — William  J.  Mayo,  in  the 
Long  Island  Medical  Journal. 
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In  the  May  issue  of  this  Journal.  Dr.  A.  11. 
.1  adversely  criticises  the  technic  of  ureteral 
catheterization  as  advocated  by  Dr.  Kelly  in  the 
January  number. 

In  addition  to  a  few  general  objections,  Dr. 
I  I'Neal  cites  a  case  of  his  own  in  winch  i1  would  be 
quite  impossible,  he  thinks,  by  the  Kelly  technic  to 
arrive  at  a  correct  diagnosis. 

The  criticised  procedure  has  been  tested  in  hun- 
dreds of  cases  and  has  yielded  such  satisfactory  and 
uniform  results  that  it  seems  incumbent  upon  us  to 
Once  more  rotate  certain  of  its  feature-,   for  doubt- 

ss  other  readers  have  also  misapprehended  the 
method  and  failed  to  appreciate  its  signal  advan- 
iver  other  forms  of  examination  in  general 
use. 

The  original  communication  aiming  to  picture  in 
outline  the  salient  diagnostic  features  of  kidney  and 
bladder  disease  was  necessarily  fragmentary  in  its 
dealing  with  questions  of  technic.  An  adequate  com- 
prehensive treatment  of  the  entire  subject  demands 
much  more  space  than  is  available  in  a  journal  arti- 
cle. We  purpose,  therefore,  to  limit  ourselves  to 
a  brief  restatement  of  the  principal  advantages  of 
Kelly  type  of  cystoscopy  in  ureteral  catheterization 
and  to  re-emphasize  the  fact  that  it  is  easily  pos- 
sible through  plugging  one  ureter  with  a  large  cath- 
eter to  determine  the  condition  of  the  urines  from 
both  kidneys  separately. 

The  data  furnished  by  careful  urological  exam- 
ination should  yield  far  more  than  the  mere  estab- 
lishment of  the  fact  that  there  is  a  disease  some- 
where in  the  urinary  tract;  the  exact  character  of 
the  disease  must  be  determined,  it  must  be  clearly 
shown  in  what  parts  of  the  tract  the  disease  is  lo- 
cated and  likewise  to  what  extent  it  has  impaired 
the  organs  attacked. 

It  is  well  to  follow  a  regular  routine  in  making 
an  examination,  as  this  guarantees  thoroughness 
and  insures  against  the  overlooking  of  points  which 
may  be  of  distinct  importance.  Our  own  routine  is 
first  to  secure  a  careful  and  complete  account  from 
the  patient  of  the  onset  and  development  of  her  con- 
dition, then  to  make  a  careful  general  physical  ex- 
amination. The  advantages  of  the  general  examina- 
tion are  twofold :  in  the  first  place,  it  may  lead  to 


the  discovery   Of  a  disease  in  some  other  part  of  the 

body  which  will  give  a  clue  to  the  nature  of  the 
urinary  trouble;  in  the  second  place,  it  affords  a 
mean-  of  estimating  the  influence  which  the  local 
disease  has  exercised  upon  the  body  as  a  whole. 
1  i  rtain  of  the  general  examination  methods,  partic- 
ularly percussion  and  palpation,  arc  applied  to  the 
urinary  organs  themselves  and  often  yield  informa- 
tion obtainable  through  no  other  means. 

After  the  general  examination  one  passes  to  a 
more  strictly  urological  investigation.  Here  our 
first  step  is  made  by  a  careful  study  of  the  urine. 
The  principal  directions  in  which  the  urinary  ex- 
amination is  carried  out  are  from  the  standpoints  of 
chemistry,  microscopy  and  bacteriology.  It  should 
be  constantly  borne  in  mind  that  voided  urine  may 
contain  pathological  elements  which  are  contamina- 
tions and  do  not  have  their  source  in  the  urinary 
tract.  It  is,  therefore,  essential  before  deciding  that 
urine  is  abnormal  to  obtain  a  catheterized  speci- 
men from  the  bladder.  Under  normal  physiological 
conditions,  such  urine  does  not  contain  any  of  the 
products  of  disease.  The  urinary  examination  will 
often  disclose  that  disease  is  present  and  in  the  case 
of  the  infections,  show  what  the  offending  organ- 
ism is.  Under  certain  conditions,  bacteria  and  pus 
may  be  located  in  certain  parts  of  the  tract  and  the 
urine  obtained  from  the  bladder  be  normal.  In 
many  diseases  of  the  urinary  tract,  such  as  stone, 
new  growth,  misplaced  organs  and  so  forth,  the 
urine  may  be  quite  normal.  It  is,  however,  a  rare 
finding  in  the  infections  to  have  a  repeatedly  nor- 
mal report  of  the  catheterized  urines. 

After  urine  examination,  the  next  step  is  the 
cystoscopy.  This  can  be  carried  out  satisfactorily 
with  many  different  kinds  of  instruments,  but  in 
women,  at  any  rate,  can  be  most  easily  and  satisfac- 
torily managed  by  the  open-air  speculum.  When 
the  operator  uses  this  instrument,  he  is  not  handi- 
capped by  the  distortions  in  shape,  size  and  color 
of  an  optical  apparatus.  The  view  obtained  is  in 
every  way  the  same  as  that  found  on  opening  the 
bladder  by  an  incision  at  operation.  By  means  of 
the  cvstoscope,  the  entire  interior  of  the  bladder  can 
be  viewed  and  the  presence  or  absence  of  disease 
determined.  Through  the  speculum  if  the  gross  ap- 
pearance is  not  clear  enough  to  afford  a  diagnosis, 
the  operator  can  remove  any  suspected  piece  from 
the  bladder  and  submit  it  to  microscopical  exam- 
ination. Needless  to  say,  there  are  certain  diseases 
of  the  bladder  of  a  neurological  type  which  would 
not  show  up  on  a  cystoscopic  examination.  These 
are  determinable  by  the  methods  employed  in  study- 
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ing  the  physiological  functional  capacity  of  the  blad- 
der. 

In  many  cases  the  cystoscopic  picture  points  to 
an  involvement  of  one  or  both  kidneys.  Take,  for 
example,  tuberculosis  and  the  other  infections,  those 
cases  in  which  the  lesions  in  the  bladder  are  con- 
fined to  the  region  of  one  ureteral  orifice,  almost  in- 
variably mean  that  the  kidney  above  such  an  ori- 
fice is  the  involved  one  and  that  the  other  kidney 
is  healthy. 

If  the  patient  has  been  given  water  before  exam- 
ination, it  is  possible  to  study  the  frequency  and  the 
character  of  the  ureteral  ejections  on  each  side.  By 
this  means  we  are  able  to  determine  whether  the 
functional  activity  of  the  pelvis  of  the  kidney  and 
ureter  is  normal  or  otherwise.  It  is  a  common  ob- 
servation to  note  differences  in  the  appearances  of 
the  streams  of  urine  ejected ;  on  the  one  side  it 
may  be  clear,  on  the  other  turbid  and  thick.  By 
pressing  the  end  of  the  cystoscope  directly  over  the 
orifice  and  holding  it  there,  enough  urine  can  be  ob- 
tained for  examination  for  pathological  elements. 

We  formerly  employed  chromo-cystoscopy  and 
believe  that  studies  can  be  made  with  it  through 
the  open-air  cystoscope  just  as  good  as,  and  in  some 
ways  better  than  by  the  water  instruments.  The 
method  itself,  however,  is  so  inferior  to  those  func- 
tional tests  associated  with  catheterization  of  the 
ureters  that  it  has  been  almost  universely  aban- 
doned. 

Having  carried  out  to  its  end  the  cystoscopic  in- 
spection, the  next  step  is  to  consider  catheterization 
of  the  ureters.  This  can  be  done  easily  by  the  open- 
air  method  and  furthermore  with  a  degree  of  asep- 
sis, possibly  by  no  other  procedure. 

The  course  to  be  pursued  will  vary  with  the  type 
of  case  dealt  with.  If  the  bladder  urine  is  sterile, 
it  is,  of  course,  immaterial  which  ureter  is  catheter- 
ized.  In  such  cases  it  is  our  practice  to  catheterize 
both  ureters,  thus  obtaining  a  maximum  of  data 
regarding  both  organs.  On  the  other  hand,  with 
infected  urine  in  the  bladder  we  are  very  loath  to 
pass  a  catheter  up  into  the  ureter  of  a  healthy  kid- 
ney. Very  fortunately  it  is  not  easy  to  infect  a 
kidney  from  the  bladder,  as  has  been  amply  proven 
by  animal  experimentation  and  demonstrated  in 
countless  clinical  experiences.  This  danger,  how- 
ever, should  not  be  minimized.  Such  infections  do 
occur,  and  it  seems  to  us  with  the  water  type  of 
cystoscopy,  must  be  fairly  common.  It  is  very  seri- 
ous for  a  physician  to  infect  a  healthy  kidney  under 
any  circumstances,  and  it  is  especially  dreadful, 
when  the  kidney  infected  is  perhaps  the  principal 


source  of  renal  activity  in  that  patient.  Occasionally 
there  may  arise  a  case  in  which  this  risk  cannot 
be  avoided.  It  should,  however,  never  be  incurred 
during  an  ordinary  examination.  As  a  routine, 
therefore,  we  advise  the  catheterization  of  the  sus- 
pected kidney  alone.  This  should  be  done  with  a 
catheter  large  enough  to  prevent  any  reflux  around 
into  the  bladder.  It  is  of  interest  in  this  connection 
that  in  many  cases  it  is  necessary  to  employ  cath- 
eters larger  than  any  form  of  Nitze  cystoscope  will 
carry.  With  the  open-air  cystoscope  it  is  possible 
to  use  any  size  desired  up  to  very  large  instruments. 
No  matter  what  the  size  of  the  catheter  used,  it 
must  be  demonstrated  that  there  is  no  reflux.  This 
can  be  ascertained  by  injecting  through  the  catheter 
to  the  pelvis  of  the  kidney  a  sterile  solution  of  nor- 
mal salt  colored  with  methelyne  blue.  When  the 
catheter  efficiently  plugs  the  ureter,  none  of  the  blue 
will  appear  in  the  bladder.  When  we  have  no  re- 
flux, it  is  fair  to  assume  that  the  catheterized  kid- 
ney urine  all  passes  through  the  ureteral  catheter; 
on  the  other  hand,  that  the  urine  which  flows  into 
and  through  the  bladder  is  derived  from  the  other 
kidney  which  is  not  catheterized.  This  urine  can 
be  collected  by  inserting  an  ordinary  soft  rubber 
urethral  catheter  into  the  bladder  and  having  the 
patient  lie  in  a  slightly  elevated  dorsal  posture.  So 
far  as  a  determination  of  comparative  functional 
activities  of  the  two  sides  is  concerned,  nothing 
better  can  be  asked.  It  is  possible  to  employ  all 
known  methods  of  functional  study  by  this  means. 

The  functional  study  of  the  two  kidneys  to-day 
rests  on  the  demonstrated  fact  that  the  vast  majority 
of  healthy  kidneys  act  equally,  and  that  the  diseases 
tend  to  reduce  the  function  of  the  affected  organs. 
The  evidence  of  impaired  function  on  one  side  is 
therefore  a  finger-pointer  to  disease  of  that  side. 
If  impaired  function  is  found  on  one  side,  all  other 
available  data  should  be  correlated  and  sometimes 
it  is  possible  to  determine  the  existence  of  disease 
when  there  is  no  evidence  of  qualitative  trouble  in 
the  urine  itself. 

If  the  bladder  is  healthy,  of  course,  the  urine 
collected  across  it  will  represent  conditions  in  the 
kidney  above.  On  the  other  hand,  when  the  bladder 
is  infected  and  inflamed,  the  a  priori  judgment  is 
that  it  would  be  impossible  to  use  such  a  method, 
because  pathological  elements  would  be  added  to 
the  urine  in  its  transit  through  the  bladder.  As  a 
matter  of  fact,  experience  has  taught  us  that  if  the 
bladder  be  thoroughly  washed  out  even  when  it  is 
markedly  diseased,  it  is  possible  to  employ  the 
method.     Provided  the  kidnev  above  is  healthv.  the 
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urine  so  obtained  will  be  free  of  pus  and  blood  and 
microscopically  nee  of  bacteria.  It  is,  however, 
impossible  to  wash  the  bladder  so  thorough!}  that 
bacteria  will  not  gain  access  into  the  mine,  as  is 
shown  by  making  culture  on  suitable  media.  If, 
however,  in  a  case  we  find  that  the  urine  contains 
no  pus  and  no  blood,  on  microscopical  examination, 
and  if  it  is  chemically  normal,  we  feel  that  we  can 
I  the  bacteriological  examination  and  con- 
clude that  the  kidney  is  healthy.  It  is  certainly  far 
better  to  run  the  ri.-k  of  a  slight  error  in  diagnosis 
than  to  incur  the  danger  of  infecting  a  healthy 
kidney. 

Having  once,  therefore,  secured  a  method  of  ob- 
taining the  urine  separately  from  the  two  kidneys, 
it  is  i  deduce  from  the  examinations  the 

conditions  of  the  respective  sides.  It  is,  however,  as 
already  stated,  necessary  to  combine  these  examina- 
tions with  all  the  others,  in  order  to  arrive  at  a  com- 
plete diagnosis. 

We  are  quite  sure  that  if  the  infected  kidney  in 
the  case  of  Dr.  O'Neal  had  been  thus  catheterized 
that  the  urine  obtained  through  the  bladder  would 
have  been  clear  and  normal.  The  function  of  the 
two  sides  could  have  been  thoroughly  worked  out 
and  there  would  have  been  no  confusion.  On  the 
other  hand,  when  working  with  catheters  which  do 
not  completely  plug,  it  is  dangerous  to  attempt  func- 
tional comparisons,  as  they  may  lead  to  countless 
errors. 

As  already  stated,  the  ureteral  catheter  affords 
us  a  means  of  obtaining  information  in  regard  to 
the  kidneys  in  other  ways  than  by  separating  the 
urines.  By  means  of  the  method  of  wax-tipping 
the  end  of  the  catheter,  it  is  possible  to  diagnose 
positively  the  presence  of  stone  in  most  cases.  This 
method  originally  developed  by  Dr.  Kelly  has  been 
the  subject  of  many  monographs,  w:hich  excuses  us 
from  entering  into  a  detailed  account  of  it  here. 

By  means  of  a  catheter  it  is  possible  to  locate 
the  position  and  determine  the  size  of  strictures  of 
the  ureter.  By  injecting  measured  quantities  of 
sterile  fluid  through  the  catheter  until  pain  is  pro- 
duced an  exact  measurement  of  the  capacity  of  the 
renal  pelvis  is  obtained,  and  as  a  result  the  pres- 
ence or  absence  of  hydronephrosis  determined. 

The  production  of  pain  has  afforded  a  method  of 
determining  in  doubtful  cases  whether  the  pain  a 
patient  suffers  with  is  due  to  the  kidney  or  some 
other  organ.  When  by  injecting  fluid  through  a 
catheter  placed  in  the  ureter  up  to  the  production 
of  pain  the  patient  identifies  the  pain  as  that  with 


which  she  suffers,  it  can  be  almost  invariably  con- 
cluded that  there  is  renal  trouble. 

The  invaluable  information  furnished  by  .r-ray 
examinations  in  urological  conditions  needs  no  ad 
vocacy  here.  Through  it  the  whole  subject  of  uri- 
nary stone  has  been  enlightened  and  to-day  no 
urological  examination  is  complete  without  x-ray 
pictures. 

In  conclusion,  we  wish  to  state  that  the  advan- 
tages of  the  Kelly  open-air  type  of  cystoscopy  and 
ureteral  catheterization  in  women  are  very  numer- 
ous. It  is  simple,  has  a  wide  range  of  applicability, 
does  not  involve  the  use  of  complicated  or  expen- 
sive instruments,  permits  of  a  degree  of  asepsis  un- 
obtainable by  any  other  method,  allows  the  use  of 
a  great  variety  of  sizes  of  ureteral  catheters  and 
bougies,  and  finally  permits  a  catheterization  in  a 
higher  percentage  of  cases  than  any  other  method. 

Our  own  experience  with  the  use  of  the  method 
in  the  male  has  been  limited,  but  that  it  can"be  used 
successfully  has  been  evidenced  by  the  demonstra- 
tions of  Dr.  George  Luys,  of  Paris.  In  spite  of 
Dr.  Luys'  apparent  great  success,  we  are  still  in- 
clined, however,  to  ad-nit  the  oft-repeated  claim 
that  it  is  not,  in  the  male  subject,  so  valuable  a  rou- 
tine procedure  as  the  universally  used  method  of 
Nitze  cystoscopy. 

1418  Eutaw  Place. 


The  Topical  Use  of  Iodine. 

Tincture  of  iodine  may  be  used  in  full  strength 
even  on  the  peritoneum,  provided,  and  this  is  im- 
portant, that  the  surface  to  which  it  is  applied  is 
left  a  dry  brown,  no  excess  being  allowed  to  drip 
down  and  collect  in  pockets  or  crevices.  It  may 
be  used  in  solutions  of  varying  strengths  to  irri- 
gate cavities  of  wounds  or  organs,  provided  the 
excess  is  flushed  out  with  normal  salt  solution. 
The  object  desired  is,  I  repeat,  to  coat  the  surface 
infected  or  likely  to  be  infected  without  leaving  a 
mischievous  excess  for  absorption.  This  will 
overwhelm  the  germs  in  situ  and  stimulate  phago- 
cytosis, Nature's  own  antiseptic. 

For  this  reason  the  injection  of  pure  tincture  of 
iodine  into  cysts,  closed  abscesses,  inflamed  glands 
or  joints,  or  dropped  into  wounds,  will,  it  is  be- 
lieved, prove  disastrous,  for  wherever  there  is  more 
of  the  drug  than  is  necessary  to  overcome  the 
germs  and  stimulate  phagocytosis  and  granulation 
there  will  be  the  same  local  effect  as  with  any  irri- 
tant, with  gangrene,  sloughing,  pain,  and  general 
iodism  as  ever  present  dangers. — Major  Frank 
Woodbury  in  the  .V.  Y.  Medical  Journal. 
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(Continued  from  the  June  number.) 
Operations  About  the  Rectum. 

t  iperations  about  the  rectum  under  local  anes- 
thesia  have  not  been  popular  with  the  surgeon  but 
have  had  the  favor  of  patients.  This  discrepancy 
is  due  to  the  fact  that,  on  the  whole,  local  opera- 
tions on  the  rectum  being  made  on  very  sensitive 
areas  are  difficult  to  carry  out.  Blocking  opera- 
tions are  not  possible,  the  area  to  be  anesthetized 
is  large  and  the  character  of  the  tissue  such  that 
anesthesia  by  infiltration  is  difficult.  Local  anes- 
thesia has  been  popular  with  patients  because  they 
dislike  to  take  a  general  anesthetic  for  the  relief  of 
a  condition  which  does  not  endanger  life,  but  is  at 
most  an  inconvenience.  They  submit  to  the  gen- 
eral anesthetic  only  when  incapacitated  by  their  dis- 
ease. This  feeling  is  not  confined  to  laymen  who 
are  ignorant,  of  the  safety  of  general  anesthetics. 
The  writers  know  of  several  surgeons  afflicted  with 
hemorrhoids  who  see  fit  to  bear  the  inconveniences 
rather  than  take  a  general  anesthetic,  and  who  have 
expressed  a  desire  to  be  relieved  of  their  trouble  if 
it  can  be  accomplished  without  a  general  anesthetic. 
The  result  of  the  failure  of  reputable  surgeons  tc 
use  local  anesthesia  has  been  that  a  large  percentage 
of  rectal  diseases  fall  into  the  hands  of  advertisers 
who  usually  employ  some  form  of  local  anesthesia. 
This  deflection  can  be  checked  only  by  the  regular 
practitioners  acceding  to  this  popular  demand. 
Many  of  the  rectal  diseases  belong  to  the  class  of 
minor  surgery  and  should  be  satisfactorily  managed 
by  a  well  trained  general  practitioner  who  has  suf- 
ficient skill  to  conduct  a  case  of  labor  and  repair  in 
a  recently  lacerated  perineum. 

Operations  about  the  anus,  so  far  as  the  use  of 
local  anesthetics  goes,  may  be  divided  into  ( i )  those 
which  may  be  done  without  dilating  the  sphincter 
and  (2)  those  which  require  a  dilatation  of  the 
sphincter  for  a  satisfactory  completion  of  the  op- 
eration. In  the  first  group  may  be  included  the  ex- 
ternal hemorrhoids,  cutaneous  and  mucous  com- 
bined, and  those  of  the  internal  type  which  pro- 
lapse beyond  the  grasp  of  the  external  sphincter.  The 
latter  class  as  a  rule  represents  an  intermediate  type, 
for  some  of  them  prolapse  in  an  ordinary  case  and 
may  be  ligated,  but  usually  there  are  some  of  the 
nodules  which  do  not  come  down  so  readilv  but 
which  may  subsequently  give  trouble  and  should  be 
removed  at  the  time  of  operation.  Then,  too,    while 


those  which  are  prolapsed  may  be  tied  off  and 
shoved  back  into  the  rectum,  they  would  then  be 
concealed  and  should  hemorrhage  occur  it  would 
likely  be  overlooked  for  a  considerable  tiir.e.  As  a 
rule,  therefore,  the  removal  of  internal  hemorrhoids 
should  be  preceded  by  a  dilatation  of  the  sphincter. 
To  the  second  group  belong  those  hemorrhoids 
which  cither  do  not  "come  down"  at  all,  or  if  they 
do  appear  are  tightly  grasped  by  the  external 
sphincter,  and  also  those  in  which  but  one  pro- 
lapses while  others  remain  high  up  and  cannot  be 
easily  brought  down  through  the  undilated  sphinc- 
ter. In  the  case  of  most  fissures  which  require  ex- 
cision, the  operation  should  be  preceded  by  a  dilata- 


tion of  the  sphincter.  This  applies  also  to  fistulas 
and  tumors  within  the  sphincter. 

Operations  for  hemorrhoids  without  the  dilata- 
tion of  the  sphincter  are  extremely  simple.  Two 
types  in  general  may  be  distinguished,  the  external 
or  cutaneous  and  the  prolapsed  internal.  The  tech- 
nic  of  these  is  different  and  may  with  advantage  be 
considered  separately. 

External  Hemorrhoids.  These  are  formed  by 
coagulation  of  blood  within  the  veins  of  the  anal 
margin  and  are  covered  by  skin  not  materially  al- 
tered or  at  most  but  slightly  inflamed.  The  throm- 
bosis may  extend  into  the  veins  of  the  mucous  mem- 
brane ar.J  r  ay  be  confused  with  prolapsed  internal 
hemorrhoids,  an  error  which  must  be  avoided  if 
proper  treatment  is  to  be  applied. 

If  the  tumor  is  confined  to  the  cutaneous  surface 
and  the  skin  over  it  is  unchanged,  a  simple  line  may 
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■   it-  summit  I  Fig.  2 I.     Thi 
a  simple  incision  into  the  clot  with  a  turning- 
\  suture  maj  be 
•1  the  bleeding,  ii 
there  i>  an- 

into  the  wound  until  all  hemorrhage  ceases.     It  the 
the  tumor  is  inflamed  or  it   the  throm- 
tends  into  the  mucous  surface  the  skin  lateral 
uld  be  infiltrated  i  Fig.  3  1  and  the 
painful  area  gradually  approached.     The  sphincter 
of  the  tumor  should  be  infiltrated 
4).     The  incision  o\t-r  the  apex  of  the  tumor 
is  then  made  and  the  clots  turned  out  or  a  subcu- 
-1   submucous   dissection  of   the   venous 
bundles  may  be  undertaken  with  a  ligation  of   the 
proximal  connection  of  the  veins.     The  original  in- 
cision may  then  be  closed  by  a  few  sutures.    Freez- 


I  he  anesthi  of   the  skin  and  anal  mucous 

membl  of    the    sphincter,    and 

anesthetization  oi   the  parts  to  be  operated  upon. 
The  skin  may  be  anesthetized  b)   beginning  in  the 
phi    several  cm.  behind  the  anal  mar 
gin  (Fig.  4)  and  describing  a  circle  about  the  anus 
to  the  raphe  in  front.     I  he  1  »f  the  skin 

1-  infiltrated  in  like  manner.      At    tour  points  iii   this 

infiltra  the  needle  is  thrust  into  the  boilj 

of  the  sphincter  and  that  muscle  infiltrated  I  Fig.  5  .. 
■  l<  cted  to  r<  ach  as  nearly  as 
possible  the  distribution  points  of  the  following 
nerve-:  The  injection  in  the  median  raphe  behind 
to  reach  the  coccygeal  nerves,  ["hose  on  each  side 
and  slightly  behind  the  center  of  the  anal  opening 
to  «trike  the  long  perineal  nerves,  and  the  01c  in 
the  median  raphe  to  strike  the  chief  distribution  ol 


ing  may  be  useful  as  a  preliminary  to  infiltration 
when  the  inflammation  is  acute,  or  in  the  absence 
of  a  suitable  means  for  refrigeration  a  wet  cloth 
as  hot  as  can  be  borne  applied  will  make  subsequent 
infiltration  simpler  and  is  well  worth  the  additional 
trouble  to  the  operator  of  limited  experience. 

Prolapsed  internal  hemorrhoids  may  be  removed 
by  infiltration  at  their  muco-cutaneous  border  (Fig. 
3),  followed  by  the  infiltration  of  their  base  of  at- 
tachment as  high  up  as  can  be  reached  (Fig.  6). 
This  having  been  done  the  tumor  can  be  firmly 
drawn  down  and  the  pedicle  ligated,  either  before 
or  after  incision  along  the  muco-cutaneous  border. 

Operations  with  Dilatation  of  the  Sphincter. 
Three  steps  may  be  distinguished  in  this  procedure. 


the  hemorrhoidal  and  perineal  nerves  (Fig.  1).  In 
anesthetization  of  the  sphincter  muscles  an  ordi- 
nary hypodermic  needle  in  persons  not  too  fat  will 
reach  the  substance  of  the  external  sphincter,  but 
will  not  reach  the  internal  sphincter.  The  latter 
>.an  be  1  cached  from  the  surface  only  by  a  longer 
needle  or  if  an  ordinary  needle  is  used  the  injection 
.mist  be  made  from  the  anal  mucous  surface.  A 
proper  judgment  of  distance  alone  can  give  a  proper 
guide  as  to  depth.  A  failure  to  remember  this  point 
will  lead  to  disappointment.  The  dilatation  of  the 
sphincter  may  then  be  cautiously  commenced.  Usu- 
ally the  region  is  sufficiently  anesthetized,  but  some- 
times it  may  be  necessary  to  anesthetize  the  mucous 
membrane  within  the  anus.     If  pain  is  still  caused 
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the  muscle  may  be  infiltrated  from  the  mucous  sur- 
face. The  dilatation  of  the  sphincter  must  proceed 
slowly  and  should  be  persisted  in  until  the  desired 
degree  is  attained.  It  is  worth  while  to  give  suf- 
ficient time  to  obtain  whatever  amount  of  dilatation 
is  required  by  the  nature  of  the  operation.  The  re- 
moval of  simple  internal  hemorrhoids  can  be  done 
with  a  very  limited  dilatation.  If  a  fistula  is  to  be 
attacked,  the  amount  of  dilatation  is  dependent  en- 
tirely upon  the  depth  of  the  fistula.  If  it  extends 
within  both  sphincters  a  maximum  dilatation  is 
necessary.  When  this  has  been  secured,  the  hemor- 
rhoids are  brought  forth  by  the  aid  of  the  finger 
and  forceps.  The  pain  which  may  be  caused  when 
firm  traction  is  made  upon  the  tumor  may  be  con- 


trolled by  injection  of  the  base  as  described  for  pro- 
lapsed hemorrhoids  (Fig.  6).  The  operation  may 
then  proceed  by  any  method  desired.  The  writers 
prefer  a  ligation  of  the  pedicle  followed  by  excision 
of  the  summit  of  the  tumor  with  subsequent  suture 
of  the  mucous  edges  resulting  from  the  excision. 
If  there  is  redundant  skin  about  the  anal  margin 
this  may  be  excised  and  the  wound  closed.  Catgut 
ir:  used  throughout.  The  use  of  the  cautery  is  ob- 
jectionable in  that  for  some  patients  the  hissing 
produced  by  the  burning  of  their  own  flesh  is  dis- 
quieting and  the  heat  of  the  handle  of  the  cautery 
may  be  unpleasant  if  not  protected  with  wet  cloths. 
However,  neither  of  these  objections  is  forbidding. 
There  is  no  after  treatment.  The  anesthesia  if 
properly  employed  lasts  several  days.  The  amount 
of  after  pain  is  dependent  entirely  upon  the  care 
used  in  making  the  infiltration.     If  the  dilatation  of 
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the  sphincter  is  omitted  or  onlj  parti)  done  (in 
which  case  the  effecl  is  but  temporary),  the  exuda 
tion  into  the  infiltrated  area  max  cause  the  patient 
to  inquire  about  the  feeling  of  fullness  which  he 
Is  -is  an  evidence  of  stenosis,  ["his  sensation 
after  a  week  or  two.  It  is  never  ver) 
marked  and  is  not  complained  of  ii  its  temp 
nature  is  explained. 

rhe  radical  cure  of  an  an; 

yarded   a>   coming 
within  the  realm  of  local  anesthesia.     It  can,  how 
well  performed  under  local  anesthesia  as 
under  any  other. 


Incision  of  the  Fistula.  The  simple  splitting  op 
eration  may  be  easily  performed  by  infiltrating  the 
region  about  the  external  opening  of  the  fistula, 
then  along  a  line  to  the  sphincter  over  the  tract  of 
the  fistula,  then  deeply  about  the  tract  of  the  fis- 
tula. The  incision  is  made  in  the  usual  manner. 
Should  this  tract  lead  too  high  into  the  gut,  the  op- 
eration will  need  to  be  interrupted  in  order  to  in- 
filtrate the  region  of  the  internal  sphincter.  Bleed- 
ing points  should  be  picked  up  and  tied  as  they  are 
encountered  or  controlled  by  packing.  When  the 
incision  is  completed  the  wound  is  packed  with 
gauze.  This  method  is  applicable  to  simple  straight 
fistulas  only. 

Excision  of  the  Fistulous  Tract.  The  time  re- 
quired for  the  deep  incisions  produced  in  the  pre- 
ceding methods  to  heal  should  forbid  their  employ- 
ment by  experienced  surgeons  working  under  favor- 


able  conditions.  Excision  oi  the  fistulous  tract  and 
immediate  suture  should  be  given  the  preference. 
This  operation  has  the  advantage  that  if  primary 
union  is  obtained,  as  it  should  be  in  90  per  cent,  of 
cases,  complete  healing  takes  place  in  a  week.  If  it 
fails  the  wound  heals  b)  granulation  by  the  open 
method  and  nothing  is  lost. 

The  operation  is  done  as  follows:  The  area  about 
the  fistulous  tract  is  infiltrated.  The  direction  of 
the  tract  is  determined  and  the  skin  over  it  is  infil- 
trated  to  the  mucous  membrane  and  as  far  within 
the  anus  as  the  needle  will  reach  (Fig.  7).  The 
sphincter  is  then  infiltrated  and  dilated  as  above  de- 
scribed under  the  operation  for  hemorrhoids.  When 
the  sphincter  has  been  dilated  the  tissues  about  the 
fistulous  tract  should  be  infiltrated  freely  (Fig.  8). 
With  a  grooved  director  passed  through  the  tract  it 
i-  easily  possible  to  infiltrate  the  tissue  about  the 
tract  without  allowing  the  needle  to  traverse  the 
infected  area  (  Fig.  9).    Especial  care  is  required  to 
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secure  a  satisfactory  anesthesia  about  the  tract  be- 
cause of  the  fact  that  scar  tissue  is  of  all  tissues 
the  most  difficult  to  anesthetize.  The  incision  is 
then  begun,  circumscribing  the  fistulous  opening  and 
is  continued  in  the  direction  of  the  fistulous  tract, 
which  has  been  previously  determined,  down  to  the 
anal  margin.  These  parts  about  the  tract  which 
were  not  previously  accessible  are  then  infiltrated 
as  fully  as  possible.  The  fistulous  tract  is  then  dis- 
sected out  in  its  entire  extent  and  is  removed  still 
threaded  upon  the  probe  or  director  (Fig.  9).  Care 
should  be  taken  not  to  cut  into  the  fistulous  tract 
because  of  the  infective  material  which  would  be  lib- 


for  hemorrhoids.  The  anesthesia  preliminary  to  di- 
latation includes  also  the  fissure,  and  as  soon  as  the 
sphincter  is  dilated  excision  of  the  fissure  may  pro- 
ceed. After  excision  hemostasis  is  secured  by  liga- 
tures and  the  wound  closed  by  sutures. 


erated  by  so  doing.  If  it  is  not  possible  to  find  the 
opening  of  the  fistula  into  the  gut  it  is  necessary  to 
find  the  highest  point  in  the  fistula  and  after  anes- 
thetizing the  mucous  membrane  to  force  the  end  of 
the  director  through  it  and  then  proceed  with  the 
dissection. 

The  fistulous  tract  having  been  dissected  out,  the 
closure  of  the  wound  is  proceeded  with.  The  mucous 
membrane  of  the  gut  is  closed  by  a  separate  layer 
of  sutures,  best  interrupted  catgut  sutures  with  the 
lumen  within  the  gut  (Fig.  10).  The  deeper  portion 
of  the  w-ound  is  closed  with  buried  interrupted  cat- 
gut sutures  (Fig.  10).  That  portion  of  the  tract 
near  the  skin  may  be  closed  with  silkworm  gut  ( Fig. 
11).  It  is  well  to  protect  the  line  of  suture  within 
the  gut  by  a  small  gauze  pack.  This  will  cause  no 
discomfort  if  the  sphincter  has  been  properly  di- 
lated. 

Fissures  of  the  Anus.  Those  fissures  which  do 
not  yield  to  simple  cauterization  are  best  treated  by 
excision.  For  this  operation  the  sphincters  are  di- 
lated in  the  typical  manner  as  given  for  operations 


"A    RAPID    METHOD    OF    HEALING    AB- 
SCESS OF  THE  BREAST." 
Isadore  Seff,  M.D., 
Adjunct   Surgeon,   Beth   Israel   Hospital;  Chief  in 
Female    Surgical   Department,    Beth   Israel 
Hospital   Dispensary. 

NEW    YORK. 


The  general  dissatisfaction  with  the  open  method 
of  treatment  of  mammary  abscess  (incision  and 
drainage)  is  justified,  when  we  consider  that  the 
duration  of  healing  is  usually  prolonged,  that  re- 
peated dressings  are  necessary  and  that  the  exten- 
sive mutilation  is  accompanied  by  temporary,  and, 
at  times,  permanent  loss  of  function. 

For  many  years  numerous  attempts  have  been 
made  to  obviate  these  disadvantages,  but  with  the 
exception  of  the  Bier-Klapp  suction  hyperemia 
treatment,  none  has  received  serious  consideration. 
While  this  method  promises  undoubted  advantages 
over  simple  incision  and  drainage,  it  cannot  be  re- 
garded as  entirely  satisfactory.  The  duration  of 
healing  is  from  four  to  six  weeks,  occasionally 
longer.  The  method  requires  daily  treatment,  each 
of  three-quarters  of  an  hour  to  an  hour  duration. 
It  requires  an  expensive  armamentarium.  Further- 
more, the  method  does  not  prevent  the  develop- 
ment of  secondary  abscesses. 

I  was  led  to  employ  the  method  about  to  be  de- 
scribed by  the  results  obtained  in  a  large  series  of 
abscesses  situated  on  other  parts  of  the  body.  I 
found  that  by  simple  puncture  and  evacuation  of 
pus  followed  by  irrigation  with  a  solution  of  bi- 
chloride of  mercury  and  the  subsequent  injection 
of  tincture  of  iodine  or  Lugol's  solution,  the  ab- 
scesses healed  with  extraordinary  rapidity,  usually 
within  five  to  ten  days  and  with  practically  no  scar. 
The  first  opportunity  to  employ  this  mode  of  treatment 
in  breast  abscesses  presented  itself  in  a  13  year  old  girl 
afflicted  with  severe  scabies,  who  developed  a  large  ab- 
scess of  the  right  breast,  due  probably  to  infection  from 
scratching.  When  first  seen  the  inflammatory  condition  of 
the  breast  had  existed  for  a  period  of  two  weeks.  The 
affected  breast  was  the  size  of  a  large  orange.  There  were 
redness  and  tenderness,  with  distinct  fluctuation.  The 
right  axillary  glands  were  enlarged.  A  stab  with  the  point 
of  a  narrow  scalpel  was  made  in  the  dependent  portion  of 
the  breast,  a  half  inch  beyond  the  areola,  and  about  IVi 
ounces  of  very  thick  yellow  pus  were  evacuated  under 
moderate  pressure.  The  cavity  was  then  irrigated  with:£ 
1-5000  bichloride  of  mercury  solution.     About  IV2  ounces 
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of  Lugol's  solution  was  then  injected  with  a  small  hand 

Syringe  into  the  abscess  cavity,  and  th(  wed  to 

\   wel    dressing  of  liquor   Burowii   was   applied 

without  drain  tight  hours  Liter  the  breasl  w.is 

■   former  size.     Redness  and  tenderness  had  almost 
entirely   disappeared,   and   the  patient   had   suffered   prac 

no  pain  in  the  interval.    There  was  well  marked  in- 
duration of  the  walls  .>i  the  abscess  cavity.    The  e 
tlu-  small  incision  were  found  glued  together;  but  on  gentle 
manipulation  with  a  probe  the  abscess  cavity  was  opened, 
permitting  the  escap  iurulent 

discharge.  The  procedure  of  the  first  dai  was  t' 
Two  days  later  the  size  of  the  breasl  and  induration  were 
found  unchanged,  hut  redness  and  tenderness  had  almost 
entirely  disappeared.  The  discharge  was  much  diminished, 
and  was  serous  in  character.  \t  this  time  and  on  the  next 
visit.  48  hours  it's  solution  alone  was  injected, 

and  a  tight  dressing  was  applied.     There  was  rapid  heal 

that  on  the  tenth  day  the  abscess  cavitj  had 

ted,  but   there   was   still   some  induration 
of   its   walls.     The  patient   was   discharged   cured, 

return  within  a  week.     At  this  time  the  induration 
had  completely  disappears  small  sear  remained. 

The  next  ease  was  one  of  the  usual  type  of  I 
Suppurative  mastitis.  The  patient  was  a  primipai 
years  old,  who  presented  herself  ten  days  after  the  onset 
of  the  inflammatory  symptoms.  There  were  redness,  local 
tenderness  and  induration  of  the  outer  and  lower  quad- 
rant of  the  right  hreast.  with  a  small  area  oi  softening  at 
the  edge  of  the  areola.  On  account  of  the  marl 
duration,  constant  hot  applications  were  advised 
hour-.  At  the  end  of  this  period  there  was  a  lai. 
of  fluctuation.  Under  local  ethyl  chloride  anesthesia  a 
small  stah  puncture  was  made  with  a  narrow  scalpel,  just 
beyond  the  edge  of  the  areola,  and  about  an  ou 
thick  yellow  pus  was  evacuated.  The  cavity  was  washed 
out  repeatedly  with  1-500  bichloride  of  mercury  solution, 
and  pure  tincture  of  iodine  was  injected.  A  wet  dressing 
of  liquor  Burowii  was  applied.  The  baby  was  kept  nurs- 
the  other  breast.  At  the  first  dressing.  IS  hours 
later,  the  redness  and  tenderness  were  markedly  diminished 
and  about  2%  to  3  drams  of  sero-purulent  discharge  es- 
caped on  the  insertion  of  a  grooved  director.  Again  there 
ind,  as  in  the  first  case,  a  wel!  marked  induration 
of  the  walls  of  the  abscess  cavity.  Bichloride  of  mercury 
solution  and  tincture  of  iodine  were  again  used  as  upon 
the  day  of  the  incision.  At  the  second  and  third  dressings, 
four  and  six  days,  respectively,  after  the  incision,  the  red- 
ness and  tenderness  were  almost  entirely  gone.  Indura- 
tion was  still  present.  The  discharge  at  the  time  of  the 
third  dressing  was  serous  in  character  and  tincture  of 
iodine  alone  was  injected.  A  firm  dry  dressing  was  ap- 
plied. The  baby  was  allowed  to  nurse  at  the  affected 
breast.  Two  days  later  the  abscess  was  practically  healed 
with  the  exception  of  slight  induration,  and  a  slight 
amount  of  serous  discharge.  Tincture  of  iodine  was  in- 
troduced on  a  probe  into  the  opening  of  the  former  abscess 
cavity,  and  a  dry  dressing  was  applied.  On  the  tenth  day- 
after  the  incision  the  abscess  cavity  was  entirely  healed. 
The  secretion  of  milk  was  undiminished  and  the  baby 
thrived.  The  patient  was  instructed  to  return  within  ten 
days.  At  this  visit  the  right  breast  was  found  in  a  nor- 
mal condition  with  the  exception  of  a  small  scar.  The 
parent  called  my  attention  to  a  painful  and  tender  swelling 
situated  at  the  inner  and  lower  quadrant  of  the  left  breast. 
As  there  was  distinct  fluctuation,  the  method  of  procedure 
was  the  same  as  that  previously  employed  for  the  right 
breast.  Healing  took  place  within  a  period  of  ten  days. 
Lactation  was  interrupted  for  six  days  only,  and  subse- 
quently continued  until  the  baby  was  a  year  old. 

My  experience  has  led  me  to  formulate  the  fol- 
lowing rules  for  my  guidance  in  the  treat  i  ent  of 
suppurative  conditions  of  the  mammary  gland  :  On 
the  first  appearance  of  localized  pain,  tenderness 
and  induration,  I  advise  the  constant  application  of 
heat  in  the  form  of  hot  compresses  for  24  to  48 


hours.     Under  this  treatment   the  indurated  area 
ties  absorbed   and   the   breast   returns  to  the 
normal  in  a  lew  days.     However,  if  pus  is  ahead) 
present,  the  application  of  heat  hastens  tin-  soften 

int;    of   the    indurated    area    and    indirectly    leads   to 
the  earlier  evacuation  of  the  pus  by  surgical  me 
Vs   soon   a-  a   definite   area   of   softening   make 

appearance,  a  verj   small  stab  wound  <>r  puncture 

is  made  with  a  scalpel,  and  the  pus  is  allowed  to 
escape,  The  cavity  is  then  washed  repeatedly  with 
a  1-5000  solution  of  bichloride  of  mercury.     With 

.1  -mall  hand  syringe  the  abscess  cavitj  i-  then 
filled  with  undiluted  tincture  of  iodine.  'Die  appli- 
cation of  the  mdine  usually  produces  a  moderate 
amount  of  pain  of  a  burning  character,  which  lasts 
but  a  few  minutes.  Within  a  very  short  time  there 
develops  an  area  of  redness  extending  for  a  con- 
siderable distance  beyond  the  confines  of  the  ab- 
ess.  This  usually  persists  throughout  the  whole 
period  of  healing.  1  employ  neither  packing-  nor 
drains  of  any  kind.  A  wet  dressing  of  liquor 
Burowii  is  usually  applied.  The  bichloride  of 
mercury  solution  and  the  tincture  of  iodine  are 
used  at  subsequent  dressings  (usually  at  intervals 
of  J4  to  48  hours),  as  long  as  the  discharge  con- 
tinues to  he  purulent  in  character.  When  the  dis- 
charge becomes  serous,  iodine  alone  is  injected  and 
a  firm  dry  dressing  is  applied.  Within  24  hours 
after  the  first  application  of  the  bichloride  of  mer- 
cury and  the  tincture  of  iodine  there  develops  a 
well  marked  zone  of  induration  in  the  abscess  wall. 
This  persists  during  the  entire  period  that  the  ab- 
scess discharges  and  gradually  disappears  within 
ten  days  after  the  abscess  cavity  has  completely 
healed.  In  the  majority  of  the  cases  healing  takes 
place  within  10-14  days.  The  original  incision  be- 
ing practically  a  puncture  wound  leaves  a  barely 
visible  scar. 

Up  to  the  present  .  time  six  cases  have  been 
treated  by  the   above   method,     fou  ating 

women  and  two  in  virgins.     In  none 
complications  present,  nor  was  a  repetition  ot  the 
incision    necessary.      Secondary   abscesses    did   ; 
occur.     Lactation  was  resumed  at  the  end 
sixth  day  in  all  the  nursing  women. 

While  I  appreciate  that  the  number  of  cases 
hardly  justifies  the  advocacy  of  a  new  method  of 
treating  these  conditions,  my  excellent  results  with 
over  a  hundred  cases  of  superficial  abscesses 
treated  by  this  same  method  lead  me  to  believe 
that  further  experience  in  suppurative  mastitis  will 
vield  me  similarly  good  results. 

Whether   the    formation   of   an    irritating   iodide 
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of  mercury,  which  occurs  when  the  bichloride  and 
iodine  are  employed  together,  is  an  advantage  or 
not,  is  a  question   which  1  shall  attempt  to  decide 
by  a  series  of  control  observations,  in  which  a  don- 
ating fluid,  such  as  salt  solution,  will  be  sub- 
ir   the    bichloride    solution.      The   advan- 
lis  method  are : 

1.  Very  small  single  incision. 

2.  Comparative    painlessness,    as    packings 
drains  are  unnecessary. 

3.  Secondary  abscesses  do  not  occur. 

4.  Short  time  consumed  for  each  dressing, 
comparative  infrequency  of  dressings. 

5.  Short  duration  of  the  healing  process. 

6.  Inexpensiveness. 

7.  Xursing  is  interrupted  only  for  a  short  time 
(six  days). 

8.  Absence   of   large   scar   formation. 
108  West  io8th  Street. 


and 


and 


THE    REMOVAL    OF    A    FOREIGN    BODY 

FROM     THE     RIGHT     BRONCHUS     BY 

UPPER       BROXCHOSCOPY,       WITH 

SOME     REMARKS     OX     A     NEW 

METHOD     OF     PASSIXG    THE 

BRONCHOSCOPE.* 

Richard  H.  Johnston.  M.D., 

BALTIMORE,    MD. 


On  December  7,  1910,  Mr.  J.  W.  S..  21  years 
old,  native  of  South  Carolina,  was  brought  to  me 
by  Dr.  F.  M.  Winchester,  of  Charlotte,  North 
Carolina,  with  the  following  history :  December  4. 
while  playing  with  his  little  niece,  she  placed  a 
scarf  pin  in  his  mouth.  He  seized  the  head  of 
the  pin  with  his  teeth  and  coughed,  the  pin  imme- 
diately disappearing  down  his  throat.  A  severe 
paroxysm  of  coughing  followed  and  he  realized 
that  the  pin  had  entered  his  trachea.  He  hastened 
to  his  family  physician  who  told  him  he  could  do 
nothing  for  him  and  advised  him  to  see  Dr.  Win- 
chest.?-  I '  ached  Charlotte  the  next  morning, 
:eed  in  finding  the  doctor  until  that 
was  taken  to  the  city  hospital  that 
nignt  for  an  X-ray  picture,  which  showed  the  pin 
in  the  right  bronchus  with  the  head  down.  The 
he  pin  was  long,  covering  three  and  a 
ha'f  ribs.  On  his  arrival  here  the  patient  was  in 
good  condition.  A  slight  cough  was  his  only  symp- 
tom. On  the  car  the  night  before  he  had  not  slept 
well  because  the  jolting  of  the  train  hurt  his  right 
chest. 

From  the  severe  paroxysm  of  coughing  when 
the  pin  disappeared,  and  the  location  of  the  shadow 
to  the  right  of  the  middle  line,  there  was  no  doubt 
that  we  had  a  foreign  body  of  the  right  bronchus 

•  Read  before  the  Baltimore  Citv  Medical  Society,  Section  on 
Medicine  and  Surgery,  January  6,  1911. 


to  deal  with.  That  afternoon  at  the  University  Hos- 
pital the  patient  was  given  a  hypodermatic  injec- 
tion of  morphine  and  atropine.  A  half  hour  later 
he  was  placed  in  the  sitting  position  with  the  head 
slightly  extended  and  supported  by  a  nurse.  Co- 
caine solution  was  applied  to  the  pharynx  with 
curved  forceps.  After  waiting  a  few  minutes 
Jackson's  direct  laryngoscope  was  passed  and  the 
larynx  was  cocainized  through  it.  There  was  no 
difficulty  in  passing  a  7  mm.  bronchoscope  between 
the  vocal  cords  and  down  the  trachea  into  the  right 
bronchus.  When  the  end  of  the  tube  was  13  inches 
from  the  upper  teeth,  the  head  -and  point  of  the 
pin  could  be  seen.  The  point  presented  free  in  the 
bronchus  just  at  the  end  of  the  bronchoscope.  At 
this  point,  as  I  reached  for  my  forceps  to  grasp  the 
pin,  the  patient  coughed  and  it  disappeared.     After 


hunting   some   minutes   longer,   I   decided  to   post- 
pone further  action  until  the  following  day. 

The  patient  was  prepared  for  general  anesthesia 
and  early  the  next  morning  anofher  A'-ray  picture 
showed  the  pin  in  about  the  same  position,  but 
apparently  sticking  in  the  outer  wall  of  the  bron- 
chus. Assisted  by  Doctors  Piggott.  Willse  and 
Stewart,  of  the  hospital  staff,  and  under  chloro- 
form narcosis,  I  passed  the  9  mm.  bronchoscope 
with  the  head  in  the  straight  position,  the  larynx 
having  been  first  cocainized  to  prevent  possible  re- 
flexes. After  the  passage  of  the  tube  between  the 
vocal  cords,  the  head  was  gently  lowered  over  the 
end  of  the  table  until  it  was  in  the  Boyce  position. 
Cocaine  had  to  be  applied  to  the  tracheal  mucous 
membrane  because  of  cough.  When  the  tube  en- 
tered the  bronchus,  a  quantity  of  mucus  was  ex- 
pelled, probably  from  the  irritation  of  the  mem- 
brane the  day  before.  After  the  mucus  had  been 
wiped  away  the  tube  was  pushed  down,  and,  at  13 


foHNS  PON       BrONI  HOS(  on  . 


inches  from  the  upper  teeth,  the  point  of  the  pin 
was  seen  sticking  in  the  outer  wall  of  the  bron- 
chus. Pfau's  foreign  body  forceps  were  introduced 
through  the  tube  and  at  the  iir-t  attempt  the  shank 
of  the  pin  was  grasped  and  carefully  manipulated 
to  free  the  point  from  its  attachment  to  the  mucous 
membrane.  No  effort  was  made  to  extract  the 
pin  for  fear  of  driving  the  point  through  the  wall 
of  the  bronchus,  rhe  patient  coughed  and  the 
forceps  were  withdrawn.  The  point  of  the  pin 
now  presented  itself  free  in  the  lumen  of  the  bron- 
chus, ps  were  again  introduced  and  the 
point  seized  and  drawn  up  into  the  bronchoscope. 
The  bead  was  too  large  to  pass  through  the  tube. 
After  satisfying  myself  that  the  pin  was  in  the 
tube,  the  forceps,  pin  and  tube  were  drawn  out  to- 
gether. The  actual  time  in  disengaging  the  pin 
and  removing  it  was  about  five  minutes.  Thi  en 
Deration  was  about  45  minutes.  The  pin 
measured  three  and  one-eighth  inches  in  length. 
The  patient  recovered  promptly  from  the  anes- 
thetic. That  night  his  temperature  was  99.2°  and 
he  was  nauseated.  The  next  morning  his  tempera- 
ture was  nonral  and  he  declared  himself  well 
enough  to  start  for  home. 

I  wish  to  refer  briefly  to  a  new  method  of 
passing  the  bronchoscope  which  has  made 
bronchoscopy  much  easier  to  me.  1  think  all 
laryngologists  will  admit  that  the  difficult  stage  of 
bronchoscopy  is  in  passing  the  tube  between  the 
vocal  cords  into  the  trachea.  The  vocal  cords  once 
passed,  it  requires  no  special  skill  to  push  the  tube 
further  down.  In  order  to  explain  satisfactorily 
the  new  method,  it  will  be  necessary  to  describe  the 
older  methods  of  direct  laryngoscopy.  As  de- 
scribed by  Killian  and  Jackson  direct  laryngoscopy 
consists  in  throwing  the  head  far  back  in  extension 
to  get  the  mouth,  pharynx  and  larynx  in  the  same 
straight  line.  Under  general  anesthesia  the  pa- 
tient's head  is  dropped  over  the  end  of  the  table 
and  held  in  the  proper  position  by  an  assistant. 
The  operator  sits  or  kneels  at  the  head,  passes  the 
direct  laryngoscope  down,  and  hooks  the  spatula 
end  of  the  instrument  around  the  epiglottis  and 
pulls  it  with  the  base  of  the  tongue  upward.  The 
left  hand  is  suspended  in  the  air  and  the  strain  on 
the  wrist  is  great  since  the  tenseness  of  all  the  neck 
muscles  must  be  overcome.  When  the  larynx 
comes  into  view,  the  bronchoscope  is  passed 
through  the  laryngoscope  between  the  vocal  cords. 
The  laryngoscopes  are  made  in  two  pieces  so  that 
they  can  be  removed  and  the  bronchoscope  left  in 
situ.  It  is  almost  impossible  to  operate  in  the 
larynx  under  general  anesthesia  unless  one  works 
rapidly,  which  is  dangerous. 

About  two  years  ago  I  described  the  flexed 
method   of   direct    laryngoscopy.      In    April,    1908, 


Mosher  published  his  "left  lateral  route,"  which 
was  designed  primarily  for  the  examination  of  the 
upper  end  "i  the  esophagus  and  which  consisted  in 

turning  the  patient's  head  In  the  left  until  the 
cheek  almost  touches  the  table  and  Hexing  the  head 
mi  the  chesl  \  speciall)  devised  instrument  was 
then    passed    between    the    bicuspid    teeth    and    the 

■his  was  hooked  up.  The  instruments  were 
entirely  too  cumbersome  and  bad  to  be  used  with 
a  headlight  which  1  think  is  a  disadvantage.  On 
account  of  the  difficult)  oi  getting  and  keeping  the 
bead  in  the  right  position  and  the  cumbersome  in- 
struments, this  method  has  not  been  generally 
adopted.  In  July,  1908,  I  conceived  the  idea  of 
placing  the  patient's  head  straight  on  the  table  and 
passing  the  old  Jackson  laryngoscope  between  the 
incisor  teeth.  The  epiglottis  was  pulled  up  and  a 
clear  view  of  the  larynx  obtained.  In  my  earlier 
work  I  placed  a  pillow  under  the  head  to  secure 
flexion.  Further  observation  has  convinced  me 
that  flexion  is  not  necessary,  a  perfectly  straight 
position  of  the  head,  held  firmly  by  an  assistant, 
makes  direct  laryngoscopy  easy. 

After  working  with  the  straight  method  of  di- 
rect laryngoscopy  for  some  time,  it  occurred  to  me 
that  it  might  be  possible  to  pass  the  bronchoscope 
in  this  position  thus  eliminating  the  strain  on  the 
wrist  and  the  force  required  to  overcome  the  tense 
muscles  of  the  neck  in  the  extended  position.  At 
the  University  Hospital,  where  all  our  tube  work 
is  done,  we  have  been  trying  for  some  time  past 
bronchoscopy  in  the  straight  position.  It  has 
worked  admirably  and  has  proven  so  easy  that  the 
work  has  become  a  pleasure.  The  method  of  pro- 
cedure is  as  follows :  The  patient  is  placed  on  the 
table  with  the  head  in  the  normal  straight  position. 
A  general  anesthetic,  preferably  chloroform,  is  ad- 
ministered because  ether  irritates  and  causes  secre- 
tion of  mucus.  The  modified  direct  laryngoscope 
is  passed  straight  down  between  the  incisor  teeth 
and  when  the  epiglottis  comes  into  view  the  spatula 
end  of  the  instrument  is  hooked  behind  it.  By 
making  slight  pressure  on  the  upper  teeth  the  epi 
glottis  and  base  of  the  tongue  are  pulled  up  and 
the  larynx  opened  for  inspection.  A  weak  solu- 
tion of  cocaine  is  now  applied  to  the  larynx 
through  the  tube  to  prevent  reflexes.  With  the 
laryngoscope  in  position  the  bronchoscope  is  passed 
through  it  to  the  vocal  cords.  With  the  eyes  fixed 
on  the  end  of  the  tube,  a  slight  twisting  motion 
is  used  which  sends  the  bronchoscope  between  the 
cords.  The  breathing  is  now  distinctly  tubal  in 
character.     The  laryngoscope  is  removed  and  the 
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head  of  the  patient  gently  lowered  over  the  end  of 
the  table.  The  examination  is  now  proceeded  with 
as  in  the  extended  position.  In  the  above  proce- 
dure the  operator  stands  to  the  left  of  the  patient 
and  uses  the  laryngoscope  in  the  left  hand.  Both 
direct  laryngoscopy  and  bronchoscopy  are  easier 
than  with  the  head  extended  because  the  muscles 
are  all  relaxed. 

There  are  a  few  experts  who  will  continue  to 
use  the  extended  position.  For  the  majority  I 
believe  the  straight  position  will  prove  simpler  and 
easier.  It  is  my  intention  to  try  bronchoscopy 
without  lowering  the  patient's  head  over  the  end 
of  the  table.  By  using  pillows  under  the  neck  and 
back  and  by  throwing  the  table  slightly  down,  I  be- 
lieve a  bronchoscopic  examination  can  be  made 
without  lowering  the  head  since  the  trachea  and 
bronchi  yield  readily  to  the  movements  of  the  tube. 
If  this  can  be  done  it  will  not  be  necessary  to  hold 
the  head  so  carefully  as  is  now  done  and  one  assist- 
ant can  be  dispensed  with. 

807  North  Charles  Street. 


A    CASE    OF    OTITIC    MENINGITIS    PRE- 

SENTING  SOME  UNUSUAL  SYMPTOMS. 

Seymour  Oppexheimer,   M.D., 

XEW     YORK. 


H.  P.,  age  67.  Thirty  \ears  ago  had  specific 
disease  for  which  he  received  appropriate  treat- 
ment. Has  always  enjoyed  exceptionally  good 
health.  In  the  early  part  of  April,  1910,  the  left 
ear  discharged,  following  an  acute  rhinitis,  for 
which  he  consulted  his  physician,  who  found  the 
auditory  canal  much  swollen,  the  tympanic  mem- 
brane perforated,  and  the  middle  ear  discharging 
copiously.  After  three  weeks  of  irrigation  treat- 
ment the  discharge  ceased.  Shortly  thereafter  the 
patient  developed  an  acute  attack  of  influenza  and 
the  ear  again  discharged.  For  the  subsequent 
weeks  he  was  not  under  medical  observation,  the 
aural   discharge  ceasing. 

About  May  14.  he  again  consulted  his  physician, 
complaining  of  severe  frontal  and  temporal  head- 
ache. No  aural  discharge.  Temp.  101.80.  Two 
days  later  a  swelling  appeared  above  and  below 
the  ear  and  the  headache  ceased.  At  this  time  I 
was  asked  to  see  him  by  Dr.  Eugene  Eising.  his 
attending  physician.  I  found  markedly  edem- 
atous and  infiltrated  area  about  the  mastoid  re- 
gion, extending  well  up  over  the  zygomatic  and 
temporal  parts.  Considerable  infiltration  was  also 
present  along  the  neck  with  marked  lymph  nodular 
swelling.  The  auditory  canal  was  completely  pro- 
lapsed, preventing  a  view  of  the  canal  fundus. 
Hearing  for  aerial  conduction  was  almost  absent. 
The  left  ear  showed  the  existence  of  a  marked 
sclerotic  process  with  a  total  loss  of  hearing.  The 
general  physical  condition  of  the  patient  was  excel- 
lent,  and  no  suggestion  of  any   meningeal   irrita- 


tion was  present.  Urinary  examination,  negative. 
Temp.  99.2°,  pulse  96,  resp.  24. 

Diagnosis :  Acute  mastoiditis  with  a  probable 
cortical  perforation. 

Operation,  May  17.  The  usual  curvilinear  in- 
cision through  the  enormously  swollen  tissues  was 
made,  extending  from  the  upper  level  of  the  ear  t<  > 
the  tip  of  the  mastoid  process,  >4  inch  posterior  to 
and  paralleling  the  retroauricular  fold.  A  hori- 
zontal incision  was  also  made  owing  to  the  width 
of  the  mastoid  process.  The  periosteum  was  well 
elevated,  making  a  large  exposure  of  the  operative 
field.  A  perforation  of  the  external  cortex  was 
found  in  the  region  of  the  suprameatal  triangle, 
from  which  large  quantities  of  pus  escaped.  A 
probe  introduced  into  this  perforation  entered  a 
large  cavity.  With  the  exception  of  the  marginal 
edges  of  the  perforation  the  cortex  was  extremely 
hard.  The  intercellular  osseous  walls  were  much 
necrosed  and  large  masses  of  granulation  tissue  and 
swollen  pyogenic  membrane  and  free  pus  were 
present.  The  entire  cavity  was  thoroughly  curet- 
ted, including  the  zygon-a  cells.  The  tip  of  the 
mastoid  process  was  removed  en  masse.  A  verv 
small  area  of  dura  was  uncovered  posterior  to  and 
above  the  turn  of  the  sigmoid  sinus  as  well  as 
overlying  the  anterior  bony  plate  of  the  sinus,  the 
bony  covering  at  these  points  being  necrotic.  The 
exposed  vein  wall  appeared  normal.  Unfortunately 
the  specimen  of  the  pus  from  the  interior  of  the 
mastoid,  submitted  to  the  laboratory  for  examina- 
tion was  mislaid. 

The  patient  reacted  well  from  the  operation  and 
was  apparently  in  excellent  condition.  Thirty-six 
hours  later  a  chill  occurred,  lasting  seven  minutes, 
and  the  temperature  rose  to  106.20,  the  pulse  to 
138  and  the  respirations  to  38.  The  patient  then 
fell  asleep  after  speaking  to  the  nurse  and  upon 
his  awakening  in  the  morning  an  aphasia  was 
noticed.  An  hour  later,  when  I  saw  him,  he  was 
irritable  and  restless  and  was  unable  to  speak; 
temperature  105.8°,  pulse  140,  respiration  36.  The 
presence  of  aphasia,  of  course,  suggested  a  possi- 
ble brain  abscess,  and  the  marked  chill  and  rapidly 
following  rise  in  temperature  was  suspicious  of  a 
sinus  infection.  The  mental  irritability  at  that 
time  was  not  sufficient  to  warrant  the  diagnosis  of 
a  meningitis.  The  patient  was  taken  to  the  operat- 
ing room  and  the  wound  inspected.  It  appeared 
normal.  A  blood  culture  was  taken  which  was 
subsequently  reported  as  being  negative.  Lumbar 
puncture  was  also  performed  and  the  cerebro-spinal 
fluid  was  found  to  contain  the  streptococcus  muco- 
sus  capsulatus,  the  polynuclear  percentage  being 
96.  About  four  drams  were  withdrawn  under  a 
normal  pressure.  It  was  turbid  and  of  brownish 
color;  temperature  102.40,  pulse  140,  respiration 
40.  The  pupils  were  equal  and  of  normal  reaction. 
The  fundi  were  normal,  as  well  as  the  ocular  move- 
ments. Left  facial  innervation  slightly  stronger 
than  the  right.  Urine  voided  involuntarily. 
Owing  to  the  inability  to  cause  the  patient  to 
understand,  the  mouth  and  tongue  were  not  ex- 
avined.     The  upper  extremities  move  equally  well. 
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The  deep  reflexes  are  present.     Both  >ivl<->  of  the 
well.      Abdominal    reflexes 
Right   cremasteric   reflex   diminished. 
Motility   of  both  lower  extremities  normal. 

-creased.     No  Babinski,  Mendel  i 
penheim  signs  present.     Kernig's  sign  marked  on 
i    retraction  <>i  the  head.     Patient 
ind  apparentl)  unable  I 1  what 

I,  althi mgh  he  looks  at  one  in  r< 
eech  understandingly,  but  attempts  to  elicit 
understanding  of  speech,  either  written  or  spoken, 
arc  futile.  When  asked  if  he  wants  to  drink,  when 
shown  a  glass  of  water,  apparently  in  sign  of  rec- 
ti he  nods  his  head.  No  response  to  i 
No  muscular  tremors  or  twitchings.  White  blood 
count  28,000,  polynuclears  04  per  cent. 

tration.   —   Subdural    drainag  cygen, 

anesthesia. 

With  the  diagnosis  of  a  meningitis,  the  patient 
was  taken  to  the  operating  room  and  the  uppei  end 
of  the  primary  mastoid  incision  extended  upwards 
and  forwards  through  the  temporal  muscle.  The 
underlying  squamous  plate  of  the  temporal  bone 
being  rongeured  away,  making  a  large  exposure  of 
the  dura  of  the  middle  cranial  fossa.  The  dura  was 
not  bulging  appreciably  and  was  pulsating.  A 
large  incision  was  made  therein,  and  but  a  small 
amount  of  cerebro-spinal  fluid  escaped.  In  making 
the  incision  through  the  dura  a  branch  of  the  mid- 
dle meningeal  artery  was  severed,  requiring 
ligaturing.  The  pia-arachnoid  was  much  con- 
gested, but  showed  no  evidences  of  exudate. 

Three  pieces  of  rubber  tissue  were  introduced 
in  different  directions  into  the  subdural  space,  the 
wound  repacked  and  the  patient  returned  to  bed. 
A  few  hours  later  anti-streptococcus  serum  was  in- 
jected into  the  cerebro-spinal  canal.  During  the 
day  and  night  all  the  signs  of  meningeal  irritation 
markedly  increased  and  a  further  exploration  of 
the  cranial  cavity  was  determined  upon ;  tempera- 
ture 1030,  pulse  extremely  rapid  and  of  poor  qual- 
ity. 

Operation. — Conversion  of  simple  mastoid  into 
the  radical  and  drainage  of  posterior  cranial  fossa. 
Gas-oxygen  anesthesia. 

With  a  broad-nosed  rongeur  the  bony  wall  be- 
tween the  mastoid  cavity  and  the  middle  ear  was 
rapidly  broken  away  and  the  prominence  of  the 
ridge  of  the  facial  nerve  leveled  down  to  allow  of 
a  thorough  inspection  of  the  middl.  ear  spaces,  the 
ossicles  and  membrana  tympani  being  curetted 
away.  No  evidences  of  a  fistula  either  over  the 
roof  of  the  tegmen  tympani  or  in  the  region  of  the 
cochlea  or  semicircular  canals  could  be  detected. 
An  area  of  bone  was  then  removed  in  front  of  the 
descending  limb  of  the  sigmoid  sinus  between  it 
and  the  posterior  surface  of  the  petrous  pyramid, 
until  the  internal  auditory  meatus  came  into  view. 
The  dura  was  incised  at  this  point  and  a  drain  of 
rubber  tissue  introduced.  The  condition  of  the  pa- 
tient required  much  stimulation  at  this  time  and 
an  intravenous  injection  was  given.  The  operative 
shock  was  most  pronounced,  and  death  took  place 
three  hours  later. 


Post-mortem  Examinai    m       Hie  portion  ol   the 
which  appeared  in  the  wound  was  dark  red 
in  color  and   hemorrhagic.    Extending    from    and 
invexitj    from   the   upper  part   of  the 
I  lobe  to  the  occipital  lobe,  there  is  a  purulent 
inflammation  oi   the  meninges.     In  the  upper  por- 
tion of  th«  on  j  •  a  Eaii ' 
tensive  pial  hemorrhage  about  two  c.  c.  in  diam- 
eter.    There  is  also  a  productive  inflammation  of 
the  meninges  over  the  cerebellum,  older  than  the 

•.11  the  pi..  1  erebrum,     X'  1  ab 

or  hemorrhage  in  interior  of  the  cerebrum.  The 
left  lateral  sinus  shows  a  recent  11011  adherent  clot. 
I  Iver  the  frontal  lobe  the  pial  vessels  are  much 
congested  and  subpial  extravasations  are  present 
along  tluir  course.  Sections  from  the  front 
cipital  and  temporal  lobes  show  an  acute  exudative 
meningitis. 

I  lu    points  of  extreme  interest  in  the  case  are: 

1.  The  undoubted  existence  of  areas  of  cerebel- 
lar meningitis,  present  at  the  time  of  the  primary 
mastoid  operation,  but  with  no  recognizable  evi- 
dences of  the  lesion. 

2.  The  development  of  the  aphasia,  which  is  a 
very  unusual  symptom  in  connection  with  an  un- 
complicated meningitis.  This  latter  symptom  is 
due  10  the  fact  that  the  temporal  lobe  on  the  base 
has  no  known  function,  and,  according  to  Starr, 
if  the  disease  advances  upward  on  the  left  side,  a 
sensory  aphasia  may  result. 

A  CASE  OF  MULTIPLE  FUNGOID   PAPIL- 

LOMATA     OF     THE     LARYNX,     WITH 

REMARKS     ON    THE     REMOVAL     OF 

GROWTHS  FROM  THE  LARYNX  BY 

MEANS  OF  THE  LARYNGOSCOPE 

AND     THE     SNARE.* 

William    Wesley    Carter,    A.M.,    M.D., 

Assistant     Surgeon,     Manhattan     Eye,     Ear     and 

Throat  Hospital, 

NEW     YORK. 


It  is  not  my  desire,  in  designating  this  case  as 
one  of  fungoid  papilloma  of  the  larynx,  to  estab- 
lish a  scientific  entity.  I  wish  only  to  record  a  case 
which  in  my  opinion  merits  this  distinction  because 
of  its  unique  history,  the  unusual  appearance  of 
the  growth,  the  method  of  treatment  employed, 
and  the  results  obtained.  I  wish  also  to  express 
my  views  in  favor  of  the  removal  of  laryngeal 
growths,  whenever  possible,  by  the  use  of  the 
laryngoscopy  mirror  and  the  snare. 

The  patient  was  brought  to  me  by  his  physician, 
Dr.  Carl  Vernon  Reynolds,  of  Asheville,  N.  C. 

Mr.  J.  R..  forty-seven  years  of  age,  was  born 
and  has  always  lived  in  Asheville,  N.  C. 

His  father  died  with  tuberculosis,  his  mother  is 
living  and  well.     There  is  no  hereditary  history  of 

*  Presented  before  the  New  York  Academy  of  Medicine  (Section 
on    Laryngology),    October    26,   1910. 
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cancer  or  syphilis.  In  early  childhood  he  had 
measles  and'  pertussis  and  seven  years  ago  typhoid 
fever.  He  denies  venereal  infection.  When  a  boy 
he  had  numerous  warts  on  his  hands  and  feet.. 
He  has  spent  most  of  his  life  out-of-doors,  under 
what  might  be  considered  ideal  climatic  conditions. 

All  during  his  earlier  years,  and  even  Up  to  man- 
hood, he  was  subject  to  frequent  attacks  of  croup, 
during  which  attacks  he  would  always  become 
cyanosed;  on  several  of  these  occasions  he  came 
near  dying  from  suffocation. 

When  he  was  five  years  old  he  became  very 
hoarse,  and  within  two  months  lost  his  voice  com- 
pletely ;  since  this  time  he  has  never  been  able  to 
speak  above  a  whisper.  At  times  he  suffered  some 
with  dyspnea;  he  was  unable  to  lie  in  a  reclining 
position  without  having  a  sensation  of  suffocation 
and  could  never  take  any  violent  exercise.  He 
has  suffered  no  pain  and  no  difficulty  in  swallow- 
ing, but  he  has  often  had  a  sensation  of  pressure 
in  his  throat.  For  many  years  he  has  had  a  tick- 
ling in  the  throat,  which  caused  him  to  cough  vio- 
lently ;  on  these  occasions  he  would  expectorate 
small  masses  having  the  appearance  of  bits  of 
cauliflower.  As  long  as  he  can  remember  his  in- 
spiratory efforts  have  been  difficult  and  attended 
by   a   wheezing   sound. 

His  case  was  diagnosed  as  asthma,  and  he  was 
treated  for  this  affection  for  a  number  of  years. 
He  was  never  examined  by  a  laryngologist  until 
three  years  ago,  when  the  growth  in  his  larynx  was 
discovered  but  no  treatment  was  given. 

In  this  case,  therefore,  we  may  safely  assume 
that  the  affection  began  in  infancy  and  pursued  its 
natural  course  up  to  the  age  of  forty-seven  years, 
undisturbed  by  treatment  of  any  kind. 

During  the  past  two  months  he  has  suffered  ter- 
ribly with  dyspnea,  has  been  unable  to  lie  down, 
and  says  that  he  has  not  slept  a  wink  in  a  month. 
He  has  recently  lost  twenty-seven  pounds  in 
weight. 

I  was  called  to  see  the  patient  at  midnight  on 
September  6,  iqio.  I  found  him  walking  around 
the  room  in  great  distress  and  having  that  anxious 
expression  characteristic  of  air-hunger.  He  was 
greatly  emaciated  and  presented  the  appearance  of 
a  phthisical  subject. 

Examination  of  the  chest  showed  it  to  be  badly 
formed.  There  was  retraction  of  the  intercostal 
and  infraclavicular  spaces  during  inspiration. 

The  heart  and  lungs  were  normal.  There  was  a 
high-pitched,  tubular  respiratory  murmur  over  the 
entire  chest,  accentuated  over  the  right  apex ;  but 
I  attributed  this  to  the  sound  made  in  the  ob- 
structed larynx.  This  assumption  proved  to  be 
correct,  for  it  was  not  heard  after  the  operation. 
No  tubercle  bacilli  were  found  in  the  sputum. 

Examination  of  the  larynx  showed  it  to  be  al- 
most blocked  by  papillomatous  masses  having  a 
peculiar  fungoid  appearance ;  the  extremities  of 
these  masses  looked  like  pale  granulation  tissue, 
not  unlike  that  frequently  seen  in  advanced  cases 
of  tuberculosis  of  the  larynx.  The  edematous  con- 
dition of  the  surrounding  tissues  gave  one  the  im- 


pression of  an  active  inflammatory  condition.  The 
largest  mass  was  attached  to  the  left  side  of  the 
larynx,  and  acted  like  a  ball-valve  on  inspiration, 
causing  almost  complete  obstruction. 

The  critical  condition  of  the  patient  was  ap- 
parent, so  I  transferred  him  at  once  to  the  .Manhat- 
tan Eye,  Ear  and  Throat  Hospital,  and  prescribed 
steam  inhalations  and  a  spray  of  adrenalin  for  the 
temporary  relief  of  the  symptoms. 

The  next  day  I  removed  with  a  snare  the  large 
growth  on  the  left  cord.  This  gave  instant  re- 
lief from  the  dyspnea,  and  on  the  following  day  the 
edema  had  sufficiently  subsided  for  me  to  locate 
the  other  growths.  These  seemed  to  spring  from 
every  part  of  the  larynx.  Both  the  cords  and  the 
ventricular  bands  were  affected ;  there  was  one 
growth  in  the  anterior  commissure  and  another  in 
the  still  more  unusual  location,  the  posterior  com- 
missure. 

Operating  every  third  or  fourth  day,  I  removed 
endo-laryngeally  all  of  these  growths  with  the  Sa- 
jous  snare,  with  the  exception  of  those  in  the  com- 
missures, which  were  removed  with  the  Krause 
laryngeal  cutting  forceps.  The  bases  of  the  growths 
we're  touched  with  the  electro-cautery.  A  solu- 
tion containing  equal  parts  of  cocaine  20  per  cent. 
and  adrenalin  1-1000  was  freely  applied  before 
each  operation.  The  patient  experienced  no  dis- 
comfort following  the  removal  of  the  growths,  but 
he  complained  bitterly  of  the  pain  after  the  use 
of  the  electro-cautery,  which  was  applied  only 
after  the  larynx  had  been  cleared  of  all  papilloma- 
tous tissue. 

All  of  the  specimens  removed  were  examined  by 
Dr.  Jonathan  Wright,  who  pronounced  them  papil- 
lomata. 

After  the  operation  the  patient  experienced  no 
further  difficulty  in  breathing,  and  during  his  stay 
of  one  month  in  the  hospital  he  gained  sixteen 
pounds. 

At  first  there  was  no  improvement  in  the  voice, 
nor  would  this  be  expected,  since  the  obstruction 
had  existed  so  long,  and  the  infiltration,  especially 
in  the  inter-arytenoid  area,  was  so  extensive. 

In  a  letter  recently  received  from  Dr.  Reynolds, 
he  states  that  there  are  no  signs  of  a  recurrence  of 
the  growths  and  that  the  patient  is  in  splendid 
physical  condition  and  is  recovering  his  voice. 

In  a  still  more  recent  communication  from  the 
patient  himself,  dated  December  14,  he  states  that 
he  has  recovered  his  voice  almost  completely,  and 
that  he  has  gained  twenty-eight  pounds  since  the 
operation. 

One  of  the  most  interesting  features  of  this  case 
is  that  it  gives  us  the  natural  history  of  papilloma 
of  the  larynx,  in  an  otherwise  healthy  subject,  be- 
ginning in  early  infancy  and  continuing  up  to  the 
age  of  forty-seven  years. 

It  is  also  of  interest  to  note  that  this  extensive 
growth  was  removed  endo-laryngeally.  a  procedure 
the  feasibility  of  which  was  doubted  by  one  of  our 
distinguished  laryngologists.  Dr.  J.  W.  Gleitsman, 


Carti  r     Fungoid   Papii  i  omata. 


re  J  did,  and  who  considered 
ii  a  case   for  thyrotomy. 

Papillomal         .         hs  are  unquestionabh 
frequent  in  children  than  in  adults,  and  in  tin 
mer  they  ai  ind  frequently  re- 

quire radical  measures  for  their  relief,  but  in  many 
less  s«  asilj   assume  that  they 

disappear  spontaneously  when  the  age  is  reached 
when  there  is  no  longer  a  tendency  to  warty 
ths  in  the  skin  and  mucous  membranes. 
When.  However,  these  growths  persist  after  the 
i  puberty  and  continue  to  grow,  if  the)  are 
multiple,  the  situation  grave,   for   if  left 

undisturbed  suffocation  is  very  apt  to  occur  either 
from  the  continued  development  of  the  growth  or 
from    intercurrent    affection-    attended    b)    conges- 
i  the  larynx.     Surgical  intervention  in  these 
imes  imperative,  therefore,  and  it  is  well 
nsider    the   best   methods    for    their    removal. 
talcing  into  consideration  the  tendency  which  n  any 
of  these  growths  have  to  recur. 

The  removal  of  tumors  from  the  larynx  endo- 
laryngeally  will,  we  believe,  be  accepted  as  the  best 
method  provided  that  it  can  be  done.  The  opera- 
tion of  thyrotomy  is  a  severe  one,  involving  far 
more  risk  than  any  endo-laryngeal  operation. 
Furthermore,  the  prognosis  as  to  recovery  of  the 
voice  after  this  operation  is  not  a  good  one,  nor  is 
recurrence  any  less  likely  to  take  place.  Further, 
in  a  case  where  there  is  a  latent  malignant  ten- 
dency undiscoverable  by  observation,  there  is  ex- 
treme danger  of  the  spread  of  the  disease  beyond 
the  confines  of  the  larynx.  The  thorough  removal 
of  papillomata  from  the  larynx  without  injury  to 
the  vocal  cords  or  other  structures  by  the  endo- 
laryngeal  operation  requires  a  fair  amount  of  skill 
and  manual  dexterity  on  the  part  of  the  surgeon, 
on  the  one  hand,  and  a  certain  degree  of  education 
of  the  throat  of  the  patient,  on  the  other. 

I  have  adopted  the  Sajous  snare  as  the  best  in- 
strument for  this  work  for  the  reason  that, 

1.  It  engages  the  tumor  between  the  wire  loop 
and  the  groove  on  the  end  of  the  snare  and  there 
is  no  danger  of  the  growth  falling  into  the  trachea 
when  the  instrument  is  withdrawn. 

2.  There  is  less  traumatism  to  the  surrounding 
healthy  tissue  from  the  use  of  the  snare.  This  is 
a  very  important  consideration  for  it  is  generally 
assumed  that  recurrent  growths  spring,  not  from 
the  bases  of  the  primary  growth,  but  from  the  por- 
tions of  the  larynx  that  have  been  injured  during 
the  instrumentation  or  from  other  operatioi  - 


It  is  m\    belie)  that  most   papillomata  are 
tricted  between  the  flowering  top  and  the  base  so 
that  thej  can  be  engaged  more  01  less  easil)  in  the 
-  il  the  snare,     ["here  are,  howevei ,  two  loca 
tions  in  the  larynx,  viz.:  the  commissures,  where 
the  growths  seldom  occur    yet  when  the)  an     > 
tached  here  the)  are  extremel)  difficult  to  remove 
with  the  snare.      I  believe  th<  re  is  no  better  instru- 
ment  i  of  these  growths  than  the 
Krause   laryngeal   cutting     forceps.       I  he    cutting 
edge  of  this  instrument  can  be  turned  in  an)  i 
tion ;  it  obscuri     tin    ■.  o  a  lia  ited  i 
and  in  my  opinion  is  the  best  of  the  laryngeal  cut- 
ting instruments. 

In  regard  to  the  wisdom  of  cauterization  of  the 
bases  of  these  growths  after  removal,  there  exists 
some  doubt  in  my  mind.  However,  as  before 
stated,  these  growths  seldom  recur  at  the  original 
site,  but  from  injured  healthy  portions  of  the 
larynx,  and  the  use  of  a  cautery  even  in  the  most 
skilful  hands  is  certainly  attended  with  the  danger 
of  injuring  other  portions  of  the  larynx.  Further- 
the  pain  and  disco. nfort  following  the  use  of 
the  cautery  i-  a  sufficient  reason  to  dispense  with 
it. 

A:>  1  have  before  intimated  the  skilful  removal 
of  growths  from  the  larynx  demands  a  certain 
amount  of  manual  dexterity  and  this  can  be  ac- 
quired only  after  considerable  practice.  The 
average  clinic  does  not  supply  a  sufficient  number 
of  these  cases  to  "keep  one's  hand  in,"  so  to  speak. 
It  has  been  my  custom  while  the  patient  is  being 
trained  for  the  operation,  which  usually  covers  a 
period  of  ten  days  or  two  weeks,  to  practice  on  a 
very  simple  improvised  manikin,  which  is  made 
as  follows :  An  ordinary  round  lampwick,  cut 
diagonally  across  the  top  is  held  vertically  by  a 
wire  support.  About  two  inches  from  the  tip  of 
the  wick,  an  antero-posterior  constriction  is  made 
which  from  the  inside  resembles  the  vocal  cords ; 
these  are  studded  over  with  pins,  the  heads  of 
which  protrude  slightly  into  the  artificial  rima  glot- 
tidis.  The  laryngoscope  is  used  in  as  natural  a 
way  as  possible,  and  the  pins  withdrawn  one  at  a 
time  with  the  snare.  By  using  different-colored 
pins,  and  having  them  placed  in  positions  corre- 
sponding to  the  location  of  the  growths  in  the 
larynx  of  the  patient  to  be  operated  upon,  one  can 
become  highly  skilled  in  each  individual  case  and 
can  do  the  operation  far  more  easily  and  quickly, 
and  with  less  injury  to  the  larynx  than  he  could 
without  such  preliminary  training. 

69  West  50TH  Street. 
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PENETRATING    STAB    WOUND    OF    THE 

ABDOMEN   INVOLVING  MESENTERY, 

JEJUNUM     AND     TRANSVERSE 

COLON ;  RECOVERY. 

Walter  C.  Cramp,  M.D., 

Assistant   Visiting   Surgeon,   Bellevue   Hospital, 

NEW    YORK. 


Penetrating  stab  wounds  of  the  abdomen, 
especially  in  the  lower  portion,  are  apt  to  be  seri- 
ous and  they  usually  demand  the  prompt  services 
of  the  surgeon  if  the  dangers  of  peritonitis  and 
active  hemorrhage,  the  two  most  serious  complica- 
tions, are  to  be  reduced  to  a  minimum.  In  former 
years,  conservatism  was  frequently  employed, 
operative  treatment  in  many  cases  being  postponed 
until  the  infection  or  bleeding  were  evidenced  by 
symptoms  or  signs,  but  of  late  the  tendency  is  to 
operate  upon  these  cases  immediately,  for  Neff  has 
shown  that  in  penetrating  wounds  damage  is  done 
to  viscera  requiring  repair  in  95  per  cent,  of  cases. 
That  there  are  no  absolute  diagnostic  symptoms  of 
penetrating  wound,  barring  hemorrhage,  which  is 
often  absent ;  that  each  case  has  its  own  peculiari- 
ties, both  as  regards  degree  of  damage  and  the 
organs  injured;  lend  extreme  interest  to  these 
cases  and  justifies  a  report  in  every  instance,  the 
following   case   being  no   exception : 

C.  P.,  an  Italian,  was  admitted  to  Bellevue  Hos- 
pital in  the  service  of  Dr.  George  D.  Stewart,  to 
whom  I  am  indebted  for  the  privilege  of  operating 
upon  and  reporting  the  case.  On  February  23, 
191 1,  the  patient  received  a  penetrating  stab  wound 
of  the  abdomen  iJ4  inches  in  length,  the  knife 
entering  2  inches  below  the  umbilicus,  slightly  to 
the  right  of  the  median  line.  He  bled  profusely 
and  on  opening  his  clothing  a  portion  of  the  omen- 
tum and  a  loop  of  small  gut  appeared  on  the  abdo- 
men. The  latter  was  pushed  back  by  a  bystander, 
but  the  omentum  could  not  be  reduced.  The  omen- 
tum was  covered  by  sterile  gauze  by  the  ambulance 
surgeon  and  the  patient  was  brought  to  the 
hospital. 

On  admission,  soon  after  the  accident,  the  pa- 
tient was  in  extreme  shock,  with  a  temperature  of 
950.  There  was  considerable  hemorrhage  from 
the  wound  from  which  6  inches  of  omentum  were 
protruding.  He  was  anesthetized  with  ether,  the 
omentum  was  washed  off  with  saline  solution,  the 
abdominal  wall  painted  with  iodine,  and  the  pro- 
truding omentum  excised.  The  wound  was  en- 
larged, and  the  peritoneal  cavity  was  found  filled 
with  blood.  From  a  wound  at  the  base  of  the 
mesentery  i*/2  inches  long,  a  profuse  hemorrhage 
was  taking  place.  This  was  with  some  difficulty 
controlled  by  ligatures.  The  gut  was  everywhere 
collapsed.  A  search  revealed  a  wound  }i  inch 
long,   about  three  feet   from  the  beginning  of  the 


jejunum,  and  another  j/2  inch  long  directly  on  the 
opposite  side  of  the  gut,  where  knife  had  gone 
through ;  another  wound  yi  inch  long,  about  a  foot 
higher  up,  and  a  wound  of  the  same  length  in 
the  lower  border  of  the  transverse  colon,  which  in 
this  instance  hung  down  below  the  umbilicus.  In 
all  of  these  wounds  the  mucous  membrane  was 
protruding  through  the  wound  in  the  serous  coat. 

These  wounds  were  all  closed  by  a  double  row 
of  Lembert  sutures  of  Pagenstecher  thread ;  the 
abdominal  cavity  was  flushed  of  blood  and  feces 
with  large  quantities  of  saline  solution,  a  consider- 
able quantity  being  allowed  to  remain  in  the  cavity, 
and  the  abdomen  was  closed,  except  for  a  small 
drain  in  the  lower  angle  of  the  wound,  which  was 
removed  after  twenty-four  hours. 

The  patient  was  treated  with  the  Murphy  rectal 
drip  for  three  days,  and  he  made  an  excellent  re- 
covery. His  temperature  was  never  above  100°, 
and  never  above  99°  after  the  third  day.  He  left 
the  hospital  after  eighteen  days. 

The  success  of  this  case  I  believe  to  be  due  to 
the  fact  that  an  operation  was  done  early,  only  a 
little  over  an  hour  intervening  the  injury  and  the 
operation.  Extensive  drainage  of  the  abdomen 
was  not  attempted,  only  a  small  drain  being  left  in 
the  lower  angle  of  the  wound,  which  procedure 
was  justified  by  the  outcome  of  the  case.  I  believe 
that  a  great  deal  of  the  infection  from  the  intestinal 
tract  was  carried  away  both  by  the  active  hemor- 
rhage through  the  external  wound  and  by  the  thor- 
ough flushing  with  saline  solution.  I  feel  certain 
that  delay  in  this  case  would  have  cost  the  patient 
his  life,  since  his  condition  on  the  table  was  criti- 
cal, necessitating  artificial  respiration  and  active 
stimulation. 

349  West  End  Avenue. 


The  Public  Health  Aspect  of  Cripples. 
Between  50  and  75  per  cent,  of  the  cases  of  de- 
formity seen  are  due  to  tuberculosis  of  the  bones 
or  joints.  Of  these,  three-fourths  are  the  children 
of  parents  suffering  with  pulmonary  tuberculosis,  or 
who  have  died  of  it,  and  from  whom  the  patient  is 
infected.  These  cases,  if  the  disease  is  unchecked 
by  treatment,  have  gradually  increasing  bone  de- 
struction, with  the  formation  of  abscess  and  fistula, 
which  discharge  pus  through  the  skin,  not  for  days 
and  weeks,  but  for  months  and  years.  Although  the 
bacillus  tuberculosis  is  hard  to  demonstrate  in  this 
pus,  still  by  animal  injection  and  careful  cultural 
methods  it  is  shown  to  be  present;  so  that  these 
children  with  their  pus  soaked  clothes  are  spreading 
the  infection  in  turn,  if  scientific  precautions  are  not 
taken. — R.  Tunstall  Taylor,  in  The  Virginia 
Medical  Semi-Monthly. 
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INDEPENDENCE   DAY   INJURIES. 

Largely  as  a  result  of  the  campaign  for  a  "safe 

and  sane  Fourth"  last  Independence  Da)  showed  a 

marked   falling  off  in  the  total  of  casualties  and 

deaths.     The  Journal  of  the  American  Medical  As- 

ion — which    organ,    we    believe,    deserves    the 

-t  measure  of  credit  for  the  movement  to  put 

an  end  to  fourth  of  July  indulgences  in  fire-crack- 

stols  and  toy  cannons — states  that 

In  1909  there  were  reported  1,225  blank-cartridge 
wounds  with  150  cases  of  tetanus,  while  in  1910,  largely 
as  a  result  of  improved  control  of  celebration  by  munici- 
palities, only  450  blank-cartridge  wounds  were  indicted — a 
mere  trifle — causing  but  72  cases  of  tetanus,  of  which  about 
i>7  were  fatal. 

Fourth  of  July  explosives  neverthless  caused  last 
year  131  deaths  and  "2,792  injuries  of  greater  or 
less  severity." 

The  reaction  against  the  long-established  cus- 
tom of  Independence  Day  observance  is  setting  in 
surely,  but  it  has  thus  far  affected  but  relatively 
few  municipalities  and  individuals.  We  must  there- 
fore expect  this  year  a  still  smaller  but  neverthe- 
less considerable  number  of  cases  of  injuries  and 
infections  by  fireworks ;  and  it  is  of  great  import- 
ance to  be  prepared  to  handle  them  vigorously. 

Wounds  by  blank  cartridges  and  fire-crackers, 
though  often  relatively  insignificant  in  extent,  are 
the  most  serious,  since  these  materials  are  the  noto- 
rious tetanus  carriers.  These  wounds  should  im- 
mediately be  laid  widely  open  in  every  angle,  pre- 


ferably  under  general  anesthesia.     Ever)    particle 
oi  wad  must  be  removed  and  all  portions  of  t in- 

track  along  which  the  wail  traveled  should  be 
vigorously  curetted.  In  this  curetting  neither  fascia 
nor  muscle  should  be  respected.  Bloodvessels  oi 
•  .in  be  avoided  or  ligated,  however;  and,  of 
course,  nerve  tissue  must  be  spared.  After  this 
rough  cleansing  the  wound  should  be  swabbed  out, 
with  equal  thoroughness,  bj  tincture  of  iodine.  This 
is  probabl)  preferable  to  pure  phenol,  followed  by 
alcohol.  Pack  with  gauze  drains  all  crannies  of 
the  wound,  which  must  be  kept  wide  open,  and 
apply  a  liberal  wet  dressing.  Administer  at  once 
.1  prophylactic  dose  of  tetanus  antitoxine;  if  the 
wound  is  several  days  <>ld,  or  is  suppurating,  give 
an  extra  large  dose. 

In  a  small  percentage  only  of  established  cases 
of  tetanus  the  antitoxine,  injected  repeatedly  and 
in  large  doses  (preferably  intraspinally),  effects 
— with  other  measures — a  cure.  The  greatest  use- 
fulness of  antitetanic  serum  is  as  a  preventive ;  the 
best  treatment  of  tetanus  is  its  prophylaxis! — 
W.  M.  B. 


POST-OPERATIVE  SUFFERING   IN 

SUMMER. 

It  would  be  interesting  to  know  to  what  extent 
severe  summer  heat  contributes  to  surgical  mor- 
talities. It  is  no  doubt  the  experience  of  all  sur- 
geons during  periods  of  unusual  heat  that  while 
one  or  two  of  their  post-operative  cases  appear 
curiously  indifferent  to  the  temperature,  most  of 
them,  some  ether-laden  and  swathed  in  dressings, 
are  sorely  tried  by  it.  And  we  cannot  but  believe 
that  not  infrequently  a  severe  heat  spell  turns  the 
tide  against  some  patients  struggling  between  life 
and  death  after  a  serious  surgical  attack. 

It  is  worth  every  effort  to  spare  sick  people  from 
the  great  discomfort  of  very  hot  weather.  In  re- 
spect of  surgical  cases,  several  things  will  suggest 
themselves:  When  it  is  expedient  to  postpone  them, 
operations  of  election  had  best  not  be  performed  in 
periods  of  unusual  heat.  Dressings  and  bandages 
should  be  made  as  light  as  will  suffice.  (About  the 
head  and  neck,  bandages  may  often  be  replaced  by 
gauze  caps,  adhesive  straps,  tapes,  collodion  dress- 
ings, etc.  The  abdominal  binder  can  usually  be 
dispensed  with.  If  there  be  abundant  wound  dis- 
charge a  comparatively  light  dressing,  frequently 
replaced,  can  do  the  work  of  a  bulky  one  changed 
less  often.  Starch  splints,  reinforced  with  strips  of 
metal  or  basswood  veneering,  will  in  many  cases 
serve  as  well  as  heavy  plaster  of  Paris  casts.)    The 
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bed  clothes  and  garments  should  be  light,  comfort- 
ably arranged  and  frequently  changed.  Light  diet 
and,  when  admissible,  abundance  of  cool  drinks 
are,  of  course,  helpful.  Frequent  sponge  baths  are 
refreshing  and  restorative.  It  is  especially  impor- 
tant during  such  spells  to  see  that  the  patient  sleeps 
at  night.  In  a  hospital  ward  the  sickest  patient 
should  be  placed  where  there  is  the  largest  meas- 
ure of  coolth.  Annoyance  by  flies  and  other  in- 
sects (not  to  speak  of  their  dangers)  should  be 
avoided  by  every  available  means. 

The  portable  electric  fan  is  a  boon  that  makes 
convalescence  tolerable  in  the  private  room ;  but 
the  fan  has  not  been  adapted  to  large  wards  and 
the  internal  ventilating  systems  that  are  so  ex- 
cellent in  the  winter,  when  the  windows  are  closed, 
are  of  little  or  no  service  in  warm  weather  when 
they  are  open.  Indeed,  the  few  simple  measures 
mentioned  fall  far  short  of  what  is  needed  to  make 
illness  and  operations  as  bearable  and  as  safe  in 
hot  weather  as  they  ought  to  be  made.  We  would 
urge  again  upon  engineers,  architects  and  superin- 
tendents the  importance  of  providing  an  adequate, 
regulable  cooling  system  for  hospitals  and  sani- 
tariums.—W.  M.  B. 


ANNOUNCEMENT— "SURGICAL  ESSEN- 
TIALS." 

Those  who  read  the  short  series  of  articles  on 
"Practical  Points  in  Anesthesia"  by  Frederick  Emil 
Neef,  of  New  York,  which  were  published  in  the 
American  Journal  of  Surgery  a  few  years  ago, 
will  be  interested  to  learn  that  he  is  preparing  a 
longer  series  of  articles  devoted  to  what  he  has  en- 
titled "Surgical  Essentials,"  the  first  of  which  arti- 
cles will  appear  at  an  early  date.  Each  of  these 
contributions  will  be  complete  in  itself.  They  are 
planned  to  cover  the  following  subjects  of  practi- 
cal interest: 

Preparation  of  the  Patient   for  Operation. 

Sterile  Washing  and  Wound  Dressings. 

Sterilization  of  Utensils  and  Instruments. 

Aseptic  Suture  Material. 

The  Surgeon's  Hands. 

Operating  Room  Assistants  and  Nurses. 

The  Anesthesia. 

The  Semilunar  Hypogastric  Incision  in  Female 
Pelvic  Surgery. 

Some  Observations  on  Dexterity  and  Nicety  in 
Technic. 

The  Conveyance  of  Infection  During  Operation. 

Surgical  Judgment  and  Decisiveness  at  Critical 
Moments. 


Care  of  the  Patient  After  Operation. 

The  Interpretation  of  Post-Operative  Tempera- 
ture in  Aseptic  Cases. 

Major  Complications  Due  to  Infection  Following 
Operation  on  Aseptic  Cases. 

Bedside  Bacteriology. 

The  Behavior  of  the  White  Blood  Cells  During 
Infection. 

Post-Operative  Complications  Which  Are  Not 
Due  to  Infection. 

Guiding  Principles  in  the  Treatment  of  a  Simple 
Abscess. 

Tuberculous  Sinuses  and  a  Method  of  Treating 
Psoas  Abscess  of  Tuberculous  Origin. 

Some  Modern  Ideas  on  the  Extirpation  of  Can- 
cer and  Radical  Surgery. 

Diagnostic  Difficulties  and  Exploratory  Laparo- 
tomy. 


Surgical  Suggestions 


Septic  endocarditis  may  result  from  a  localized 
osteomyelitis  that  has  gone  on  to  spontaneous  cure 


Don't  abandon  a  case  of  sarcoma  as  incurable 
without  a  thorough  trial  of  Coley's  fluid.  The  re- 
sults  are  sometimes  remarkable. 


Broad  sessile  warts  are  best  removed  by  the  ap- 
plication, under  water,  of  the  Oudin  high  frequency 
current  by  contact  with  the  tip  of  an  insulated  cop- 
per conducting  cord. 


Eversion  of  the  foot,  shortening  of  the  extremity, 
elevation  of  the  trochanter,  spell  fracture  of  the 
neck  of  the  femur.  Manipulation  is  unnecessary  to 
the  diagnosis. 


When  dealing  with  blank  cartridge  injuries,  no 
consideration  for  the  integrity  of  the  muscles  should 
limit  the  thorough  exposure  of  every  part  of  the 
wound;  but  the  larger  vessels  should  be,  and  the 
nerves  must  be,  spared. 


In  post-operative  or  other  simple  retention  of 
urine,  even  if  such  devices  as  enemata,  hot  water 
bag  over  the  bladder,  the  administration  of  spiritus 
etheris  nitrosi,  dipping  the  hands  in  hot  water,  and 
producing  the  sound  of  running  water,  fail  to  pro- 
voke micturition,  catheterization  may  often  be  obvi- 
ated in  the  female  by  the  simple  trick  of  placing  the 
patient  on  a  well  warmed  bed-pan  in  which  has 
been  poured  a  little  spirits  of  turpentine. 


i     So<  101  OGY. 


Surgical  Sociology 

Irm  S.  Wile,  M.D. 
1  lepartmenl  I 


In  the  present  campaign  for  a  rational  physical 
hygiene  it  is  timely  that  attention  is  being  bestowed 
lental  hygiene  as  well,  rhe  economic  losses 
arising  from  the  invalidism  due  to  temporal 
permanent  mental  aberration  are  difficult  to  esti- 
mate. The  annual  expenditure  of  millions  of  dol- 
ir  the  maintenanci  als  for  the  insane 

>nl)  the  cosl  te  of  the  ph)  sical 

iven  i"  the  inmates  of  the  institutions.  The 
from  taking  the  nun  ami  women  from  the 
eavi  ir,  the  cost  t<>  the  I 
from  which  the  in,-, me  come,  the  privations,  suffer- 
ings, the  increase  of  dependents  due  to  the  mental 
unsoundness  oi  am  member  of  a  family  are  not 
to  be  computed.  The  figures  would  he  startling-  and 
humiliating. 

1  ortunately  an  age  of  scientific  preventive  efforts 
has  come.  No  longer  will  a  feeling  of  shame  exist 
because  the  light  of  reason  is  flickering  in  some 
portions  of  a  family.  Insanity  is  to  he  appreciated 
as  a  disease  and  not  as  a  visitation  of  the  Evil  One. 
To  be  sure,  the  brutal  handling  of  the  wandering 
mental  incompetent  by  the  police  instead  of  the 
physician,  by  the  patrol  wagon  instead  of  the  am- 
bulance suggests  that  unsoundness  of  mind  is  a 
crime  rather  than  a  disease.  If  this  sort  of  han- 
dling of  the  insane  is  to  be  stopped,  the  medical 
profession  must  assert  itself  and  protest  against 
such  inhuman  procedures.  Insanity  is  a  disease  to 
be  prevented  if  possible. 

According  to  the  U.  S.  census  the  deaths  re- 
ported from  the  registration  area  per  100,000  of 
population  was  as  follows: 

. Iverage 

1901-1905.  1909. 

General  paralysis  of  the  insane     6.9  5.3 

Other  forms  of  mental  disease     3.6  3.5 

Epilepsy    4.5  4.2 

The  New  York  State  Commission  in  Lunacy  re- 
ported that  the  number  of  insane  in  institutions  has 
increased  from  15,473  in  1889  to  31,540  in  1909. 
This  represents  a  proportion  of  255.2  per  100,000 
in  1889  as  against  362.3  per  100,000  population  in 
1909.  In  other  words,  the  31,540  persons  under 
the  supervision  of  the  State  Commission  in  Lunacy 
makes  it  apparent  that  there  is  known  to  be  at 
least  one  insane  person  to  each  276  of  the  popula- 
tion. 

DaCosta  has  stated  that  in  the  post-operative  in- 
sanities, the  injury  itself  is  the  direct  cause  in  about 
two  per  cent,  of  the  cases.  The  insanity  may  de- 
velop after  slight  or  severe  operations. 

Dent's  experience  with  the  metropolitan  police  in 
London  suggests  that  persons  with  important  duties 
that  involve  great  responsibility  and  whose  nervous 
systems   are  taxed  by   the  conscientious  perform- 


ol    thosi    duti<  -  ai  e  especially    susceptible  to 
erjous  aftei  effects  from  head  injuries  even  though 
the)   may  seem  slight  at  the  lime. 

Surgerj   has  an  important  place  in  the  prevention 

of  insanit)    from    the   prevention   of    the    neura 
thenias  that  not  infrequently  follow  operative  pro- 
cedures,  from  ili^  that   an    particularly 
ied  bj  surgical  service  at  the  climacteric.  The 

iv  of  care  in  tin-  surgery  of  the  thyroid 
-land  has  been  properl)  accentuated 

In  the  treatment  oi  tho  e  types  of  insanity  that 
present  also  focal  symptoms  suggesting  brain 
tumor  surgerj    i>  "i"  utmost  value. 

I.*  facilitate  the  prevention  of  the  numerous 
forms  of  mental  derangement  it  is  desirable  that 
hospitals  should  a!  least  have  an  observation  ward 
for  the  careful  supervision  of  all  medical  and  sur- 
cases  that  present  marked  mental  symptoms. 
The  psychoses  that  follow  influenza,  typhoid  Eever, 
malaria,  the  too  vigorous  exhibition  of  active  drugs 
require  intelligent  mental  care  under  the  supervision 
of  a  psychiatrist.  Since  such  a  ward  was  insti- 
tuted at  the  Albany  City  Hospital  the  example  has 
been  followed  by  a  few  institutions. 

The  medical  profession  has  a  duty  to  perforin 
in  educating  the  public  that  insanity  is  a  condition 
that  arises  largely  from  faulty  physical  and  mental 
hygiene  or  is  a  sequel  to  disease,  but  in  either  case 
needs  the  patient,  scientific  medical  and  nursing 
care  that  would  be  given  to  a  patient  suffering  from 
rheumatism  or  grippe,  or  gall  stones. 

The  ambulance,  the  dispensary,  the  hospital,  the 
physician,  the  nurse,  the  social  worker  are  the 
agencies  to  be  utilized  for  the  care  of  the  insane. 
Humanity,  decency,  intelligence  must  cause  the  dis- 
appearance of  the  present  methods  cf  mishandling 
the  mentally  infirm  which  are  only  relics  of  the 
traditional  method  of  opposing  diabolic  possession. 


"Filth,  flies,  fingers,  fever,"  is  Doctor  Lumsden's 
brief  expression  of  the  relation  existing  between 
flies,  their  cause  and  effect,  and  the  public  health. 
At  this  season  of  the  year  the  adult  fly  of  many 
species  is  busily  engaged  in  visiting  manure  heaps, 
privies,  garbage  pails,  ash  piles  that  contain  fer- 
mentable materials.  The  small  but  potentially  dan- 
gerous female  lays  about  120  eggs  at  a  time  in 
places  that  are  in  themselves  sources  of  foul  odors, 
unpleasant  sights,  and  pathogenic  bacteria.  In  the 
pre-antiseptic  days  the  soiled  dressings  furnished 
a  fertile  field  for  fly  cultivation.  And  to-day  those 
institutions  that  use  dressing  materials  and  band- 
ages repeatedly  for  the  sake  of  economy  must  use 
every  precaution  to  prevent  their  pollution  by  flies. 

The  surgeon  of  the  past  decade  has  possibly 
never  seen  a  case  of  myiasis.  Antiseptic  surgery 
wiped  out  the  unpleasantnesses  of  infection  by  the 
screw-worm.  -Occasionally  dipterous  larvae  are 
found  in  the  intestinal  canal  after  the  ingestion  of 
the  eggs  with  some  food  that  has  not  been  properly 
covered.  Flies  are  formidable  foes  of  the  human 
species  as  conveyors  of  disease.  As  Cato  might 
have  said,  Musca  delenda  est.     Typhoid  fever,  dys- 
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entery,  anthrax,  tuberculosis,  even  cholera,  small- 
pox, plague,  find  flies  convenient  contagion  bearers. 
As  •bacilli  bearers  they  are  hardly  equaled.  Not 
alone  are  their  hairy  legs  and  body  laden  with  pos- 
sibly infectious  agents,  but  the  fly  speck  is  a  source 
of  especial  danger. 

To  combat  the  fly,  the  breeding  places  must  be 
destroyed.  Manure  pits  must  be  subjected  to  care- 
ful supervision  by  the  health  authorities.  Food  and 
ashes  must  not  be  mixed.  Garbage  disposal  should 
be  prompt  and  its  transportation  to  the  point  of 
ultimate  distribution  or  consumption  be  carefully 
guarded.  Outhouses  and  privies  as  well  as  com- 
fort stations  need  hygienic  management  in  order  to 
eliminate  them  as  breeding  places.  All  food  in 
stores,  hotels,  dairies,  homes  should  receive  ample 
covering  so  as  to  keep  flies  away. 

In  hospitals  and  dispensaries  or  medical  institu- 
tions of  any  kind  every  precaution  must  be  exer- 
cised to  properly  care  for  napkins,  bed  linens,  dress- 
ings, wound  discharges,  food,  excretions  and  labor- 
atory specimens  (as  urine,  sputum  and  feces).  It 
is  not  unlikely  that  many  cases  of  re-infections  that 
occur  in  hospitals  arise  through  the  mediations  of 
flies.  The  barns  fortunately  are  surely  giving 
away  to  garages  and  the  manure  evil  will  be  there- 
fore lessened.  The  problems  that  surround  the 
hospital  kitchens  the  diet-kitchens,  the  care  of  the 
individual  trays,  even  the  protection  of  the  glass 
of  milk  are  well  worth  the  attention  of  the  intelli- 
gent surgeons  responsible  for  the  comfort  and  wel- 
fare of  the  patients.  In  general  hospitals  where 
tuberculous  patients  are  received  this  responsibility 
is  equally  great  as  in  the  institutions  caring  for 
typhoid  sufferers,  as  the  mode  of  infection  is  the 
same. 

In  slangy  parlance  to  attribute  the  absence  of 
flies  to  any  one  is  to  mark  him  as  a  lucky  fellow, 
and  in  point  of  public  hygiene  there  is  every  reason 
to  work  assiduously  that  the  same  may  be  said  of 
everv  one  and  the  flv  nuisance  be  abated. 
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Dislocations     and     Joint-Fractures.        By     Freferic    J. 
Cotton,   A.M  .   M.D..    First   Assistant   Surgeon  to  the 
Boston  City  Hospital :  Assistant  Professor  of  Clinical 
Surgery    in    Tufts    College    Medical    School,    Boston. 
Large  octavo ;  654  pages ;  1201  illustrations.     Philadel- 
phia and  London :  W.  B.   Saunters  Co..  1910. 
Boston    surgeons — Bradford.    Lovett,    Scudder,    Painter, 
Goldthwait.    Codman,     Osgood,     Cotton,     Thorndike     and 
others — have  greatly  enriched  the  literature  of  the  diseases 
and   disorders  of   the  skeleton   and  skeletal  tissues ;   their 
contributions   have   been   numerous   and   important.     This 
work  of  Cotton's  will  rank  with  the  best  of  the  books  re- 
cently prepared  by  his  colleagues.  Indeed,  in  many  respects 
this  volume  is  a  sort  of  companion  to  Scudder's  also  excel- 
lent and  very  practical  treatise  on  Fractures. 

On  glancing  over  the  book  one  is  especially  impressed 
with  its  pictorial  richness  and  its  typographic  elegance.  A 
closer  survey  demonstrates  the  practical  character  of  its 
teachings  and  the  abundant  experience  of  its  author.  In- 
deed,  the  work  is  based  on  Cotton's  personal   experience, 


and  is  illustrated  chiefly  with  drawings  made  by  himself 
from  actual  cases. 

A  work  on  "minor  surgery"  which  takes  no  account  of 
the  major  maladies  from  which  the  minor  ones  must  be 
differentiated  is  of  little  service  as  a  guide.  For  the 
same  reason  a  work  on  Dislocations  which  does  not  amply 
discuss  other  joint  injuries,  lacks  completeness  as  a  clin- 
ical presentation.  Cotton  has  done  wisely,  therefore,  in 
including  joint-fractures  as  well  as  dislocations  in  his 
treatise. 

In  his  descriptions,  the  author  has  deliberately  avoided 
stereotyped  lines  and  time-worn  classifications.  There  _  is 
also  a  notable  scantiness  of  references  to  authorities 
which,  though  not  commendable,  was — as  the  preface 
states — deliberate. 

The  forms  of  treatment  recommended  are,  for  the 
most  part,  those  in  fairly  general  practice.  In 
matters  of  mechanics  and  classification  Cotton  departs 
more   often    from    accepted   views. 

This  work  will  perform  a  great  service  if  it  accom- 
plishes nothing  more  than  to  impress  "the  fact  that  each 
fracture  is  a  mechanical  problem  in  itself"  and  that  "the 
ancient  custom  of  treating  a  fracture  with  a  given  form 
of  reduction  or  putting  it  up  in  A's  or  B's  splint  is  no 
longer  adequate  practice."  Large  as  the  book  is  and 
abundant  as  are  the  illustrations,  we  believe  Cotton  might 
well  have  emulated  the  example  of  Scudder  and  made 
room  for  more  explicit  directions  concerning,  and  more 
illustrations  of,  the  applications  of  individual  dressings  and 
casts. 

Plaster  of  Paris  and  How  to  Use  It.     By  Martin  W. 
Ware,  M.D.,  Xew  York,  Adjunct  Attending  Surgeon, 
Mount  Sinai  Hospital;  Surgeon  to  the  Good  Samari- 
tan  Dispensary;   Instructor   of    Surgery,   N.  Y.    Post- 
Graduate    Medical    School.     Second    Edition,   revised 
and  enlarged.     Duodecimo;   99   pages;   90  original  il- 
lustrations.     New    York :    Surgery    Publishing    Co., 
1911.     Price  $1.25. 
In  this  edition   Ware  has  greatly  improved  his  already 
excellent   little   manual.     The  text  has   been  submitted  to 
careful  revision  and  much  has  been  added. 

Subject  headings  have  been  removed  from  the  center 
of  the  page  and  printed,  instead,  in  the  margins  in  red 
ink — adding  to  the  attractiveness  as  well  as  the  conve- 
nience of  the  book. 

Especially  is  this  edition  a  great  improvement  in  the 
matter  of*  illustrations.  About  thirty  new  illustrations 
have  been  added,  all  the  photographs  have  been  replaced 
by  good  drawings,  and  the  pictures  have  been  made  more 
uniform   in   size. 

The  chapter  on  plaster  of  Paris  in  dental  surgery,  con- 
tributed by  Dr.  Maurice  Green  to  the  first  edition,  has  been 
omitted  in  this  one.  Ware  might  appropriately  l.ave  intro- 
duced in  its  place  a  chapter  on  the  making  of  plaster  casts 
and  molds,  as  for  flat-foot  arches,  etc. 

Ware  deals  very  precisely  with  the  preparation  and  pres- 
ervation of  plaster  bandages,  and  with  the  application  of 
plaster  bandages  and  splints  to  various  fractures  and  dis- 
locations, and  to  the  deformities  and  diseases  of  the  spine, 
hip,  etc.  His  directions  are  practical  and  clear  and  in- 
clude what  not  to  do  as  well  as  what  to  do. 

His  is,  we  believe,  one  of  the  best  manuals  on  "plaster 
of  Paris  and   how  to   use  it." 

Text-Book    of    Operative    Surgery.      By    Dr.    Theoior 
Kocher,   Professor   of    Surgery   and    Director   of  the 
Surgical  Clinic  in  the  University  of  Bern.     Third  Eng- 
lish   Edition.      Authorized    translation    from   the    fifth 
German  edition.    By  Harold  J.  Stiles,  M.B.,  F.R.C.S., 
Edin.    Surgeon  to  the  Chalmers  Hospital,  Edinburgh, 
etc.;    and    C.    Balfour    Paul.   M.B.,   F.R.C.S.,    Edin.. 
Assistant  Surgeon,  Royal  Edinburgh  Hospital  for  Sick 
Children.     In  two  octavo  volumes;  723  pages;  415  il- 
lustrations.    New  York:    The  Macmillan   Co.,  1911. 
Cloth,  $12.00  net. 
Kocher's  "Operative  Surgery"  is  too  well  known  to  re- 
quire either  praise  or  extended   review.     No  surgical  mas- 
ter has  devised  as  many  original  operations  as  Kocher,  and 
since  this  work  is  based,  of  course,  on  his  own  vast  expe- 
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1.000    Surgical    Suggestions.       Practical     Brevities     in 

sis  ami  Treatment.     Bj    Wai  hk  M     B] 

rk,  Adjunct  Surgeon,  Mount  Sinai 
Hospital:  Editor-in-Chief,  American  Journal  of  Sur- 
W'itli  the  t  illaboration  of  Eli  Moschcowitz, 
Ml>;  James  P.  Warbasse,  M.D. ;  Harold  Hays, 
M.D.,  aid  Harold  Neuhof,  M.D.,  New  York,  \~-.i 
date  Editors.  American  Journal  of  Surgery.  Fourth 
Amet  in.       Duodecimo;     827     pages.       New 

York:  Surgery  Publishing  Co.,  1911.     Price  -    M 
That   tour  American  editions  and  a  German  translation 
"  should   have  appeared   in  five 
years  attests  the  popularity  of  this  small  volume  of  terse 
tl  "therapeutic  hints  and  diagnostic  wrinkles."     The 
number  of  contained   "suggestions"   has  quadrupled  since 
the  work  first  appeared  in  1906.  about  three  hundred  hav- 
ing been  added  to  those  in  the  last  issue,  of  which  number 
many    have    not    appeared    in    the    American    Journal    of 
Surgery.     We   believe  that  even   a  seasoned   surgeon  can- 
not  fail   to   find   among   the   thousand    paragraphs    in   this 
book  at   least  a    few  helpful   hints.     The   practitioner  will 
find  it  full  of  pointed,  practical  "tips." 

This  edition  appears  in  the  same  attractive  form  as  its 
predecessors — with  the  same  style,  but  larger  type,  india 
tint  paper  and  marginal  captions  in  red  ink. 

Nouveau  Traite  De  Chirurgie.     Public  sous  la  direction 
de  A.  Le  Dentu  et  Pierre  Delbet.    xxii.    Affections 
Chirurgicaies  de  I.j  Poitrine.   Par  Charles  Souligoux, 
Chirurgien   des  Hopitaux.     Octavo;  282  pages;  48  il- 
lustrations.   Paris:  J.  1'..  Bailliebe  et  Fii.s.  1911. 
This  volume  is  a  well  written,  up-to-date  exposition  of 
modern    surgery   of    the   chest.     It   deals   with   congenital 
malformations   of   the   thorax,    traumatisms   of    the   chest, 
fractures   of   the  ribs  and  sternum,   wounds  of  the   chest 
wall,   lung,   heart,   etc.,   phlegmons  and   abscesses,  tumors, 
hernia  of  the  lung  and  a  final  chapter  on  chest  surgery. 
The  newer  methods   and   discoveries   are  incorporated   in 
the  text,  particularly  the  surgical  treatment  of  tuberculosis 
of  the  lungs  and  of  emphysema. 

The  author  claims  that  the  Metzler-Auer  method  of  in- 
tratracheal insufflation  (he  calls  it  the  "Metzler"  method, 
by  the  way)  is  identical  with  that  of  Tuffier  and  Hallion 
and  should  be  known  by  their  name.  Evidently  he  fails  to 
recognize  the  fundamental  differences  between  these  two 
apparatuses,  as  Metzler  does  not  employ  any  means  to 
shut  off  the  air  passages  by  a  diaphragm  or  balloon,  and 
uses  continuous  insufflation. 

The     Principles     and     Practice     of     Bandaging.       Bv 
Gwilym    G.    Davis,    M.D.,    Professor    of    Orthopedic 
Surgery'.  University  of  Pennsylvania,  etc.     Third  Edi- 
tion, revised.  Duodecimo :  128  pages ;  164  original  draw- 
ings   by    the    author.      Philadelphia :    P.    Blakiston's 
Son  &  Co.,  1911.     Price,  $1.00,  net. 
This  elementary  but  excellent   manual   has  been  before 
the  profession  for  twenty  years.    In  this  edition  it  is  large- 
ly   rewritten   and   the  illustrations  have   been   redrawn   by 
the  author.     The  book   describes  the   applications   of   the 
roller,  the  tailed  and  the  handkerchief  bandage. 


Plastic  and   Cosmetic  Surgery      Bj    Frederick    Sn 
ECollEj  Mi'.   New    York,    luthor  .>i      rhe   X  Rays 
I  In  w    Production  and    application,"  "Medico-Surgical 
Radiography"       and      "Subcutaneous       Hydrocarbon 
Protheses."     Octavo;    -".11     pages;    522    illustration 
New    York   and    London:    1>.    \pplkton    &    I  o .   1911 
Cloth, 
While   most    .'i'   tlu-   material   that   concerns   this   work 
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the  longest   chapter   (120  pages)   and  the  best,  i^  that 
devoted    to    Subcutaneous     Hydrocarbon     Protheses,    on 
which   subject   the   author   previously    published    a    small 
monograph. 

In  a  very  short  chapter  Electrolysis  in  Dermatology, 
Kolle  dismisses  the  treatment  of  warts,  nevi,  scars,  tattoo 
marks  and  superfluous  hair.  Their  management  by  means 
.lytic  is  not  described  in  the  book. 
Since  this  work  is  presumably  addressed  to  surgeons  or, 
at  any  rate,  to  practitioners,  chapters  II  and  III  describing 
and  illustrating  sterilizers  and  other  operating  room  para- 
phernalia are   quite   unnecessary. 

An  Introduction  to  Dermatology.     By  Norm  w  Walker, 

M.D.,  F.R.C.P.,  Physician  for  Diseases  of  the  Skin. 
The  Royal  Infirmary,  Edinburgh.  Fifth  Edition.  Duo- 
decimo; 316  pages;  43  colored  plates  and  79  illustra- 
tions in  the  text.  New  York:  Wm.  Woon  &  Co.,  1911. 
The  term  "introduction"  indicates  the  scope  of  this  work 
admirably.  By  judicious  omission  and  proportionate  plac- 
ing of  the  text  the  author  has  furnished  us  with  a  book 
that  is  eminently  practical.  The  author  discusses  fully  the 
commoner  diseases  of  the  skin;  those  less  frequently  met 
with  are  merely  accorded  the  essentials,  while  the  rarer  dis- 
eases are  not  mentioned.  Especial  attention  is  paid  to  diag- 
nosis and  details  of  treatment,  although  pathology  is  given, 
where  knowledge  of  the  lesion  is  essential  to  the  proper 
understanding  of  the  disease.  The  author  gracefully 
acknowledges  his  indebtedness  to  Unna's  teachings,  and 
the  influence  of  this  master  is  manifest  throughout  the 
text.  His  classification  is  entirely  Unna's.  Walker's  style 
is  charged  with  individuality.  It  is  direct,  homely  and 
persuasive.  The  reader  is  never  left  in  doubt  as  to  the 
author's  views,  and  his  recommendations  are  set  forth  posi- 
tively. The  illustrations  are  as  attractive  as  the  text.  The 
43  full-page  colored  plates  from  wax  "moulages"  are  as 
good  as  any  we  have  ever  seen.  The  perusal  of  this  work 
has  afforded  us  much  pleasure. 

The  Sexual  Disabilities  of  Man  and  their  treatment.    By 

Arthur   Cooper.   M.D.     Second  Edition      197   pages. 

New  York :  Paul  B.  Hoeber.    $2.00. 

The  first  edition  of  this  excellent  conservative  volume 

was  reviewed  in  these  columns  in  December,  1909.     While 

there  has  been  a  free  addition  to  the  subject  matter,  the 

clearness   of   statement   has  not   been  lost.     As  a  concise 

exposition    of    the     facts    already    determined    regarding 

sterility  and   impotence  the  second  edition  should  receive 

a  warm  welcome. 
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Hospital  Management.  A  Handbook  for  Hospital 
Trustees,  Superintendents,  Training  School  Principals, 
Physicians  and  all  who  are  actively  engaged  in  pro- 
moting hospital  work.  Edited  by  Charlotte  A. 
Aikens.  formerly  Superintendent  of  the  Columbia 
Hospital,  Pittsburg,  etc.,  etc.  Duodecimo ;  488  pages ; 
illustrated.  Philadelphia  and  London :  W.  B.  Saun- 
ders Co.,   1911.     Cloth,  $3.00,  net. 
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A  Few  General  Observations  Relating  to  the  Subject 
of  Fractures.  R.  T.  Morris,  New  York.  Interna- 
tional Journal  of  Surgery,  May,  1911. 
According  to  this  writer  "all  fractures  should  be  exam- 
ined with  the  fluoroscope  in  advance  of  as  well  as  after 
attempts  at  reduction."  Many  surprising  conditions  are 
thereby  disclosed.  It  is  unusual,  according  to  Morris,  for 
a  proper  reduction  of  a  fracture  to  be  obtained  without  an- 
esthetizing the  patient.  As  a  result  of  what  the  .r-rays 
have  taught  us,  we  now  know  that  there  is  no  longer  any 
classical  splint.  It  is  of  greatest  importance  to  overcome 
muscular  spasm  before  applying  permanent  splints;  only  in 
this  way  will  splints  act  properly.  Morris  finds  that  pieces 
of  rubber  tubing  are  often  valuable  when  bandaged  be- 
tween bones  in  order  to  pry  the  fragments  of  a  fractured 
bone  away  from  a  normal  bone  (radius  from  ulna,  for 
example).  The  writer  believes  that  "massage  in  acute 
fracture  cases  is  a  subject  which  is  to  develop  and  occupy 
a  much  larger  field  than  it  previously  has  done." 

Artificial  Impaction  in  Hip  Fracture.  F.  J.  Cotton, 
Boston.  The  American  Journal  of  Orthopedic  Sur- 
gery, May,  1911. 

In  the  form  of  a  preliminary  communication  Cotton  re- 
ports two  cases  of  non-impacted  fracture  of  the  hip  in 
which  he  deliberately  induced  impaction.  He  considers  it 
"rather  strange,  in  view  of  the  admittedly  poor  prognosis 
of  unimpacted  hip  fractures,  that  no  one  seems  to  have 
reached  the  obvious  inference  as  to  treatment."  It  is  espe- 
cially in  old  individuals  that  we  have  to  deal  with  a  broken 
femoral  neck,  in  which  "two  surfaces  of  thin  cancellated 
bone  structure  are  reinforced  by  a  mere  shell  of  cortical 
bone." 

Cotton's  first  case  was  an  elderly  woman  who  had  sus- 
tained an  unimpacted  fracture  of  the  neck  of  the  femur. 
Under  anesthesia,  three  days  after  the  injury,  traction  was 
employed  to  reduce  the  half-inch  shortening,  and  a  half- 
dozen  blows  were  carefully  given  with  a  wooden  mallet  to 
the  protected  great  trochanter.  Examination  then  showed 
that  impaction  had  been  induced,  subsequently  verified  by 
.r-ray  examination.  The  immediate  and  the  final  results 
were  good.  The  second  case  was  one  of  fracture  of  the 
femoral  neck  close  to  the  trochanteric  line.  The  same 
treatment  was  applied.  The  immediate  result  was  good, 
but  the  final  result  could  not  be  ascertained  because  the 
patient  disappeared  from  observation. 

Abdominal  Pain  and  Tenderness,  Muscular  Rigidity, 
Etc.,  in  Thoracic  Disease — Pneumonia  and  Peri- 
carditis. Arthur  R  Edwards,  Chicago.  Journal  of 
the  American  Medical  Association,  June  17,  1911. 
Edwards  reports  the  simulation  of  abdominal  disease  by 
deep  tenderness,  muscular  rigidity,  collapse  and  the  Hippo- 
cratic  abdominal  symptoms  of  rupture  and  peritonitis  in 
purely  thoracic  affections,  one  of  pneumonia  operated  on 
for  perforation  and  peritonitis,  but  proving  to  be  pneu- 
monia, and  the  other  of  pericarditis  and  upper  lobe  pneu- 
monia simulating  peritonitis.  He  reviews  briefly  the 
symptoms  as  described  in  the  literature  and  insists  on  the 
following  points  as  proper  to  be  considered:  "1.  Pneu- 
monia, pleurisy  and  pericarditis,  at  their  very  onset,  may 
present  absolutely  no  symptom  other  than  the  abdominal 
findings.  2.  These  phenomena  of  invasion  may  completely 
resemble  appendicitis,  peritonitis  of  other  etiology  or  even 
the  collapse  of  perforation.  3.  Diagnostic  errors  and  un- 
necessary operations  may  be  unavoidable.  Immediate  op- 
eration is  imperative,  and  the  small  percentage  of  error  is 
negligible  in  comparison  with  the  benefits  of  early  opera- 
tion in  genuine  indications  (particularly  as  80  per  cent,  of 
patients  operated  on  under  a  mistaken  diagnosis  recover). 
4.  The  tenderness  does  not  always  remit  with  deep,  flat 
pressure,  and  relaxation  of  the  abdominal  parietes.  between 


respirations,  is  not  invariable.  5.  The  general  symptoms 
do  not  invariably  overshadow  the  local,  the  latter  at 
times  being  the  more  salient." 

Trypsin  Treatment  of  Surgical  Tuberculosis.  i/»r 
Trypsinbchandlung  der  Chirurgischen  Tuberculose.) 
W.  Baetzner,  Berlin.  Archiv  fur  KHnische  Chir- 
urgie,  Vol.  95,  Part  i. 
The  application  of  fermentation,  by  means  of  trypsin  so- 
lutions, in  the  treatment  of  localized  surgical  tuberculosis, 
was  first  advocated  by  Jochmann  and  Baetzner  in  1908. 
Since  that  time  several  other  investigators  have  studied  the 
effects  of  this  treatment  in  cases  of  surgical  tuberculosis. 
To  group  together  the  results  of  Baetzner's  additional  ex- 
perience as  well  as  the  observations  of  other  writers:  Tryp- 
sin therapy  has  given  good  results  in  the  treatment  of 
tuberculous  abscesses  of  the  soft  parts,  fistulae  following 
tuberculous  adenitis,  tuberculous  tenosynovitis,  joint  and 
bone  tuberculosis.  Trypsin  treatment  will  certainly  sup- 
plant iodoform-glycerin  treatment  in  all  those  cases  in 
which  the  latter  therapy  is  being  employed  at  the  present 
time ;  for  trypsin  applications  give  quicker  and  more  per- 
manent results  and  less  marked  general  and  local  reactions, 
and  never  lead  to  the  serious  (sometimes  fatal)  poisonous 
manifestations  of  iodoform-glycerin  therapy.  Trypsin  may 
be  employed  in  all  ambulant  cases.  According  to  Baetz- 
ner's experience,  trypsin  treatment  may  lead  to  cure,  with- 
out any  other  treatment,  in  cases  of  bone  or  joint  tubercu- 
losis complicated  by  suppurating  sinuses.  There  may  even 
be  regeneration  of  destroyed  bone  and  partial  return  of 
function  to  involved  joints. 

Value  of  Vaccines  in  the  Treatment  of  Infections  of 
the  Urinary  Tract.  H.  Cabot,  Boston.  The  Ameri- 
can Journal  of  Urology,  April,  1911. 

This  paper  is  based  on  a  good-sized  series  of  cases  that 
have  been  carefully  followed  for  considerable  periods  of 
time.  Tuberculous  and  gonorrheal  infections  are  ex- 
cluded, so  that  the  report  is  confined  to  infections  due  to 
the  colon  bacillus  and  the  pyogenic  cocci.  Practically 
all  the  cases  were  proven  by  animal  inoculation,  .r-ray  ex- 
amination, cystoscopy,  etc.  Cabot  takes  the  standpoint  that 
persistence  of  bacteriuria  renders  the  patient  liable  to  re- 
currence of  the  symptoms  and  such  cases  cannot  be  called 
cured. 

The  author's  conclusions  are:  1.  The  use  of  vaccines 
(bacterius)  is  followed  by  improvement  of  the  symptoms 
in  more  than  one-half  the  cases.  2.  Vaccines  have  little  ef- 
fect on  the  bacteriuria.  3.  The  results  are  practically  the 
same  whether  the  lesion  is  in  the  upper  or  the  lower  uri- 
nary tract. 

Results   in   the    Treatment   of   Thirty   Cases    of    Otitis 
Media    by    Vaccine    Therapy.      C.    L.    McDonald, 
Cleveland.      Journal    American    Medical    Association, 
June  3,  1911. 
McDonald  finds  autogenous  vaccines  of  decided  value  in 
subacute   cases,   but  less  reliable   in   chronic  ones.     In  the 
former  it  is  the  best  treatment,  but  in  the  latter  it  should 
be  employed  when  other  methods  fail,  and  may  be  consid- 
ered a  means  capable  of  producing  some  improvement  in 
about  50  per  cent,  of  cases,  and  occasionally  a  strikingly 
favorable  result.  In  the  subacute  condition  no  other  method 
is  equal  to  it,  and  its  early  use  will  greatly  diminish  the 
large  number  of  chronic  cases. 

Chronic  Glanders  in  Man;  Report  of  a  Case;  Patient 
Treated    with    Glanders    Vaccine.      W.    C.    Cramp, 

Xew  York.     Journal  American    Medical    Association, 

May  13.  1911. 
A  survev  of  the  literature  of  the  subject  brings  out  two 
salient  facts:  first,  chronic  glanders  in  man  is  very  rare 
unless  many  mistakes  in  diagnosis  have  been  made;  sec- 
ond, the  mortality  is  extremely  high,  only  6  per  cent,  of 
cures  having  been  reported.  In  view  of  these  facts  he 
offers  a  report  of  a  case  of  interest  on  account  of  the 
apparent  cure  from  the  use  of  glanders  vaccine.  Cases  of 
the  disease  existing  over  six  weeks  are.  according  to  Robin 
and  Bollinger's  rule,  to  be  considered  as  chronic.  The 
patient  in  this  case  has  been  free  from  any  symptoms  of 
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Ascites  Treated  by   Lymphangioplasty.       R      Vtkinson 
Stoxey   and   T.    Gillman    M  lublin.      The 

Lancet,  April  22.  1911. 

Sampson  Handley's  operation  of  lymphangioplasty 

is  still  in  its  infancy,  all  recorded  cas.  -  rest  to 

study.     The  case  here  recorded  was  then  of  a  man  of  20 
with  marked  ascites  due  to  hepatic  cirrhosis  of  unknown 

rapping  had  become  necessary  every  two  weeks. 
Mr     Stoney    performed    the   operation    described    below    on 

1910.  At  the  operation  the  diagnosis  of  cirrhosis 
of  the  liver  was  confirmed.  The  liver  capsule  was  firm 
and  white,  and  the  general  peritoneum  was  much  thicker 
than  normal. 

The  abdomen  was  opened  close  to  the  left  linea  semilu- 
naris by  a  5-inch  in  ling  to  just  al 
bilicus.  The  sheath  of  the  rectus  was  opened  and  the 
muscle  displaced  towards  the  middle  line,  and  the  pos- 
terior wall  of  the  sheath  and  peritoneum  were  opened  to- 
gether. A  large  quantity  of  fluid  (over  two  quart-  was 
allowed  to  escape  from  the  abdominal  cavity,  though  this 
was  by  no  means  all  that  it  contained.  The  vessels,  es- 
pecially the  veins,  of  both  the  posterior  and  anterior  ab- 
dominal walls  were  greatly  enlarged.  The  parietal  peri- 
toneum was  thick,  whitish,  and  somewhat  rough,  with 
slightly  granular  red  patches  scattered  over  it.  the  liver 
was  enlarged,  firm  and  smooth,  with  no  adhesions ;  the 
spleen  was  about  normal  in  size,  firm,  and  with  a  few  ad- 
hesions between  its  parietal  surface  and  the  abdominal 
wall.  The  intestines  were  pushed  over  to  the  right,  and 
the  left  iliac  fossa  was  freely  exposed  by  full  retraction 
of  the  edges  of  the  wound.  A  curved  needle,  threaded 
with  thick  twisted  silk  (Xo.  10),  was  passed  through  the 
peritoneum  covering  the  posterior  abdominal  wall  out- 
side the  iliac  colon  from  above  the  crest  of  the  ilium  to 
below  Poupart's  ligament  by  means  of  four  or  five 
stitches,  each  about  an  inch  in  length,  so  that  the  strand 
lay  alternately  in  the  muscles  of  the  lumbar  region  and 
iliac  fossa  and  in  the  peritoneal  cavity  ;  the  upper  end  of 
the  suture  which  lay  free  in  the  abdomen  was  knotted,  and 
the  lower  end  was  pushed  by  means  of  a  director  into  the" 
tissues  of  the  thigh,  passing  behind  Poupart's  ligament. 
Three  parallel  strands  of  this  nature  were  passed,  all  to 
the  outer  side  of  the  iliac  colon.  In  a  similar  manner 
three  strands  of  the  same  silk  were  passed  through  the 
peritoneum  and  muscles  of  the  anterior  abdominal  wall 
parallel  to  the  incision,  two  to  the  inner  side  and  one  to 
the  outer ;  these  were  about  eight  inches  in  length  and 
each  end  lay  knotted  in  the  peritoneal  cavity.  All  the 
sutures  were  drawn  taut  so  as  to  leave  no  loops  projecting 
into  the  abdomen  which  might  afterwards  allow  a  piece  of 
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Subsequent  to  the  operation  some  ascitic  fluid  again  col- 
lected, but  more  slo  abundantly  than  before, 
and  it  was  thought  .advisable  to  tap  the  abdomen  six 

he    insertion    of    the    silk    drains.      On    this    o 
136  oz.   of   fluid    were   removed.      No    further   accumulation 
of  fluid  took  place  between  that  date  and  July  8,  » 
patient  returned  home.     During  the  summer  the  man  took 
part   in    the   ordinary   work   of    a    farm   and   felt   perfectly 

ccept  that  his  breath  was  rather  short  if  unusual 
exertion  was  undertaken.     Si\  months  after  the  operation 

:;:ied  to  hospital  at  request.  He  still  showed  a  little 
blueness  about  the  lips,  but  otherwise  was  apparently 
well.     The  abdomen  was  almost  normal  in  size  and  con- 

practically  no  fluid;  the  liver  was,  of  course,  still 
palpable  and  enlargi  aa  in   the  neighborhood  of 

the  scar  could  be  detecti  d,  so  that  the  result  if  attributable 
to  the  operation  left  nothing  to  be  desired. 

The  improvement  which  occurred  is  not  necessarily  the 
result  of  the  lymphangioplasty.  Ascites  of  the  type  pre- 
sented may  disappear  spontaneously,  as  actually  occurred 
for  a  time  in  this  case  during  the  first  stay  in  hospital,  or 
may  disappear  after  a  simple  laparotomy.  The  fact,  bow 
ever,  that  some  fluid  reaccumulated  after  the  operation 
suggests  that  the  mere  laparotomy  was  not  of  itself  the 
cause  of  the  later  improvement,  but  rather  that  the  re- 
accumulation  took  place  prior  to  the  establishment  of  an 
efficient  circulation  via  the  silk  lymphatics,  and-  that  once 
a  sufficient  circulation  was  attained  no  further  transuda- 
tion accumulated. 

The  Test  of  Labor  in  General  and  Hospital   Practice. 

By  R.    Peterson,  Arm   Arbor.     American   Journal  of 

Obstetrics,  May,  1911. 
By  test  of  labor  is  meant  to  allow  the  uterine  contrac- 
tions a  reasonable  length  of  time,  in  order  to  see  whether 
they  will  drive  the  fetus  through  the  bony  pelvis  and  soft 
parts.  This  test  is  applied  variously  by  different  men. 
One  man  is  willing  to  wait  two  days  if  the  condition  is 
not  serious,  another  becomes  impatient  at  the  slightest  de- 
lay. One  kind  of  treatment  may  result  as  disastrously  as 
the  other.  The  trouble  is  that  the  general  practitioner  does 
not  know  enough  about  the  three  important  factors — the 
size  of  the  pelvis,  the  size  and  position  of  the  fetus  and 
the  efficiency  of  the  uterine  contractions.  Because  the 
majority  of  women  come  through  all  right  the  physician  is 
apt  to  trust  to  luck. 

Pelvimetry  is  no  harder  to  learn  than  cardiac  ausculta- 
tion. It  is  wrong  to  let  a  woman  go  into  labor  without 
knowing  her  measurements.  Because  the  external  measure- 
ments are  normal  it  does  not  follow  that  the  labor  will  be 
easy.  With  a  very  large  child  or  ineffectual  pains  dystocia 
may  ensue. 
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If  the  external  conjugate  is  below  18-19  cm.  it  probably 
means  that  the  pelvis  is  somewhat  flattened.  Knowing 
this,  before  labor,  the  physician  is  prepared  for  some  de- 
gree of  dystocia  and  does  not  fret  because  the  first  stage  is 
long.  Knowing  the  cause  of  the  dystocia  he  is  better  pre- 
pared  to   deal   with  it. 

Furthermore,  this  knowledge  enables  him  to  watch  the 
patient  without  too  many  vaginal  examinations  and  the 
accompanying  danger  of  sepsis.  Mortality  and  morbidity 
are  high  as  a  result  of  too  much  fussing.  Knowing  the 
pelvic  measurements,  the  physician  is  better  able  to 
judge  when  delay  is  due  to  ineffective  pains,  and  when  the 
contractions  are  weak  he  can  apply  the  test  of  labor  in- 
definitely in  these  cases,  as  long  as  mother  and  fetus  are 
doing  well, 

Several  illustrative  cases  are  reported.  Peterson  con- 
cludes by  saying  that  in  a  well  appointed  maternity  hos- 
pital, with  all  aseptic  surroundings  and  by  skilled  hands, 
one  need  not  wait  as  long  as  in  the  home.  In  borderline 
cases  of  pelvic  contraction  the  patient  should  then  be  given 
every  chance  of  spontaneous  delivery.  Forceps  should 
then  be  gently  applied.  If  these  fail,  and  in  the  presence 
of  possible  sepsis,  perforation  is  preferable  to  Cesarian  sec- 
tion, as  in  this  way  the  chances  of  at  least  saving  the 
mother  are  greatly  increased. 

Remarks    on    "Appendicular    Dyspepsia"    and    on    the 
Treatment   of   Diffused   Peritonitis.     C.    B.    Maun- 
sell,  Dublin.  -British  Medical  Journal,  May  6,  1911. 
By  the  term  "appendicular  dyspepsia,"  the  author  refers 
to  "a  group  of  symptoms,  and  perhaps  signs,  which  point 
so   strongly  to   organic,   gastric,   or   duodenal   disease   that 
it  is  only  by  most  careful  examination  or  by  the  super- 
vention  of   definite  appendicular   symptoms  that  a  correct 
diagnosis   is   probable."     Maunsell   reports  three   cases  of 
this    type   in    which    the    dyspeptic    symptoms    disappeared 
completely  after  the  appendix  has  been  removed.     Maunsell 
also  reports  his  complete  conversion  to  the  Murphy  non- 
flushing  method  of  treatment  of  diffuse  peritonitis. 

Retrograde    Venous    Embolism    as   a    Cause    of    Acute 
Gastric  and  Duodenal  Ulcer.    D.  P.  D.  Wilkie,  Ed- 
inburgh.    Edinburgh  Medical  Journal,  May,  1911. 
As  the  result  of  a  rather  painstaking  and  extensive  series 
of  annual  experiments,  Wilkie  offers  the  following  conclu- 
sions : 

(1)  Thrombosis  of  veins  of  the  omentum  is  readily  pro- 
duced by  mechanical,  thermal,  and  bacterial  agencies. 

(2)  From  thrombosed  omental  veins  emboli  may  fre- 
quently separate,  probably  owing  to  the  periodic  vasodila- 
tation and  contraction  associated  with  the  ingestion  of 
food. 

(3)  Emboli  from  veins  in  the  omentum  may,  under  cer- 
tain circumstances,  be  carried  up  gastric  veins  and  become 
impacted  in  the  venous  plexus  of  the  submucous  coat  of 
the  stomach,  and  determine  a  gastric  ulcer. 

Beyond  this  it  is  impossible  to  go  at  present,  but  these 
experimental  results  prompt  certain  suggestions  in  regard 
to  the  etiology  of  gastric  and  duodenal  ulcers  in  the  human 
subject  which  can  only  be  decided  by  prolonged  and  ex- 
tensive clinical  investigation.     These  suggestions  are : 

(1)  That  the  hematemesis  sometimes  met  with  in  cases 
of  acute  appendicitis  is  due  to  an  acute  gastric  ulcer  re- 
sulting from  blockage  of  a  gastric  vein  by  a  septic  em- 
bolus from  a  thrombosed  omental  vein. 

(2)  That  on  similar  lines  the  omental  vessels  may  form 
the  connecting  link  in  the  association  of  chronic  gastric 
or  duodenal  ulcer  with  an  inflammatory  process  in  the 
lower  abdomen.  One  might  even  go  further  and  suggest 
that  the  relatively  greater  frequency  of  duodenal  ulcer  in 
the  male  is  directly  associated  with  his  greater  liability  to 
appendical  trouble  and  consequent  involvement  of  the  right 
border  of  the  omentum,  whilst  the  relatively  greater  fre- 
quency of  ulceration  of  the  body  of  the  stomach  in  the 
female  is  associated  with  her  exposure  to  pelvic  inflam- 
matory trouble  which  may  occur  on  either  side  and  may 
involve  any  portion  of  the  omentum. 

The  ulcers  which  were  produced  experimentally  were  of 
the  acute  type,  and  they  tended  to  heal  up  readily,  for  the 
animals  used  were  healthy,  and  lacked  the  very  important 
factors  which  appear  to  determine  the  chronicit'v  of  gastric 


ulcers  in  the  human  subject,  namely,  the  general  irritability 
of  the  gastric  mucosa  and  the  altered  secretory  function 
of  the  gastric  glands. 

(3)  The  occurrence  of  embolism  of  veins  in  the  pan- 
creas, followed  by  hemorrhages  into  the  pancreatic  tissue, 
after  the  injection  of  artificial  emboli  into  omental  veins, 
suggests  the  possibility  of  portal  embolism  playing  a  part 
in  the  etiology  of  some   cases  of  acute  pancreatitis. 

Wilkie  produced  his  artificial  emboli  by  thrombokinase, 
olive  oil,  and  suspension  of  charcoal  and  dermatol  in  olive 
oil. 

Gastric  and  Duodenal  Adhesions  in  the  Gail-Bladder 
Region  and  Their  Diagnosis  by  the  Roentgen  Rays. 
George  E.  Pfahlee,  Philadelphia.  Journal  of  the 
American  Medical  Association,  June  17,  1911. 
If  adhesions  in  the  gall-bladder  region  have  taken  place 
we  have  in  the  Roentgen  rays  a  means  of  diagnosis  which 
is  distinctly  more  valuable  than  the  direct  examination  for 
gall-stones.  Recognition  of  the  effects  of  these  adhesions 
will  explain  the  indefinite  symptoms  occurring  in  these 
cases.  The  anatomic  conditions  must  be  understood.  The 
normal  stomach  is  situated  on  the  left  side  of  the  abdomen 
seldom  extending  more  than  an  inch  beyond  the  median 
line  when  in  the  standing  posture.  The  pylorus  is  located 
about  an  inch  above  the  umbilicus,  and  the  lower  pole  in 
the  normal  stomach  is  about  on  a  level  with  the  lower 
pole  of  the  pylorus,  but  in  the  average  adult  it  is  distinctly 
lower  and  may  be  as  low  as  the  crest  of  the  pubes  in  gas- 
troptosis.  In  chronic  cholelithiasis  and  cholecystitis  the 
swelling  of  the  liver  and  gall-bladder  causes  them  to  ap- 
proach the  duodenum  and  stomach  and  conduces  to  ad- 
hesions between  the  organs.  When  the  swelling  goes  down 
they  pull  the  duodenum  and  stomach  upward  and  to  the 
right,  and  the  clinical  symptoms  appear  during  the  period 
of  digestion  when  the  motor  function  of  the  stomach  is 
at  its  height,  and  especially  when  the  adhesions  interfere 
with  the  emptying  of  the  gall-bladder,  causing  a  dragging 
after  a  large  meal.  During  active  peristalsis  these  adhe- 
sions are  pulled  on,  and  if  there  is  an  inflammation  an  ach- 
ing pain  is  felt.  In  these  cases  he  examines  the  gall-blad- 
der region  to  detect  if  possible  the  presence  of  stones,  and 
he  gives  the  usual  bismuth  mixture  (bismuth  subcarbon- 
ate,  1  ounce  to  a  glass  of  buttermilk),  and  observes  it 
carefully  by  the  fluoroscope,  the  patient  standing.  Instead 
of  dropping  quickly  to  the  lower  pole,  as  it  does  normally, 
it  is  carried  more  slowly  to  the  right  of  the  median  line 
and  directly  above  the  umbilicus.  The  influence  of  pres- 
sure on  the  stomach  must  also  be  studied.  He  also  be- 
lieves that  taking  a  plate  is  equally  important,  and  makes 
one  or  more  after  the  fluoroscopic  work.  The  adhesions 
of  course  influence  the  position  of  the  stomach  and  duo- 
denum. _  Sometimes  the  latter  alone  may  be  chiefly  affected. 
Conclusions  as  to  the  position  are  of  no  value  unless 
they  are  based  on  a  full  knowledge  of  the  normal  position 
of  the  stomach  and  the  conditions  which  influence  it.  such 
as  pressure,  varying  degrees  of  fulness,  etc.  The  effects 
of  adhesions  on  the  peristaltic  waves  should  also  be  ob- 
served by  the  fluoroscope.  Adhesions  due  to  carcinoma 
can  sometimes  be  recognized  by  the  encroachment  on  the 
stomach  lumen,  but  the  general  history  and  other  evidence 
and  even  an  exploratory  operation  may  be  necessary. 

Innocent  Gall-Stones  a  Myth.  Wm.  J.  Mayo,  Roches- 
ter. Journal  American  Medical  Association,  April  8, 
1911. 
Mayo  says  that  the  old  idea  of  gall-stones  without  symp- 
toms must  now  be  acknowledged  to  be  incorrect.  We  have 
become  better  informed  by  operative  experience  with  the 
disease.  He  questions  the  high  percentage  of  gall-stones 
in  the  general  population  as  estimated  by  some  good  au- 
thorities and  thinks  that  it  is  more  probable  that  not  over 
0.5  per  cent,  would  be  a  fair  estimate  of  the  frequency  of 
gall-stones  in  individuals  of  all  ages,  although  evidence  at 
hand  shows  that  from  5  to  8  per  cent,  of  women  and  from 
2  to  4  per  cent,  of  men  have  gall-stones  after  the  age  of 
50.  The  symptoms  may  not  be  recognized  as  regards  their 
source  though  appreciable  to  the  individual  and  to  the  ob- 
server. He  has  been  impressed  with  this  fact  on  finding 
undiagnosed  gall-stones  in  operating  on  women  for  pelvic 
trouble.     After  the  recovery  of  the  patient  he  has  nearly 
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.  tor)    historj 
t<   ial  causation  i 
is  probably  correct,  though  it  is  difficult  to  demon- 
strate it  experimentally.     Their  rmation  is  in 
bladder,   and    Mayo   describes   and   discusses   the 
ij   ,iml  functi                                  It  cannot  bi 
sidered  merely  a  storage-house  for  bile,  he  says,  and  it  is 
most  n                     suppose  thai  its  (unction  is  to 
temporarily  the  pressure  on  the  common  and  hepatic  ducts 
and  also,  it   necessary,   the  ducts  oi    the   pancreas       An- 
other function  is  the  production  of   mucus  which,  mixed 
with  the  bile,  protects  in  a  measure  the  pancreas  from  in- 
jury it  tlie  mixture  is  forced  into  tlie  pancreatic  duct.  That 
the  gall-bladder  is  important   ;is   a   means   oi    proti 

reas,  is  evident,  and  this  is  an  argu- 
ment against  it >  unnecessary  removal.  The  greater  fre- 
quency of  gall-stone  disease  in  women  than  in  men  must 
depend  on  some  sexual  difference;  90  per  cent,  of  the  cases 
in  women  are  in  those  who  have  borne  children,  and  90 
per  cent,  of  these  identify  the  beginning  of  the  symptoms 
with  some  particular  pregnancy.  Every  patient  with 
be  questioned  intelligently 
to  obtain  any  former  histoi  tone  colic,  since  this 

may  have  escaped  the  patient's  attention.    Gall-stone  dis- 
tmetimes    causes    serious    circulatory    disturbances, 
such   a-  endocarditis,   which,   though  rare,  is  of  a  specific 
type  and  in  its  origin  is  coincident  with  the  gall-stone  at- 
aggravate  the  heart  action.  While 
.  this  is 
not  always  the  case,  but  the  patient  still  requires  operative 
relief.    It  is  usually  in  these  cases  accompanied  by  habitual 
tenderness   in   the   region  of  the  gall-bladder  and  colic  is 
not  so  prominent.     I  3  were  found  in  more  than 

two-thirds  of  the  patients  operated  Stones 

were  found  in  the  common  duct  in  531  cases  with  an  oper- 
ative mortality  of  6.5  per  cent.,  while  serious  complications 
involving  the  liver,  duodenum,  transverse  colon,  etc.,  were 
the  rule.  Carcinoma  was  found  in  eighty  live  cases  (2.25 
per  cent.").  In  a  number  of  the  cases  slightly  advanced 
cases  of  carcinoma  were  accidentally  encountered  before 
they  had  advanced  sufficiently  for  diagnosis  in  removing 
thick-walled  functionless  gall-bladders,  and  five  of  these 
patients  are  still  alive  and  well  from  two  to  six  years  after 
operation.  Gall-stones  are  foreign  bodies  and  Mayo  asks 
why  delay  operation  until  complications  ensue.  In  their 
experience  at  Rochester  simple  operation  for  uncomplicated 
gall-stones  has  had  a  mortality  of  less  than  0.5  per  cent., 
and  this  was  due  more  to  the  condition  of  the  patient  than 
to  the  operation.  While  temporary  palliation  may  be  ob- 
tained with  non-operative  measures,  the  patient  can  only 
be  thoroughly  cured  through  surgery. 
Impermeable  Cardiospasm  Successfully  Treated  by 
Thoracotomy  and  Esophagoplication.  Wii.i.y  Mey- 
er. Xew  Y<>rk.  Journal  American  Medical  Association, 
May  20,  1911. 
Willy  Meyer  reports  a  case  of  impermeable  cardiospasm 
which  may  be  of  some  practical  value  on  account  of  the 
operative  method  employed.  The  success  of  the  operation 
was  due.  he  thinks,  first,  to  the  forcible  separation  of  both 
pneumogastrics  from  the  esophagus,  tearing  the  many 
tiny  nerve  fibers  that  enter  it  from  either  side,  and  second, 
to  the  artificial  reduction  of  the  circumference  of  the  di- 
lated pouch  of  the  esophagus  by  a  double  esophageal  plica- 
tion after  the  manner  of  Kader's  gastrotomy.  The  opera- 
tion was  performed  under  differential  pressure  by  means 
of  the  positive  chamber  in  use  at  the  German  Hospital 
since  1002.  The  patient  was  returned  to  the  apparatus  on 
account  of  respiratory  trouble  the  day  after  the  operation 
and  left  in  it  for  almost  ten  hours.  Meyer's  experience  in 
this  case  has  led  him  to  question  the  entire  applicability  of 
air-tight  closure  of  the  thorax  as  soon  as  the  intrathoracic 
work  is  finished.  Instead  of  air-tight  closure,  he  thinks, 
it  will  be  necessary  for  us  to  learn  how  to  drain  the 
thorax  during  the  first  twenty-four  hours  or  longer  after 
a  severe  thoracic  operation,  without  incurring  the  dangers 
of  a  pneumothorax.  One  of  the  ways  of  doing  this  is 
the  use  of  the  differential  pressure  chamber.  Another  way 
would  be  to  apply  a  sort  of  valve  dressing  permitting  of 
drainage. 


Surgical    Relationship    Between    Uterine    Fibroids    and 

Loss  of  Cardiac  Compensation.    K     I      Payne,   Not 

folk.   Va.      Journal  oj   the  American  Med 

Hon,  Maj  6,  1911 

'I  here    is    a    definite    relation    between    lihromv. nn.il. i    and 

ociated    condition     of    lost     cardiac    compensation, 

meaning  bj  this  latter  term  the  symptoms  resulting   from 

ol   normal  cardiovascular  tone.     Payne  report    two 

|  of  which  the  cardiac  symptoms  ceased  after 
operation  for  the  tumor,  lie  says  that  sufficient  evidence 
iistrate  thi*  association,  but  not  much 
to  prove  the  changes  due  to  tin-  new  growth,  though  the 
>a-cs  lie  records  would  seem  to  support  a  belief  in  this. 
Payni  is  disposed  to  believe-  that  the  cardiac  symptoms  are 
due  to  the  pro, bids  oi  uterine  growth  on  the  heart  muscle 
or  heart  ganglia — some  internal  secretion  directly  the 
product  of  the  uterine  hyperplasia — for  the  following 
reasons:  1.  Hemorrhage  as  a  causative  factor  was  pres- 
ent in  only  one  of  his  I  2  In  another  case  there 
was  conclusive  evidence  that  the  cardiac  symptoms  de- 
veloped before  there  were  any  signs  referrable  to  the 
uterine  growth,  this  being  still  small  when  discovered. 
3.  Removal  of  the  tumors  resulted  in  more  or  less  com- 
plete relief  of  all  cardiac  symptoms,  partial  relief  having 
quickly  resulted  from  any  regeneration  of  organic  changes. 
His  conclusions  arc  given  as  follows:  1.  In  a  large  per- 
centage of  cases  of  uterine  fibroids  there  arc  present 
symptoms  of  cardiovascular  disturbance:  2.  The  size  of 
the  growth  has  no  relation  to  the  severity  of  the  cardiac 
disturbance;  symptoms  have  been  apparent  while  the 
growth  was  still  small.  3.  In  some  cases  of  lost  cardiac 
ompensation  associated  with  fibromyomata  the  symptoms 
are  materially  benefited  by  removal  oi  tlie  growths  ). 
In  some  cases  the  cardiac  disturbances  are  of  so  severe  a 
type  as  to  result  in  sudden  death  following  operation. 
5.  The  first  signs  of  cardiovascular  disturbance  associ- 
ated with  uterine  fibroids  should  be  an  indication  for  im- 
mediate operation,  and  the  watchwords  in  these  cases 
should  be:  (a)  rapid  surgical  technic ;  (b)  careful 
hemostasis:  (c)  as  little  handling  of  the  viscera  as  pos- 
sible, and  (d)  the  greatest  caution  against  overtaxing  the 
heart  during  post-operative  treatment. 

The  Radical  Cure  of  Femoral  Hernia  in  the  Aged.  P. 
M.  Pii. i  her,  Brooklyn.  Annals  of  Surgery,  May.  1011. 
The  writer  makes  a  plea  for  simple  technic  in  the  opera- 
tive treatment  of  femoral  hernia  in  old  individuals  These 
patients  do  not  usually  appear  for  operatioii  unless  there 
are  symptoms  of  obstruction  or  strangulation.  The  steps 
of  the  operation  as  done  by  Pilcher  are:  1.  Injection  of  the 
local  anesthetic  along  the  line  of  the  incision.  2.  Incision, 
enucleation  of  the  sac,  and  exposure  of  the  femoral  ring. 
3.  Opening  of  the  sac  and  inspection  of  the  contents,  in- 
cision of  point  of  constriction,  and  return  of  intestines  to 
the  abdominal  cavity.  4.  Transfixion  and  ligation  of  the 
neck  of  the  sac  with  a  single  ligature,  and  fixation  of  the 
stump  of  the  sac  to  the  abdominal  wall  above  the  ring. 
5.  Single  purse-string  suture  uniting  Poupart's  ligament, 
Gimbernat's  ligament,  the  pectineus  muscle,  and  the  sheath 
of  the  femoral  vessels.    0.  Closure  of  the  wound. 

Sterilization   of   the    Skin   by   a   New   Iodine    Solution. 

Ellice  McDonalii,  Xew  York.     Medical  Record,  April 

25,  1911. 
The  disadvantage  of  the  tincture  of  iodine  method,  as 
introduced  by  Grossich,  is  the  irritation  of  the  skin  which 
it  frequently  causes.  As  a  substitute,  the  author  recom- 
mends a  two  per  cent,  solution  of  iodine  in  carbon  tetra- 
chloride. Carbon  tetrachloride  is  a  heavy  anesthetic  fluid, 
dissolves  fat  readily,  does  not  burn  or  explode,  is  moder- 
ately antiseptic,  and  cheap.  The  author  has  used  this  solu- 
tion in  abdominal  work  for  the  past  three  years  and  has 
never  noticed  any  skin  suppuration  or  irritation.  The  ab- 
domen is  shaved  the  night  before  operation,  washed  with 
gauze  and  an  antiseptic  soap.  At  the  operating  table,  the 
solution  is  swabbed  on  the  skin  and  rubbed  into  the  sur- 
face with  a  piece  of  gauze  for  between  one  and  two  min- 
utes. The  mixture  dries  readily,  leaving  the  skin  ready  for 
the  incision. 
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MALIGNANT  DISEASE  AS  A  PROBLEM  OF 

MODERN  SURGERY. 

John  B.  Deaver,  M.D.,  LL.D. 

PHILADELPHIA,    PA. 


There  seems  to  be  no  question  amongst  qualified 
observers  that  malignant  disease  in  all  its  forms  is 
gradually  becoming  more  prevalent  with  the  civil- 
ized races.  Rodman,  Billings  and  others  have 
collected  statistics  showing  this  to  be  the  case  in 
the  United  States  and  the  same  fact  seems  to  be 
established  as  regards  Germany,  England  and  other 
countries.  More  than  ever  the  surgeon  is  called  up- 
on to  deal  with  this  scourge  of  humanity.  The  time 
has  passed  when  those  whose  duty  it  is  to  assuage 
the  sufferings  of  mankind  can  be  idle  and  allow  any 
form  of  disease  to  permanently  baffle  them.  It  is 
but  a  short  time  since  all  but  the  most  superficial 
and  slight  forms  of  malignant  disease  were  re- 
garded as  inevitably  fatal  and  indeed  were  hardly 
given  the  benefit  of  any  attempt  at  treatment,  un- 
less perhaps  we  may  consider  as  treatment  the  re- 
lief of  pain  only. 

In  all  forms  of  malignant  disease  we  face  a 
pathologic  process  the  true  significance  of  which 
has  so  far  remained  beyond  our  understanding. 
Bacteriology  and  pathology,  hand  in  hand,  have 
shown  us  the  cause  and  nature  of  pus  infections. 
They  have  made  clear  the  origin  and  fundamental 
process  of  many  of  the  infectious  diseases.  Syphilis, 
whose  causative  factor  was  found  but  five  years 
ago,  bids  fair  soon  to  be  under  control.  At  the  same 
time  preventive  medicine  has  under  favorable  con- 
ditions minimized  such  diseases  as  typhoid,  cholera 
and  yellow  fever.  In  comparison  with  the  great 
strides  which  we  may  observe  on  every  hand  in 
other  fields  of  medical  research,  we  still  are  well 
nigh  powerless  when  it  comes  to  malignant  tumors. 

Let  it  not  be  supposed  that  our  efforts  have  been 
fruitless.  No  one  who  has  followed  the  trend  of 
surgery  or  of  cancer  research  can  fail  to  be  con- 
vinced that  our  investigators  are  upon  the  right 
track  and  that  we  must  soon  emerge  from  the  dark- 
ness of  comparative  ignorance  into  the  light  of 
definite  knowledge. 

•Address  delivered,  by  invitation,  before  the  New  York  and  New- 
England  Association  of  Railway  Surgeons  at  its  20th  annual  session. 
New  York,   November,   1910. 


Malignant  disease  has  been  known  for  centuries 
— it  is,  as  I  have  said,  upon  the  increase.  There  is 
not  a  community  in  which  it  is  not  present,  and 
every  day  in  one  form  or  another  it  has  its  victims. 
Countless  men  have  labored  to  discover  the  cause 
of  this  mysterious  process  and  are  still  doing  so,  yet 
we  do  not  know  the  etiology  of  malignant  growths. 

The  theory  that  carcinomata  and  allied  growths 
are  due  to  the  development  of  misplaced  embryonal 
tissues  in  localities  where  their  growth  has  made 
them  pathological  has  been  definitely  set  aside.  The 
transplantations  of  neoplasms,  the  apparent  infec- 
tiousness of  certain  forms  of  cancer  in  fish,  and 
many  other  pathological,  facts  concerning  the  dis- 
semination and  minute  structure  of  carcinoma 
renders  this  view  of  its  origin  untenable. 

With  the  rise  of  bacteriology  there  came  the  hope 
that  within  the  field  of  simple  or  even  unicellular 
vegetable  organisms  we  might  find  the  causative 
factor  of  malignant  processes.  A  few  years  ago 
this  perhaps  was  our  only  hope.  It  also  has  failed 
us.  Certain  over-sanguine  investigators  have  from 
time  to  time  declared  this  or  that  bacterium  to  be 
the  essential  factor  in  carcinoma.  Doyen  still  as- 
serts that  his  micrococcus  neoformans  "is  the  spe- 
cific agent  at  fault."  I  am  convinced  that  there  is 
no  form  of  germ  life  which  has  as  yet  in  any  way 
been  proven  to  be  responsible  for  any  form  of 
malignant  growth. 

In  later  years  again  protozoan  diseases  came  to 
the  forefront.  With  the  spread  of  civilization  and 
commerce  into  tropical  and  semi-tropical  countries 
it  was  found  that  disease  about  the  equatorial 
regions  was  largely  caused  by  low  forms  of  animal 
life,  such  as  trypanosomes.  Sleeping  sickness,  kala 
agar  and  other  diseases  were  found  to  be  forms  of 
trypanosomiasis.  The  brilliant  investigations  of 
Bruce,  Leishmann,  Koch,  Laveran  and  others  have 
placed  the  study  of  animal  protozoan  life  on  a  par 
with  bacteriology.  Even  before  the  investigations 
into  the  protozoa  that  affect  the  human  species,  we 
were  able  to  discover  that  the  lower  animals,  ro- 
dents, fish,  and  birds,  have  many  diseases  caused  by 
trypanosomes.  But  there  has  never  been  any  evi- 
dence adduced  to  encourage  the  hope  that  in  the 
domain  of   protozoa — either   trypanosomes  or  he- 
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we    ilu     solution    of    tin-    cancer 
problem. 

There  have  been  certain  recent  investigation 

the  cai  nd  sarcomata  of  the  lower  animals, 

ilarl)  of  mice,  which  have  thrown  much  lighl 

upon  oui  conception  of  both  the  transmissibilitj  of 

-Liit  growths  and  upon  the  production  of  a 

certain    degree    of    immunit)     toward    malignant 

The)     havi  trated    that    certain    mouse 

timii >r>.  while  not  infectious  for  other  species  of 
animal  life,  can  be  transplanted  almost  indefinitel) 
from  host  i"  host  in  the  same  species.  And  not 
only  this,  but  also  thej  generally  correctl)  transmit 
the  characteristics  of  the  original  tumor. 
over,  after  repeated  transference  of  tumors  the) 
seem  to  lose  their  virulence  so  that  spontaneous  cure 
may  result,  and  in  such  mice  tlure  is  established  an 
immunity  to  subsequent  inoculations.  There  has 
but  one  instance  in  the  human  being  of  the  use 
of  bod\  fluid  from  a  patient  who  had  apparently 
had  a  IS  cure  of  carcinoma.      This  is  the 

well-known     instance     reported     b)     the     late    Dr. 
Hodenpyl.      Perhaps    such    serum    treatment    may 
us  something  of  value  in  the  future. 

Before  leaving  the  subject  of  etiology  and  patho- 
iogical  physiology  of  malignant  growths  I  wish  to 
call  attention  to  several  points. 

Recent  studies  upon  the  thyroid  carcinoma  offish 
have  seemed  to  establish  the  fact  that  certain  forms 
of  malignant  growths  in  the  lower  animals  may 
less  an  epidemic  character.  It  is 
true  that  it  has  been  asserted  that  the  specific  tumor 
mentioned  is  not  a  true  carcinoma,  yet  it  resembles 
it  sufficiently  to  he  so  classed.  While  it  is  true  that 
carcinoma  is  more  prevalent  in  human  beings  in 
certain  localities  and  time-,  nothing  has  ever  shown 
us  that  it  is  directly  transmissible  in  the  way  that 
infectious  diseases  are. 

The  influence  of  diet  ami  especially  of  water  in 
causing  malignant  growth  i>  as  yet  not  determined. 
There  is  some  evidence,  however,  that  the  specific 
cause  of  thyroid  carcinoma  of  trout  is  always  pres- 
ent in  certain  hodies  of  water.  An  interesting  fact 
in  this  connection  mentioned  by  <  iaylord  is  that  pup- 
pies brought  to  such  a  body  of  water  known  to  he 
infected  almost  without  exception  develop  thyroid 
enlargement. 

The  nearest  approach  to  transmission  of  carci- 
m  ima  or  other  malignant  growth  in  the  human 
species  we  find  in  the  occurrence  of  chorion  epi- 
thelioma. This  is  practically  a  malignant  growth 
originating  by  the  transplantation  of  remaining  fetal 


tissues  into  the  maternal  organism      It  offers  other 
interesting  peculiarities  of  which  1  shall  speak  later. 

Mrs.  .  aged  24  year-,  lias  given  birth  to  one 

child.      I  lin  after  the  birth  ol  the  1  hild, 

the  patient  commenced  having  metrorrhagia,  which 
•  it)  but  w  ithoul  p. on.     At  the  time 
"i  Hie  opi  ration  curettage  was  accompanied  b)  such 
severe  hemorrhage  that  it  was  deemed  i>esi  to  do 

Pathological  examination  of  the  uterus  showed 
chorii  'it  epithelioma. 

The  patient  is  now,  fours  years  after  operation, 

entirel)   well. 

Heredit)  was  formerl)  supposed  to  play  an  im- 
portant part  in  the  causation  id'  malignant  neo 
pla    1  While  1  believe  that  it  is  undoubtedl)   true 

that  a  patient  may  have  inherited  from  his  and    tOl 
.1   form  of  bod)   tissue  so  vulnerable  t<>  malignant 
invasion  that  he  may  be  considered  predisposed  to 
it.    .it    I   have  never  seen  an  undoubted  ease  of  in- 
heritance of  malignant  growth. 

Trauma  has  always  been  known  t.i  pla)  an  im- 
portant part  in  at  least  giving  rise  to  a  favorable 
situation  for  the  growth  of  carcinoma,  if  not 
actualh  causing  it.  The  classical  exan  pies  of  the 
preponderance  in  smokers  of  lip  epitheliomata,  and 
the  infrequency  of  carcinoma  of  (he  cervix  uteri  in 
those  women  who  have  never  borne  children  1  5  per 
cent,  only,  T'dand-Sutton),  are  so  well  known  that 
the)  need  but  be  mentioned.  Abdominal  surgery 
has  shown  the  influence  of  other  than  mechanical 
trauma.  Thus  we  know  that  not  in  frequent  I\  car- 
cinoma is  implanted  upon  pyloric  ulcer.  The  Mayo 
clinic  has  found  this  change  in  54  per  cent,  of 
cases,  while  Mr.  Moynihan  and  Fenwick  have  also 
called  attention  to  the  same  feature.  There  can  be 
no  doubt  then,  that  previous  traumatism  is  in  part 
responsible  for  the  occurrence  of  malignant  change. 

The  nn  ist  interesting  form  of  malignant  growth 
caused  by  trauma,  other  than  that  of  the  purely 
mechanical  variety,  is  the  skin  carcinoma  caused  by 
continued  exposure  to  the  .r-ray.  The  exact  mode 
or  action  of  the  .r-ray  in  giving  rise  to  malignant 
degeneration  in  skin  irritated  by  the  too  frequent 
exposure  to  the  rays  has  not  yet  been  determined. 

Histological  studies  upon  mouse  cancer  and 
others  have  given  us  an  insight  into  the  possible 
spontaneous  cure  of  carcinoma.  They  have  shown 
that  the  growth  of  a  cancer  is  not,  as  was  formerly 
supposed,  a  steadily  progressive  and  irresistible 
process.  In  every  implanted  carcinoma  or  mixed 
tumor  there  is  a  constant  endeavor  of  the  health)" 
body  cells  to  overcome  the  newcomer  by  "fibrous 
strangulation."  as  it  may  be  called.  The  new 
growth,  while  it  becomes  vascularized  by  the  pro- 
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motion  of  a  connective  tissue  stroma  which  the  host 
supplies,  is  nevertheless  continually  attacked.  The 
host  attempts  to  surround  and  gradually  crush  the 
malignant  growth.  At  times  the  process  appears 
to  be  entirely  successful.  The  complete  encapsula- 
tion of  malignant  emboli  within  blood  vessels  and 
in  the  lungs  is  another  evidence  that  the  host  is  not 
always  losing,  but  is  overcome,  so  to  speak,  by  suc- 
changes  of  the  malignant  growth. 

Instances  of  spontaneous  recovery  from  carci- 
noma and  other  malignant  growths  are  not  un- 
known in  human  beings.  The  recovery  of  patients 
suffering  from  pyloric  growths  after  exploratory 
operation  occurs  at  times.  Barling  has  recently  re- 
ported an  instance  of  spontaneous  recovery  from 
chorion  epithelioma,  ordinarily  so  virulent.  Invo- 
lution of  scirrhus  of  the  breast  has  been  observed 
on  numerous  occasions. 

Hut  perhaps  the  most  encouraging  feature  of  all 
our  experimental  and  chemjeal  evidence  is  the  un- 
douted  fact  that  all  malignant  growths  are  shown 
to  be  purely  local  processes  in  their  onset.  Exami- 
nation of  early  carcinomata  and  sarcomata  in 
human  beings — some  accidentally  discovered  after 
removal  of  a  part  at  operation,  prove  that  they 
begin  as  well  localized  foci.  The  same  is  true  of 
experimentally  produced  carcinomata.  How  im- 
portant this  must  be  is  very  evident.  If  we  could 
happily  arrive  at  a  diagnosis  before  our  lesion  has 
spread  beyond  limited  confines  the  problem  of 
treatment  would  take  on  an  entirely  different  aspect. 
Surgical  interference  in  the  early  stages  of  all  but 
a  few  inaccessible  malignant  growths  would  doubt- 
less  cure  them  all. 

In  addition,  before  considering  the  practical  side 
of  the  question  at  issue,  I  would  call  attention  to 
the  difference  in  malignancy  of  growths  pathologi- 
cally similar  in  corresponding  areas  in  different 
patients.  Spontaneous  cure  we  know  is  possible. 
Occasionally  we  find  groups  of  tumors  whose 
microscopical  characteristics  show  them  to  be  true 
carcinomata,  yet  whose  clinical  course  is  markedly 
benign.  Carcinoma  of  the  appendix  vermiformis 
belongs  to  this  group.  Its  location  surely  would  pre- 
dispose to  lymphatic  distribution,  yet  it  is  almost  un- 
known for  one  to  spread  or  give  rise  to  metastases. 

Granted  then  that  carcinoma  is  at  its  beginning 
essentially  a  localized  process  it  is  evident  that  early 
recognition  and  prompt  removal  are  indicated  in 
every  case,  if  possible. 

The  diagnosis  of  malignant  disease  has  made  con- 
siderable strides,  yet  we  are  still  compelled  to  rely 
practically    entirely    upon    clinical    findings.     The 


laboratory  perhaps  enables  us  to  discover  earlier 
evidences  of  mild  anemia  than  we  may  appreciate 
by  examination,  but  there  its  usefulness  ends. 
Nevertheless  in  certain  cases,  carcinoma  and  sar- 
coma, even  when  widely  invading  important  in- 
ternal structures,  do  not  cause  anemia.  I  have 
lately  operated  upon  pyloric  carcinoma  involving 
the  surrounding  tissues  to  a  great  extent  in  which 
the  hemoglobin  was  95  per  cent.,  red  blood  cells 
5,000,000.  The  highest  red  blood  count  I  have  ever 
observed  was  in  a  case  of  sarcoma  of  the  retroperi- 
toneal glands. 

There  has  not  yet  been  discovered  any  specific 
serum  or  hemolytic  reaction  in  patients  suffering 
from  cancer.  A  number  have  been  suggested,  but 
are  equal  in  their  lack  of  true  value.  The  chemis- 
try of  the  blood,  however,  is  an  ever  advancing 
science  and  it  is  conceivable  that  some  such  reaction 
may  in  the  future  be  discovered.  Since  there  are 
so  many  different  varieties  of  malignant  tumors  it 
seems  hardly  likely  that  one  reaction  would  suffice 
for  all  of  them,  even  carcinoma,  and  still  less  for 
sarcoma.  So  far  the  serum  reaction  for  carcinoma 
has  proven  but  a  false  hope,  defective  and  not 
valuable. 

Malignant  growths  as  to  diagnosis  divide  them- 
selves into  several  classes.  We  have  always  been 
more  easily  able  to  ascertain  the  true  nature  of 
superficial  growths,  for  they  are  visible  and  pal- 
pable. Two  factors,  however,  enter  into  considera- 
tion here.  The  first  is  the  varying  malignancy  of 
epithelial  tumors  in  different  subjects,  and  the  sec- 
ond is  the  frequent  early  glandular  metastasis  in 
cases  which  locally  show  but  a  slight  tendency  to 
spread. 

It  is  in  the  diagnosis  of  malignancy  within  the 
cavities  of  the  body  that  we  have  made  most  prog- 
ress, and  I  can  say  with  assurance  that  this  has 
been  due  to  the  surgeon  more  than  to  the  internist 
or  the  pathologist. 

I  have  often  spoken  of  "autopsy  in  vivo" — of  the 
investigation  of  pathological  processes  which  the 
surgeon  can  observe  during  life,  whereas  they  are 
hidden  to  the  internist.  To  illustrate  my  point  I 
need  only  mention  a  few  concrete  examples. 

Carcinoma  of  the  stomach  was  formerly  diag- 
nosed only  by  three  points,  cachexia,  palpable  tumor 
and  pyloric  obstruction.  I  maintain  that  none  of 
these  is  a  diagnostic  symptom  of  stomach  cancer, 
they  are  rather  symptoms  of  a  failure  to  recognize 
it  early  and  a  reflection  upon  anyone  who  waits  for 
their  appearance  before  diagnosing  the  condition. 
Our   carefully   taken   histories   of   the  present   day 
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ned  with  prompt  surgical  intervention  enable 
us  to  achieve  results  which  would  Eormerlj  have 
been  considered  impossible. 

By   careful   and   persistent   comparison   of   case 

Is  with  operative  findings  ami  posl  operativ< 

histories  we  haw  ecognize  what  might  be 

called   the   symptom-complex   of    incipient    gastric 

carcinoma. 

I  Occasionally  there  comes  to  the  hand-  of  the 
:  carcinoma  of  the  stomach  in  its 
earliest  stages,  but  in  the  vast  majority  of  instances 
the  sufferer  from  malignant  disease  has  been  treated 
I  j ,  dj  spepsia  or  nervous  d\  s- 
rhe  anemia  has  progressed  unnoticed  un- 
til it  is  so  evident  that  it  attracts  the  patient's  own 
attention.  Progressive  emaciation  has  been  at- 
tributed to  lack  of  nourishment  and  faulty  meta- 
bolism. And  all  the  while  there  has  been  a  picture 
jressive  tissue  change  such  as  only  malignant 
growth  could  cause. 

I  am  firmly  convinced  that  ever)  case  of  per- 
sistent  dyspepsia  in  persons  beyond  middle  age 
should  at  once  be  studied  with  reference  to  the  pos- 
sibility of  cancer.  Here  again  our  laboratory  tests 
fail  us.  Examination  of  the  stomach  contents  in 
early  cases  of  carcinoma  means  nothing.  Late,  in- 
deed, when  we  have  retention  it  shows  that  the 
stomach  contents  are  undergoing  putrefaction. 
The  Oppler-Boas  bacillus,  once  considered  as  diag- 
nostic of  carcinoma  of  the  stomach,  signifies  noth- 
ing other  than  the  stagnation  of  the  good  within  the 
stomach  and  its  fermentative  destruction. 

The  signs  of  early  carcinoma  of  the  stomach, 
which,  as  we  know,  is  generally  pyloric  or  prepy- 
loric in  location,  are  not  always  clear.  Far  from  it. 
The  signs  of  early  upper  abdominal  disease,  whether 
of  gastric,  biliary  or  pancreatic  origin,  are  in  many 
ways  similar ;  yet  in  a  patient  beyond  middle  age  in 
whom  we  have  anorexia  and  particularly  an  aver- 
sion to  meat,  suddenly  beginning  without  apparent 
cause  and  insidiously  progressing,  in  whom  there 
is  a  vague  gastric  distress,  a  beginning  anemia,  a 
steady  if  slight  loss  in  weight,  we  must  always  sus- 
pect malignant  disease.  And  if  the  condition  does 
not  show  marked  response  to  the  ordinary  hygienic 
and  dietetic  measures,  the  surgeon  should  be  called 
upon  to  discover  and  remedy  the  fundamental  cause 
of  the  symptoms. 

Xo  one  could  be  more  opposed  than  I  am  to  the 
exploratory  operation  when  this  is  taken  to  mean 
the  opening  of  the  abdominal  cavity  to  cover  the 
shortcomings  in  knowledge  of  the  surgeon.  No 
one  is  less  prone  to  perform  such  an  operation  when 


u  seek-  to  do  awaj  wiih  competent  and  continued 

study  of  a  case,     Yet  there  are,  and  always  must 

be.  instances  especially  within  the  range  of  abdomi 

onditions  in  which  we  oiler  the  patient  a  far 

better  chance  of  recovery  by  early  and  perhaps  use- 
less operation  than  by  delay  and  surely  useless 
operation. 

\\  nil  all  our  progress  in  the  earlier  diagnosis  and 
earlier  treatment  of  gastric  carcinoma  our  ultimate 
results  are  still  most  discouraging.  How  few  .>i 
our  cases  came  to  us  early  enough  to  cure.  II"" 
few  .ases  remain  well  after  even  our  most  radical 
measures.  Bloodgood  has  well  said  that  in  malig- 
nant disease  the  clinical  diagnosis  is  difficult  in 
invei  e  ratio  to  the  duration  of  the  disease.  This 
is  particularly  true  in  gastric  lesions.  We  must 
then  of  necessity  operate  in  some  cases  in  which 
our  diagnosis  is  not  confirmed  if  we  are  to  seize 
upon  the  favorable  moment  for  any  of  those  in 
which  we  have  correctly  appreciated  the  lesion 
present. 

In  speaking  of  trauma  as  a  factor  in  the  causa- 
tion of  malignant  disease  I  have  mentioned  the  fre- 
quency with  which  ulcer  gives  rise  to  carcinomatous 
degeneration.  Wright  has  lately  emphasized  this 
point.  We  may  almost  speak  of  gastric  ulcer  when 
it  is  chronic  and  associated  with  much  induration 
as  one  of  the  so-called  pre-cancerous  states. 

The  duty  of  surgery  in  the  prophylactic  treatment 
of  cancer  should  not  be  lost  sight  of.  Since  the 
role  of  ulcer  in  the  causation  of  gastric  carcinoma 
has  been  so  clearly  demonstrated  wdio  can  deny  the 
need  of  prompt  and  proper  surgery  of  gastric  ulcer  ? 
Who  can  tell  how  many  cases  of  this  disease  that 
have  shown  temporary  improvement  under  medical 
treatment  have  in  after  years  progressed  to  car- 
cinomatous degeneration  at  the  site  of  the  ulcer? 
There  is  in  all  probability  even  some  chance  of  the 
degeneration  of  a  temporarily  healed  ulcer.  There 
can  be  no  question  about  the  superiority  of  surgical 
treatment  in  its  immediate  results  and  particularly 
in  its  prevention  of  future  severe'  complications. 

Carcinoma  of  the  gall  bladder  and  biliary  pas- 
sages is  fortunately  rare,  though  it  is  seen  occa- 
sionally in  the  course  of  any  extended  series  of 
operations  upon  the  biliary  tract.  In  practically 
every  instance  it  is  secondary  to  the  presence  of  gall 
stones.  In  fact,  carcinoma  of  the  gall  bladder  pre- 
sents perhaps  our  best  example  of  malignant  growth 
in  an  internal  viscus  as.a  sequel  to  purely  mechanical 
trauma.  Here  again  the  surgeon  is  often  helpless 
w  hen  the  condition  has  been  well  established,  yet  is 
able  to  remove  and  cure  the  possible  future  cause  of 
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carcinoma.  The  surgical  treatment  of  gall  stone 
disease  is  cancer  prophylaxis  in  its  most  evident 
type. 

Along  the  alimentary  tract  from  the  stomach  to 
the  rectum  carcinoma  is  not  at  all  infrequent. 
1  lere  again  we  often  see  examples  of  cases  pallia- 
tively  treated  for  long  periods  of  time  until  the  very 
positiveness  of  the  diagnosis  at  the  same  time  pro- 
claims the  hopelessness  of  treatment.  In  intestinal 
carcinomata  we  have  not  the  age  of  the  patient  as 
so  sure  an  index  of  the  probable  nature  of  the  dis- 
ease as  in  gastric  carcinoma.  Carcinomata  and 
especially  sarcomata  of  the  large  and  small  intestine 
are  by  no  means  unknown  in  even  young  adults. 
More  frequent  by  far  are  growths  of  the  large  in- 
testine and  fortunately  for  us  they  are  easiest  to 
diagnose.  When  we  see  a  patient,  particularly  at 
the  cancer  age  of  life,  who  presents  evidence  of 
intestinal  indigestion,  with  perhaps  alternate  con- 
stipation and  diarrhea  and  the  occasional  presence 
of  blood  in  the  stools  we  should  at  once  think  of 
malignant  change,  even  in  the  absence  of  a  palpable 
tumor  or  a  marked  cachexia.  In  this  connection 
we  have  a  laboratory  test  which  is  of  considerable 
value.  The  test  for  occult  blood  enables  us  often 
to  detect  the  presence  of  minute  quantities  of  blood 
in  the  feces  which  otherwise  it  would  not  be  possi- 
ble for  us  to  observe.  Here  again  I  would  urge 
the  value  of  an  exploratory  operation  in  the  true 
sense  of  the  word,  for  we  do  not  have  long-con- 
tinued and  marked  disturbances  of  intestinal  func- 
tion without  marked  pathological  causes  therefor. 

Perhaps  even  more  than  is  the  case  with  disease 
of  the  stomach  physicians  as  a  rule  are  prone  to 
disregard  the  value  of  a  careful  anamnesis  and 
physical  examination  of  the  patient  in  intestinal  dis- 
orders of  the  chronic  variety.  Many  patients  in- 
deed with  rectal  growths  go  from  one  physician  to 
another  before  one  makes  a  complete  examination, 
digital  and  instrumental. 

Intestinal  growths  in  their  early  stages  present 
one  of  the  most  favorable  types  for  operation  and 
their  location  generally  permits  of  complete  removal 
with  a  large  area  of  healthy  adjacent  tissue  and  the 
corresponding  lymphatic  glandular  area.  Even  in 
the  comparatively  late  stages  of  the  disease  unless 
the  lymphatic  distribution  has  become  too  greatly 
infected  or  the  growth  has  spread  too  far  into  the 
mesentery  or  surrounding  viscera  our  ultimate  re- 
sults are  often  surprisingly  good.  The  later  studies 
upon  the  relationship  of  various  segments  of  the 
intestinal  canal  with  abdominal  lymphatic  chains 
enable  us  often  to  remove  the  whole  affected  lvm- 


phatic  area  and  those  glands  within  it  not  yet  in- 
volved. Moreover,  the  improvement  in  technic 
brought  about  by  the  use  of  various  methods  of 
mobilization  of  the  large  gut  by  swinging  it  partially- 
free  of  its  mesenteric  and  peritoneal  attachments, 
while  preserving  the  blood  supply,  has  enabled  us 
to  overcome  many  of  the  mechanical  difficulties  for- 
merly associated  with  resection  of  the  bowel. 

Carcinoma  of  the  bladder  has  as  a  rule  been  re- 
garded as  hopeless.  The  cystoscope  has  proven  of 
vast  value  in  this  field  By  its  use  in  the  hands  of 
skilled  men  we  are  able  to  diagnose  malignant 
growths  within  the  bladder  at  a  stage  when  for- 
merly  they  could  not  be  correctly  diagnosed.  There 
can  be  no  excuse  for  allowing  a  case  of  simple 
hematuria,  terminal  hematuria,  or  persistent  hema- 
turia, to  progress  without  having  the  source  of  the 
abnormal  urinary  constituents  localized  by  the  aid 
of  the  cystoscope  and  the  ureteral  catheter. 

An  even  later  stage  of  procedure  within  the  blad- 
der is  the  removal  of  small  portions  of  tumors  for 
diagnostic  purposes  by  the  operating  cystoscope. 
This  is  a  method  still  in  its  infancy.  Cases  have  even 
been  reported  of  the  removal  of  benign  myomata 
by  electrothermic  instruments  within  the  bladder 
guided  by  cystoscopic  observation.  I  cannot  but 
feel  that  the  proper  way  to  approach  bladder 
growths  is  by  the  open  method  through  the  abdomi- 
nal incision. 

Formerly,  practically  all  bladder  operations  were 
performed  extraperitoneally,  and  by  this  method 
there  is  no  doubt  that  we  have  often  failed  to  secure 
proper  exposure  of  the  field  and  complete  removal 
of  the  growth.  The  newer  method  of  intraperi- 
toneal approach  to  the  bladder  probably  offers  us 
the  solution  of  the  complete  extirpation  of  growths 
which  have  deeply  invaded  the  fundus  of  the  viscus. 
And  in  view  of  the  success  which  has  attended  such 
procedures  we  should  not  hesitate  to  apply  them 
when  they  are  indicated.  There  is  no  doubt  that  the 
intraperitoneal  bladder  operation  has  passed  beyond 
the  experimental  stage  and  is  upon  a  firm  footing. 

The  field  of  gynecological  surgery  offers  one 
permanent  example  of  the  need  of  educating  the 
laity  to  an  appreciation  of  the  insidious  way  in- 
which  cancerous  growths  have  their  onset.  It  has- 
been  a  matter  of  great  difficulty  to  educate  the  med- 
ical profession  in  the  knowledge  that  every  metror- 
rhagia in  a  woman  at  or  near  the  menopause  is  a 
sign  which  must  be  most  carefully  considered. 
Often  indeed  such  cases  progress  to  a  complete 
cessation  of  the  uterine  flow  without  further  diffi- 
culties   than    those    dependent    upon    the    resultant 
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But  we  must  not  lose  sight  of  the  fact  that  many 
have  not  yet  come  to  realize 
the  importance  of  the  early  recognition  of  uterine 
carcinoma  of  all  varieties  and  the  hopelessm 
late  operations  in  this  condition. 

The  operation  devised  by  Wertheim  and  used  in 
various  modifications  In  American  operators,  has 
for  its  object  the  extii  if  a  carcinomatous 

uterus  together  with  adjacent  tissues  ind  particu- 
larly the  pelvic  lymphatic  about  the  great  vessels 
into  which  its  infection  is  liable  to  be  spread.  No 
one  can  deny  that  every  attempt  at  radical  operation 
in  carcinoma  1-  better  than  a  palliative  one  if  it  does 
not  involve  too  high  an  initial  mortality.  Yet  I  am 
certain  that  operations  at  a  stage  of  uterine  carci- 
noma when  such  an  extensive  procedure  is  neces- 
sary must  in  the  vast  majority  of  case-  be  futile. 
Such  has  been  m\  experience  and  that  of  many 
others.  Our  hope  in  cancer  of  the  uterus  lies  in 
two  directions:  First,  in  the  education  of  physi- 
cians to  recognize  its  early  manifestations,  and  the 
education  of  the  laity  as  regards  prompt  profes- 
sional advice  in  seemingly  minor  pelvic  conditions. 
second,  in  the  use  of  the  microscopic  and  pathologi- 
cal diagnosis  in  cases  of  curettage  for  intrauterine 
disease.  I  would  mention  also  the  recognition  of 
the  fact  that  erosions  of  the  uterine  cervix  beyond 
middle  age  are  far  more  often  malignant  than  has 
been  supposed  and  in  their  earliest  stages  are  favor- 
able cases  for  radical  and  completely  curative  opera- 
tion. 

But  by  far  the  widest  field  for  the  use  of  the  im- 
mediate pathological  diagnosis  in  determining  the 
scope  of  operation  and  its  prognosis  we  find  in 
malignant  tumors  of  the  breast.  It  is  a  well-known 
fact  that  every  tumor  of  the  breast  beginning  at  the 
so-called  cancer  age  is  sufficient  to  cause  the  phy- 
sician the  gravest  apprehension  and  should  be 
treated  as  if  were  a  malignant  growth,  if  a  clinical 
diagnosis  alone  is  to  be  depended  on.  This  also 
holds  true  of  all  breast  tumors  of  long   standing 
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degree  of  certaint)  in  the  diagnosis  of  breast  tumors 
which  will  closeh  approach  that  of  a  rapid  micro- 
scopic examination  Yet  our  success  with  frozen 
sections  has  been  such  as  to  establish  them  firmly 
as  an  important  aid. 

In  breast  tumors,  especially,  a  frozen  section  will 
on  the  one  hand  often  demonstrate  to  us  the  use 
lessness  of  a  radical  operation  in  a  growth  previ- 
ously supposed  to  be  malignant,  and  on  the  other 
hand  will  often  show  an  apparently  simple  chronic 
mastitis  or  fibroadenoma  to  be  a  growth  which  is 
beginning  to  show  the  characteristics  of  malignant 
change. 

In  my  own  clinic  frozen  section  diagnoses  have 
been  almost  without  exception  correct.  This  has 
also  been  the  experience  at  the  Massachusetts  ( ien- 
eral  Hospital,  at  Johns  Hopkins,  in  the  Clinic  of  the 
Mayos  at  Rochester,  Minn.,  and  in  many  other  in- 
stitutions. 

When  we  have  established  the  malignancy  of  a 
breast  tumor  by  clinical  diagnosis  or  frozen  section 
it  js  imperative  to  perform  a  radical  operation.  The 
recent  investigation-  of  Handley  upon  the  spread 
of  malignant  growths  of  the  breast  by  the  invasion 
and  spread  in  successive  tissue  layers  and  the 
method  of  spread  b\  means  of  the  lymphatics  make 
it  necessary  to  remove  both  the  subjacent  tissues  and 
the  axillary  glandular  structures. 

It  lias  sometimes  been  questioned  whether  a  radi- 
cal operation  when  the  axilla  is  not  invaded  will  not 
spread  rather  than  avoid  infection,  but  this  may 
safely  he  answered  in  the  negative. 

An  interesting  fact  pointed  out  by  Bloodgood  is 
that  of  the  recurrences  in  breast  tumors  observed 
by  him  in  a  series  of  cases  from  Halsted's  clinic. 
man}  were  in  cases  supposed  to  be  favorable  and 
con  -ted  of  carcinomata  within  the  skin  scar.  He 
attributes  this  to  the  disinclination  of  the  surgeon 
to  perform  most  radical  operations  when  a  ltss  com- 
plete one  would  seem  sufficient.  I  must  agree  that 
no  matter  how  favorable  the  growth,  if  we  are  to 
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perform  a  radical  operation  it  should  be  complete 
in  order  to  give  us  the  best  chance  of  permanent 
cure,  even  when  a  less  mutilating  procedure  might 
seem  sufficient. 

It  will  be  seen  from  the  foregoing  remarks  that 
the  problem  of  treatment  and  cure  of  malignant 
disease  depends  entirely  upon  early  diagnosis  and 
surgical  treatment.  Perhaps  the  only  instance  in 
which  of  late  years  it  has  seemed  that  our  pro- 
cedures have  been  too  radical  has  been  the  case  of 
sarcomata  of  bones ;  Bloodgood  has  lately  pointed 
out  that  many  of  these,  especially  sarcoma  of  bones 
in  the  extremities  which  were  formerly  treated  by 
the  most  radical  procedures  have  seemed  to  recover 
with  simply  local  palliative  operation.  It  is  indeed 
true  that  perhaps  we  have  been  too  radical,  yet  the 
danger  that  we  may  become  too  conservative  in 
dealing  with  malignant  neoplasms  of  bones  must 
not  be  lost  sight  of. 

There  is  every  reason  to  hope  that  at  some  time 
in  the  future  there  will  be  discovered  not  only  the 
specific  cause  of  malignant  growths,  but  also  some 
way  of  recognizing  them  earlier  than  we  are  at 
present  able  to  do  by  clinical  methods,  and  I  am 
convinced  that  in  the  course  of  time  experimental 
research  will  show  us  not  only  the  cause  of  malig- 
nant tumors,  but  will  point  the  way  to  some  other 
method  of  cure  than  by  surgical  intervention.  But 
until  this  time  arrives  and  until  we  are  convinced 
that  our  non-operative  methods  are  absolutely  cer- 
tain to  cure,  we  must  rely  entirely  upon  earh  and 
radical  surgery. 

As  I  have  stated  before,  all  carcinomata  are  in 
the  early  stages  purely  local  and,  unless  in  some 
entirely  inaccessible  place,  curable.  For  the  present 
we  must  exert  all  our  energy  toward  refinement  of 
diagnosis  and  perfection  of  technic,  in  this  wav  only 
will  our  late  results  in  the  treatment  of  malignant 
growths  show  improvement. 


ABDOMINAL  PAIN:  ITS  DIAGNOSTIC  SIG- 

NIFICANCE    IN   SURGICAL  DISEASES. 

James  P.  Warbasse,  M.D., 

Chief  Surgeon  German  Hospital, 

BROOKLYN,    NEW    YORK. 


MuSCULOSPIRAL    PARALYSIS    AND    FRACTURES. 

In  cases  of  fracture  associated  with  musculospiral 
paralysis,  some  surgeons  have  suggested  that  no 
time  is  lost  or  damage  done  in  waiting  until  the 
fracture  has  united.  There  can  be  no  serious  ob- 
jection to  this  method  of  procedure,  especially  in 
view  of  the  fact  that  months  have  elapsed  in  some 
cases  where  the  nerve  has  been  completelv  severed 
and  a  perfect  result  obtained  after  suture ;  however, 
it  is  best  to  approximate  the  ends  as  soon  as  pos- 
sible, as  the  longer  they  remain  asunder  the  greater 
will  be  the  time  of  recovery  and  the  less  likely  we 
are  to  obtain  a  good  result. — A.  H.  Barkley  in  the 
Kentucky  Medical  Journal. 


Acute  intra-abdominal  pain,  or  colic,  indicates  a 
lesion  of  the  peritoneum,  or  of  its  afferent  nerves. 
The  viscera  which  are  capable  of  colic  are  in  rela- 
tion to  the  peritoneum.  Over-distension  of  the 
esophagus  does  not  produce  colic,  but  distension  of 
the  intestine  does.  The  ureter  is  susceptible  to 
colic,  but  not  the  urethra.  Colic  is  a  disorder  of 
the  peritoneum.  The  milder  abdominal  pains 
which  do  not  have  to  do  with  the  hollow  or  tubu- 
lar viscera  cannot  be  called  colic. 

Rigidity  of  the  muscles  of  the  abdominal  wall  is 
a  protective  manifestation  directed  to  preventing 
pressure  from  being  inflicted  upon  the  diseased 
peritoneum-covered  viscera.  It  is  one  of  the  im- 
portant manifestations  of  pain.  It  persists  in  all 
inflammatory  diseases  of  the  peritoneum  until  the 
local  nerve  function  is  destroyed  or  until  the  ab- 
sorption of  toxins  obtunds  the  sensibility  of  the 
nerves. 

A  patient  with  abdominal  pains  should  under  all 
circumstances  have  the  benefit  of  an  examination 
of  the  bared  abdomen.  While  this  may  seem  like 
an  unnecessary  admonition,  still  it  is  too  common 
a  practice  among  some  physicians  to  prescribe  for 
abdominal  pain  without  such  an  examination,  and 
many  of  the  cases  of  serious  disease  which  come 
to  the  surgeon  too  late  can  be  charged  to  this 
neglect. 

In  palpating  the  abdomen  for  pain,  the  greatest 
gentleness  should  be  employed  and  the  confidence 
of  the  patient  should  be  secured.  Voluntary  and 
involuntary  muscular  rigidity  should  be  differen- 
tiated, as  it  is  the  latter  which  characterizes  inflam- 
matory conditions  involving  the  peritoneum.  When 
the  most  complete  relaxation  possible  is  desired, 
together  with  the  consciousness  and  pain  apprecia- 
tion of  the  patient,  by  immersing  the  trunk  in  a 
warm  bath  at  a  temperature  of  107  deg.  F.,  the 
best  results  will  be  secured. 

In  gastric  ulcer,  pain  may  not  be  a  prominent 
symptom,  although  it  is  usually  present.  It  is  com- 
monly referred  to  a  small  area  in  the  epigastrium. 
Diffuse  pain  speaks  against  gastric  ulcer.  It  de- 
velops gradually,  is  of  a  burning,  cutting  or  boring 
nature,  and  radiates  to  the  back  or  precordium. 
Usually  the  pain  radiates  towards  the  left  subscapu- 
lar region.  Pain  under  the  right  scapula  suggests 
ulcer  of  the  pyloric  region.     The  pain  is  increased 
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forgotten  that  a  high-lying  appendix,  acute  inflam- 
mation of  the  head  of  the  pancreas,  and  acute 
hydronephrosis  may  produce  similar  pains. 

In  typhoid  ulcer  the  pain  is  usually  in  the  lower 
right  quadrant  of  the  abdomen.  Tenderness  can 
be  elicited  from  the  beginning  of  the  ulceration. 
As  soon  as  the  ulcerative  process  has  produced 
local  inflammation  of  the  peritoneum  protective 
rigidity  of  the  abdominal  muscles  appears.  When 
perforation  takes  place,  there  is  depression  with 
sudden  pain  which  at  first  is  rather  general  and 
then  is  referred  to  the  location  of  the  perforation. 

The  pain  of  appendicitis  in  acute  attacks  is  first 
referred  to  the  region  of  the  umbilicus,  and  then 
after  a  few  hours  becomes  localized  in  the  right 
side  of  the  abdomen  in  the  region  of  the  appendix. 
Sudden  subsidence  of  severe  pain  indicates  perfora- 
tion. The  protective  rigidity  of  the  overlying  ab- 
dominal muscles  is  characteristic.  The  pain  is 
chronic,  appendicitis  is  variable.  It  may  be  vague, 
expressed  in  local  discomfort,  dragging,  or  mani- 
fest in  reflex  discomforts.  There  may  be  no  pain. 
Tenderness  in  appendicitis  will  usually  be  found 
most  acute  just  at  the  site  of  the  most  active  inflam- 
mation. This  may  be  at  the  top  of  the  appendix  or 
anywhere  in  its  length.  It  should  be  remembered 
that  McBurney's  point  usually  represents  the  base 
of  the  appendix.  If  a  line  is  drawn  from  the  point 
of  greatest  tenderness  to  McBurney's  point,  the  line 
will  generally  show  the  direction  and  position  in 
which  the  appendix  lies. 

There  are  many  forms  of  abdominal  pain  which 
must  be  differentiated  from  that  of  appendicitis. 
Tuberculosis  of  the  cecum  gives  a  constant  dis- 
comfort. In  cancer  of  the  cecum  the  pain  is  colicky, 
while  the  lumen  of  the  gut  is  but  little  encroached 
upon,  but  when  it  becomes  much  narrowed  the  pain 
becomes  that  peculiar  to  intestinal  obstruction. 
Rheumatoid  arthritis  of  the  spine  often  gives  peri- 
odic pain  which  is  referred  to  the  nerve  terminals. 
If  the  disease  involves  the  lower  dorsal  or  upper 
lumbar  joints  the  referred  pain  may  be  in  the  lower 
anterior  abdominal  wall.  This  hypersensitiveness 
is  superficial,  and  any  muscular  rigidity  caused  by 
it  is  overcome  by  prolonged  pressure.  In  tables 
dorsalis,  the  abdominal  crisis  may  simulate  appen- 
dicitis, but,  as  in  spinal  arthritis,  steady  pressure 
causes  relaxation.  Herpes  coster  of  the  last  two 
dorsal  or  the  first  two  lumbar  nerves  gives  a  pain 
which  is  continuous,  intense  and  boring,  but  rarely 
colicky  or  intermittent.  The  hypersensitiveness  is 
discovered  to  be  in  the  abdominal  wall.  Inci- 
dentally  it    should    be    observed   that    the  herpetic 


vesicles  which  appear  on  the  third  or  fourth  day 
should  not  be  mistaken  for  the  results  of  local 
applications  made  to  relieve  the  pain.  Typhoid 
appendicitis  occur  usually  in  the  first  week  of 
typhoid.  The  pain  is  similar  to  the  early  pain  of 
appendicitis,  but  less  severe.  Inflammation  of 
Meckel's  diverticulum,  if  in  the  right  iliac  region,, 
is  difficult  to  distinguish  from  appendicitis.  There 
is  a  less  severe  colic,  and  the  pain  is  more  that  of 
localized  peritonitis.  Perityphlitis  gives  a  pain 
with  less  colic  than  appendicitis,  but  with  local 
tenderness  and  rigidity  depending  upon  whether 
there  is  peritonitis  or  not.  Xo  rigidity  usually 
means  no  peritonitis.  Appendicular  colic  without 
inflammation  gives  the  pain  peculiar  to  appendi- 
citis, but  little  or  no  real  muscular  rigidity.  Acute 
intestinal  colic  does  not  present  rigidity  of  the  mus- 
cular wall.  Many  of  the  other  following  condi- 
tions require  to  be  differentiated  from  appendicitis. 

Thrombosis  of  the  mesenteric  artery  is  charac- 
terized by  sudden  excruciating  pain  in  the  mid- 
abdomen,  with  shock  and  the  other  signs  of  gan- 
grene of  intestine.  It  is  one  of  the  most  severe  of 
abdominal  pains.  The  subsequent  pain,  if  the 
patient  survive,  is  that  of  intestinal  obstruction  and 
peritonitis.  Acute  enteritis  may  give  pain,  but  not 
the  rigidity  of  peritoneal  disease.  The  pain  of  ap- 
pendicitis has  also  been  confused  with  that  of  right 
pneumonia  and  abscess  of  the  right  ovary. 

Acute  intestinal  obstruction  begins  with  an  acute 
colicky  pain,  coming  and  going  in  waves.  The 
rigidity  of  the  muscles  does  not  appear  until  peri- 
tonitis develops.  Borborygmus  precedes  the  pain 
waves.  The  above  pain  without  fever,  but  with 
vomiting  and  localizable  distention,  indicates  ob- 
struction. The  rumbling  of  the  bowels  and  the 
belching  of  gas  b\r  mouth,  along  with  the  wave- 
like peristaltic  movements  of  the  intestine,  which 
can  be  seen  often  through  the  abdominal  wall,  all 
preceding  and  running  into  the  colicky  pains,  are 
characteristic  of  acute  intestinal  obstruction.    . 

In  the  female  generative  organs  many  conditions 
produce  abdominal  pain.  The  painful  contractions 
of  the  uterus  which  signal  the  beginning  of  labor 
are  intermittent.  At  first  they  are  short  in  dura- 
tion, a  minute  or  less,  and  feeble,  with  intervals  of 
relaxation  of  half  an  hour  or  more.  There  is  no 
contraction  of  the  abdominal  muscles  or  muscular 
rigidity.  The  early  pains  are  described  as  cutting 
or  grinding  in  character.  As  the  cycles  grow 
shorter  the  pains  become  more  intense.  They  be- 
come stronger,  longer,  and  the  intervals  shorten. 
The  tenderness  of  acute  metritis  is  distinctlv  local- 


- 


W  utBAssi  —Abdominal  Pain 


11     lyll 


izcd  in  the  >  cause 

referred  to  the  lower  abdomen.     When  fluid 

distends  -         ,.ir\  in  the  presence  of 

nflammation   the  pain  may   be  colicky,   but 

usually  it  is  continuous.     Rarely  at  first  it  ma 
referred  to  the  umbilical  region  and  cause  nausea, 
but  the  tenderness  is  always  localized  at  the  disease. 
As   th<  involved   the   rigidit) 

nounced,  but  it  is  not  apt  to  be  so 
marked  as   in  appendicitis.     The  pain  and   tender- 
ness are  lower  and  nearer  the  middle  line  than  in 
appendicitis.     The  tenderness   is  apparent   thi 
the  vaginal  forni 

Ecti  ~  gives        lild  colicky  pain  as  the 

tube  distend.-.  This  usually  is  proem  for  a  week 
or  two  before  the  rupture  of  the  tube  takes  place. 
The  pain  is  in  the  lower  abdominal  region  on  one 
side.  The  rupture  of  the  tube  is  accompanied 
usually  with  acute  pain  followed  by  the  character- 
-  mptoms,  the  chief  oi  which  are  due  to  the 
hemorrhage.  In  some  cases  the  pain  has  been  re- 
ferred to  the  hypochondrium.  When  this  phenom- 
enon is  on  the  right  side,  gall  stone  disease  may  be 
similated.  Tzcistcd  ovarian  pedicle  causes  an  acute 
pain  which  is  continuous  and  not  associated  at  first 
with  rigidity  of  a  marked  degree.  The  pain  is 
often  described  as  of  a  sickening  character.  A 
tender  tumor  is  usually  palpable,  which  is  easily 
determined  not  to  be  due  to  infection. 

The  pains  arising  from  the  urinary  organs  often 
involve  the  abdomen.  A  distended  bladder  has 
given  pain  which  was  mistaken  for  that  of  peri- 
colic  is  due  to  traumatism  to  the 
wall  of  the  ureter  usually  by  a  distending  body 
or  by  obstructed  urine.  Calculus  causes  an  ex- 
cruciating pain  which  is  felt  in  the  loin  and  lateral 
abdomen  and  radiates  to  the  groin,  scrotum  or 
vulva,  and  penis.  The  pain  suddenly  ceases  when 
the  stone  slips  back  into  the  pelvis  of  the  kidney 
or  enters  the  bladder.  The  abdomen  is  not  rigid 
to  palpation.  Renal  colic  presents  the  peculiar  kid- 
ney pain,  usually  referred  in  the  same  direction  as 
that  of  ureteral  pain. 

Mozvble  kidney  causes  pain  when  it  produces  a 
flexion  of  its  pedicle.  Angulation  of  the  ureter 
or  renal  vessels  causes  a  sudden  severe  pain  simi- 
lar to  that  of  ureteral  colic.  It  suddenly  subsides 
when  by  change  of  position  or  from  some  other 
cause  the  kidney  resumes  a  position  which  relieves 
the  angulation.  Dilatation  of  the  renal  pelvis  by 
valve  formation,  angulation,  or  obstruction  in  the 
ureter  may  cause  periodic  pains  not  unlike  those 
of  chronic  recurrent  appendicitis.     The  pains  have 


the  kidnej  character;  the)  radiate  to  the  external 
genitals,  are  locate. 1  more  posteriorly  than  those 
of  appendicitis,  and  the  overlying  abdominal  mus- 
cles  ar(-  not  rigid.  The  dragging  pain  of  movable 
kidne)  is  that  <^i  a  slight  degree  <^i  angulation  of 
the  pedicle  and  traction  upon  the  surrounded  parts. 

Cryptorchism,  especially  with  orchitis  or  epidi 
dymitis,  gives  abdominal  pain,  which  is  low  down 
in  the  groin,  and  often  accompanied  by  the  sicken- 
ing sensation  peculiar  to  traumatism  of  the  testicle. 
Periureteral  abscess  and  infections  of  th< 
deferens  may  cause  pain  and  tenderness  peculiar 
to  their  location.  The  former  disease  on  the  right 
side  is  differentiated  from  appendicitis  by  the 
absence  of  colic.  The  rigidity  is  that  of  localized 
peritoneal  involvement.  Attacks  of  abdominal 
jiain  with  apparent  intestinal  symptoms  may  in 
some  instances  be  due  to  renal  or  ureteral  calculus. 
These  pains  have  been  referred  in  instances  to  the 
mid-abdomen  or  hypochrondrium. 

The  pain  of  peritonitis  is  peculiar.  It  differs  in 
different  parts  of  the  abdomen  and  with  different 
infections.  Inflammation  of  the  peritoneum  is  not 
in  itself  painful.  The  inflamed  peritoneum  is  ten- 
der, that  is.  when  it  is  pressed  upon,  which  means 
stretched  or  traumatized,  pain  is  experienced.  The 
chief  pain  in  connection  with  peritonitis  is  that 
which  is  referable  to  the  intestine.  When  the  peri- 
toneum of  the  bowel  becomes  inflamed,  the  under- 
lying muscle  becomes  infiltrated  with  inflammatory 
products  and  paralyzed.  Localized  intestinal  pa- 
resis and  intestinal  obstruction  are  clinically  the 
same,  and  the  pain  is  due  to  stretching  of  the  in- 
flamed peritoneum  and  to  colic  in  the  bowel  imme- 
diately above  the  paralyzed  segment.  Thus  there 
are  two  pains :  the  tenderness  of  the  inflamed  peri 
toneum  and  the  pain  of  distended  bowel  which  has 
not  yet  fallen  into  paresis,  but  which  i-  destined  to 
that  fate.  The  infecting  organism  influences  the 
pain  by  the  amount  of  exudate  and  reaction  which 
it  produces.  For  example,  the  tubercle  bacillus 
produces  so  little  reaction  as  to  give  but  slowly 
developing  and  slight  peritoneal  discomfort :  the 
more  virulent  organisms,  such  as  streptococcus, 
pyogenes  aureus,  and  colon  bacillus,  usually  pro- 
duce a  rapid  paresis  of  bowel  and  the  pain  which 
accompanies  it. 

Besides  the  pains  arising  from  organs  in  relation 
to  the  abdomen,  there  are  referred  pains,  many 
of  which  are  of  a  medical  character,  but  all  of 
which  may  be  confused  with  surgical  diseases. 
Among  these  may  be  mentioned  pneumonia, 
sy  of  the  diaphragm,  lead  colic   (which  may 
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simulate  most  any  abdominal  pain),  spondylitis 
(affecting  the  nerves  just  as  rheumatoid  arthritis), 
and  tabies  dorsalis  1  with  its  gastric  and  intestinal 
crises  and  pains  about  the  waist). 

Hemorrhoids,  sometimes  when  strangulated,  pro- 
duce an  aching  abdominal  pain.  The  pain  of 
strangulated  hernia  is  that  of  acute  intestinal  ob- 
struction. It  is  often  referred  to  the  umbilical 
region,  although  the  tenderness  is  always  at  the 
site  of  strangulation.  Infected  post-peritoneal 
lymphatic  glands  sometimes  give  the  tenderness 
and  pain  incidental  to  involvement  of  the  peri- 
toneum. Torsion  of  the  omentum  gives  pain  and 
tenderness  which  are  not  severe  and  which 
are  associated  with  the  palpable  m     - 

Sclerosis  of,  the  great  vessels  of  the  abdomen  is 
not  an  uncommon  cause  of  constant  throbbing  pain 
in  old  persons.  This  usually  is  observed  in  the 
iliac  vessels  or  the  aorta.  It  does  not  produce 
rigidity  of  the  abdominal  wall  nor  any  especial 
tenderness,  but  the  pain  is  persistent  and  intract- 
able. Aneurysm  of  abdominal  vessels  produces 
pain  by  pressure  upon  nerves  in  adjacent  struc- 
tures. 

Rupture  of  viscera  causes  slight  pain  at  th 
ment   rupture  of  the  peritoneum   occurs.     Follow- 
ing   this    the    pain    depends    upon    the    degree    and 
location  of  the  peritonitis  which  supervenes. 

It  should  be  borne  in  mind  that  no  abdominal 
pain  alone  is  pathognomonic.  All  of  these  pains 
must  be  considered  along  with  the  accompanying 
symptoms. 


THE    INDICATIONS    FOR    THE    MASTOID 

OPERATION. 

Frederick   E.    Fraxchere. 

SIOUX    CITY.    IOWA. 


When  one  takes  into  consideration  the  patho- 
logical conditions  present  in  purulent  inflammation 
of  the  mastoid  bone ;  when  one  keeps  in  mind  the 
important  structures  immediately  surrounding  the 
middle  ear :  and  when  the  dire  consequences  that 
may  follow  when  operative  interference  has  not 
been  resorted  to  are  fully  understood,  it  becomes 
obviously  important  that  the  surgeon  should  know 
exactly  when  to  perform  the  mastoid  operation. 
However,  we  cannot  well  arrive  at  any  conclusion 
in  this  matter  without  a  resume  of  the  symp- 
tomalogy  of  mastoid  inflammation. 

There  is  perhaps  no  region  in  the  human  body 
where  surgical  procedure  is  employed  which  is 
in  such  close  relation  to  so  many  vital  points  as 
the  middle   ear :   Above  and  separated   from   it  by 


bone,  which  i>  often  extremely  thin,  lies  the  brain 
and  its  meningeal  coverings.  An'xrior'y,  and  in 
close  proximity,  the  carotid  artery.  Behind,  at  no 
regular  situation  the  sigmoid  -inus,  extending  be- 
low in  the  jugular  vein.  Internally,  the  facial  nerve 
and  the  internal  ear. 

Here,  it  anywhere,  one's  surgical  wanderings 
are  truly  beset  by  pitfalls,  and  here  also  is  initiated 
the  inrlammatorv  process,  whose  extension  into  the 
adjacent  parts  renders  so  urgent  the  need  of 
prompt  and  thorough  operative  interference. 

It  must  be  borne  in  mind  that  in  mastoiditis  we 
have  to  deal  with  an  osteomyelitis  of  limited  area 
and  that  while  it  may  at  times  progress  slowly  with 
merely  the  obliteration  of  the  mastoid  cells  by 
sclerosed    bone    it    frequent:  -    contiguous 

structures  with  fearful  rapidity. 

The  mastoid  has  aptly  been  designated  the  ap- 
pendix of  the  head  and  disease  of  these  two  parts 
are  certainly  attended  by  common  phenomena.  The 
surgeon  who  has  done  any  considerable  number  of 
operations  for  appendicitis  will  frankly  confess 
that  in  this  disease  there  is  no  way  by  which  he 
can  with  any  certainty  state  the  nature  and  extent 
of  the  pathological  condition  before  abdominal  sec- 
tion has  been  performed.  In  like  manner,  no 
surgeon  can  with  any  confidence  assert  what  he 
will  find  before  he  has  performed  a  complete  mas- 
toid operation. 

Some  apparently  benign  cases  of  mastoiditis  pre- 
sent the  greatest  difficulties  in  the  way  of  the  op- 
erator while  others  seemingly  malignant  show- 
merely  the  necessity   for  free  drainage. 

In  the  midst,  then,  of  these  uncertain  conditions 
what  cardinal  signs  exist,  if  any,  by  which  we  can 
be  guided  in  our  decision  to  operate  or  not  to  op- 
erate ? 

The  temperature  is  an  unreliable  guide.  Some 
severe  cases  accompanied  by  extensive  caries  have 
but  slight  febrile  manifestations,  while  others  with 
high  fever  show  comparatively  little  involvement 
of  the  mastoid  cells. 

In  two  patients,  both  over  70  years  'if  age.  and 
both  having  profuse  discharge  and  caries  of  the 
inner  table,  one  at  no  time  had  a  temperature  of 
over  90.4"  while  in  the  other  the  fever  rose  to 
104.60. 

Children  are  apt  to  have  high  fever,  as  also 
are  those  cases  characterized  by  perforation  of  the 
floor  of  the  mastoid  and  the  formation  of  Bezold's 
abscess. 

A  case  having  a  history  of  a  discharge  from  a 
sinus  behind  the  ear  that  has  persisted  for  thirtv 
years  had  a  subnormal  temperature.     On  operating 
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1   found  the  bone  of  ivorj    hardness,  all  «.-t-ll >  but 
the  antrum  obliterated,  and  an  epidural  abscess. 

It  is  my  belief  that  the  more  rapidl)  the  infec- 
tion invades  the  mastoid  cells  the  higher  we  will 
find  the  temperature  curve,  a--  such  invasion  is  coin- 
cident  with  the  genera]   systemic   infection   which 

it,  while  in  the  more  slowl)  developing 
the  individual  has  in  a  measure  reacted  to  the  in- 
fective  process  in  a  general  way,  while  the  disease 
becami  I  in  the  non-resisting  cells  of  the 

id  bone.    The  pulse  conforms  in  frequi 
the  temperature. 

Sweating,  especially  during  sleep,  generall)  indi- 
cates pus,  and  in  the  disease  under  consideration 
we  have  no  exception  to  the  rule.  The  expression 
oi  the  countenance  I  do  not  regard  as  of  any  diag- 
nostic value. 

Suddenly  appearing  disturbance  ol  equilibrium 
with  nausea  and  greatly  diminished  hearing 
curring  during  the  course  of  a  suppuration  of  the 
middle  ear  are  symptoms  which  demand  immediate 
operation,  pointing  as  they  do  to  involvement  of 
the  labyrinth,  which  is  usually  followed  by  pan- 
otitis, meningitis  and  death. 

When  we  can  diagnose  mastoiditis  b)  inspection 
of  the  parts  involved  no  other  means  of  diagnosis 
are  necessary.  However,  one  must  not  confound 
the  glandular  swellings  so  common  in  the  exan- 
themata for  a  Bezold  absce--  I  lareful  palpation 
will   usually  remove  all   danger  of  this   error. 

The  discharge  from  the  meatus  may  be  absent 
or  profuse,  with  all  variations  between  these  ex- 
tremes. But  the  rapid  cessation  or  diminution  of 
the  discharge  accompanied  by  increase  of  tempera- 
ture, pain  and  tenderness  strongly  indicate-  in- 
cut of  the  cells  and  should  put  us  on  our 
guard  at  once. 

Inspection  of  the  canal,  however,  is  of  greatest 
value,  as  here  we  find  a  sign  which  when  present 
is  of  such  significance  that  its  association  with  but 
one  other  sign  of  equal  importance  warrants  us  in 
operating  at  once.  If,  after  having  thoroughly 
cleansed  the  external  auditory  canal,  we  find  just 
above  and  posterior  to  the  tympanic  ring  a  sagging 
or  bulging  of  the  membrane  lining  the  bony  canal 
and  if  this  is  associated  with  tenderness  over  the 
antrum  or  the  tip  of  the  bone  or  over  the  point  of 
emergence  of  the  emissary  vein,  there  is  no  need 
of  delaying  in  hopes  of  more  definite  evidence. 
By  the  time  more  evidence  appears  the  patient  may 
be  in  great  danger  of  death. 

Some  writers  express  themselve-  a-  being  skep- 
tical of  the  value  of  a  bacteriological  examination 
-of    purulent    discharge    from    the    meatus    on    the 


grounds  that  such  discharge  becomes  quickly  in- 
fected with  new  pyogenic  organisms  after  having 
drained  from  the  middle  ear.  1  take  issue  with 
them.     <  >f  course,  if  the  pus  to  be  examined  has 

been  taken  from  the  outer  ear  or  from  the  side  of 
the   neck   after   it   has   been   exposed    foi    SOme   tune 

t"  the  external  atmosphere  it  is  obvious  contamina- 
tion b)  new  bacteria  should  be  expected,  but  if  the 
patient'-  external  auditory  canal  be  syringed  out 
with  a  sublimate  solution,  and  cleaned  carefully 
with  alcohol,  the  patient's  ear  inflated  so  as  to  force 
mw  pus  into  the  canal  and  the  pus  gathered  bj  a 
sterilized  carrier  and  then  sealed  until  it  gets  into 
the  hands  of  the  bacteriologist,  1  fail  t"  see  why  a 
bacteriological  examination  should  nut  be  worth  as 
much  as  or  even  more  than  a  culture  taken  from  a 
throat  in  a  ease  of  suspected  diphtheria. 

The  organisms  causing  suppuration  of  the  mid- 
dle ear  are  the  staphylococcus,  pneumococcus, 
streptococcus  and  influenza  bacillus,  although  the 
infection  is  commonly  mixed. 

Although  pneumococci  cause  the  greater  number 
of  cases,  streptococci  are  by  far  the  more  virulent 
and  if  these  germ-  are  presenl  that  alone  is  held 
ne  to  be  justification  for  the  operation. 

So  eminent  an  authority  as  Dench  regards  the 
blood  count  as  valueless  for  diagnostic  purposes, 
but  1  cannot  concur  in  this  opinion. 

To  attempt  to  diagnose  mastoiditis  by  laboratory 
methods  alone  would  lie  fallacious,  but  as  collateral 
evidence  I  consider  the  blood  count  of  much  value. 
The  fault  with  many  observers  lies,  I  think,  in  their 
interpretation  of  the  blood  count.  The  absence  of 
blood  changes  is  not  proof  that  mastoiditis  does 
not  exist,  and  in  this  connection  we  must  not  for- 
get that  in  the  mastoid  the  osteomyelitis  is  quite 
walled  off  in  the  bone,  but  if  we  correctly  interpret 
them,  certain  blood  changes  are  highly  significant. 

The  mere  fact  that  there  is  an  increase  in  the 
number  of  white  cells  is  not  of  great  value,  but 
when  the  percentage  of  neutrophils  is  raised  I  be- 
lieve we  have  a  symptom  of  importance.  Xor  am  I 
alone  in  this  opinion.  One  writer  states  his  con- 
viction that  in  the  presence  of  a  suppuration  of 
the  middle  ear.  if  the  neutrophiles  run  as  high  as 
73  per  cent,  we  should  operate.  However,  I  would 
not  advise  operation  without  other  evidence. 

The  character  of  the  pain  is  held  by  some  to  be 
significant,  a  deep,  dull  heavy  pain  associated  with 
indisposition  on  the  part  of  the  patient  to  move 
about  being  regarded  as  pathognomonic,  but  I  have 
seen  pain  of  this  character  in  so  many  other  con- 
ditii  ns  that  I  give  it  small  weight. 

In  my  view  we  should  get  all  the  evidence  pos- 
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sible,  giving  each  item  its  due  consideration,  and 
then  carefully  sum  up  before  we  hand  down  our 
decision.  Certainly  any  procedure  which  makes 
for  more  careful  and  more  thorough  investigation 
should  not  be  lightly  regarded. 

But  the  point  I  wish  to  raise  here  is:  are  we 
justified  in  waiting  for  all  of  the  cardinal  signs  of 
mastoiditis  before  advising  the  mastoid  operation? 

Let  me  ask,  is  the  surgeon  justified  in  waiting 
for  an  accumulation  of  pus  in  the  abdominal  cav- 
ity or  until  he  is  morally  certain  that  his  patient 
has  a  gangrenous  appendix  before  he  advises  ap- 
pendicectomy?  Is  he  not  in  fact  under  obligation 
to  operate  before  these  complications  have  oc- 
curred? 

There  can  be  no  doubt  that  the  mastoid  cells  are 
implicated  in  all  acute  inflammations  of  the  middle 
ear,  even  when  there  is  no  discharge  of  pus  from 
the  meatus.  Siebenmann  says :  "A  spontaneous 
evacuation  of  purulent  secretions  which  may  have 
gathered  in  the  complicated  system  of  cells  with 
narrow  exits  through  a  perforation  or  through  the 
tube  is  impossible.'' 

It  would  appear  from  this  that  treatment  of  an 
inflamed  mastoid,  other  than  surgical,  would  nat- 
urally be  of  doubtful  value  and,  indeed  such  is  the 
case.  Leeches,  ice  bags  and  general  systemic  treat- 
ment are  said  to  be  useful,  but  in  such  cases  as  are 
really  benefited  by  such  treatment  is  our  diagnosis 
of  mastoid   complication   infallible? 

However,  I  do  not  wish  to  be  understood  as  de- 
crying all  attempts  other  than  surgical  to  relieve 
either  acute  or  chronic  suppuration  of  the  middle 
ear.  Such  treatment  is  at  times  of  value,  and  an 
effort  to  relieve  the  patient  by  these  means  is  al- 
wa)  s  to  be  made ;  but  a  careful  reading  of  the  best 
authorities  and  one's  own  experience,  if  at  all  ex- 
tended, will  soon  make  one  pessimistic  as  to  what 
is  really  accomplished  without  the  surgeon.  Im- 
provement or  recovery  in  such  cases,  I  believe,  de- 
pends more  upon  the  patient's  powers  of  resistance 
and  the  severity  of  the  infection  than  upon  the  local 
treatment. 

But  when  by  a  perfectly  safe  surgical  procedure 
we  can  bring  about  recovery  in  an  inflamed  mastoid 
with  the  cessation  of  all  purulent  discharge,  what 
right  have  we  to  continue  treating  these  conditions 
with  peroxide  of  hydrogen  and  other  archaic  men- 
dicaments? 

I  am  sure  there  are  those  reading  this  who  were 
taught  that  it  was  an  improper  thing  to  operate  on 
appendicitis  until  it  became  of  the  fulminating  vari- 
ety. The  viewpoint  has  changed  since  then. 
Neither  do  we  hear  of  as  many  deaths  from  ap- 


pendicitis. When  we  have  an  inflamed  ear  we 
have  an  inflamed  mastoid.  When  we  have  pus  in 
the  middle  ear  we  have  pus  in  the  mastoid.  How 
long  shall  we  delay? 

The  patient's  hearing  deserves  passing  considera- 
tion. If,  having  ears  to  hear  with,  i  man  cannot 
hear,  he  is  crippled  to  just  that  extent.  And  the 
sooner  a  mastoid  operation  is  performed  the  more 
hearing  will  be  preserved. 

I  am  fully  aware  that  the  operator  is  at  times 
confronted  by  various  considerations,  which  are 
prone  to  bias  his  judgment  as  to  the  time  when 
operative  procedure  should  be  initiated,  but  after 
reviewing  the  literature  on  this  subject  and  in  the 
light  of  my  experience  I  am  forced  to  believe  that 
the  mastoid  operation  should  be  performed  as  soon 
as  mastoiditis  can  be  diagnosed. 

Certainly  this  operation  is  curative  of  suppura- 
tion of  the  middle  ear  without  disturbance  of  audi- 
tion unless  the  radical  operation  is  performed,  and 
even  then  it  not  infrequently  improves  the  pa- 
tient's hearing.  In  cases  requiring  the  radical  op- 
eration it  not  only  removes  the  menace  of  im- 
pending mastoiditis  but  it  is  a  true  remedial  agent, 
whereas  the  medical  treatment  of  this  affection 
is  to  say  the  least  uncertain  in  its  results,  tedious 
in  its  duration,  beset  by  many  dangers,  not  only  to 
the  patient's  welfare,  but  for  the  physician's  repu- 
tation. If  error  must  creep  in,  it  is  far  safer  for 
all  concerned  to  operate  too  soon  than  too  late. 


Bursitis  About  the  Knee. 
Simple  synovitis  of  the  knee,  bursitis  of  the  pre- 
patellar sac,  and  teno  synovitis,  or  of  a  bursa 
underlying  a  tendon,  are  essentially  the  same  dis- 
ease. In  all  there  is  distention  by  hypersecretion, 
due  to  subacute  inflammation,  the  result,  it  may  be, 
of  overuse  or  strain;  again,  all  may  also  be  the 
seat  of  septic  infection  through  the  blood  or  from 
without,  and  the  effect  is  the  same  pathologically 
in  all.  But  it  has  taken  us  a  little  longer  to  realize 
that  just  as  we  find  gouty,  tuberculous,  gonorrheal 
and  so-called  pyemic  affections  of  joints,  so  we 
may  meet  with  the  same  in  separate  bursal  struc- 
tures or  tendon  sheaths,  while  the  joints  remain 
unaffected.  This  will  sometimes  explain  the  pres- 
ence in  certain  obscure  toxic  blood  conditions  of 
painful  spots  or  swellings  in  situations  out  of  the 
line  of  the  more  commonly  named  bursae  and 
sheaths,  but  in  which  we  know  that  smaller  or 
larger  bursae  do  exist  which  otherwise  rarely 
attract  attention. — Arthur  E.  Barker  in  the  Brit- 
ish Medico!  Journal. 
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RHINOPHYM  \     (  IPERATI\  E    TREAT- 
MENT. 
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Rhinophyma,  the  extreme  form  of  acne  ro 

se  in  which  an  elephantiasis- 
like lnperplasia  of  all  of  the  structures  of  the  -kin 
The  thickening  is  more  marked  in 
than  in  others,  notabl)    in  the  anterior  por- 
nasi  where  large,  soft  nodules  arc 
i  lop. 
The  disease  in  a  mild  form  is  not  rare,  but  the 
extren  common.     In  th< 

i  have  seen  it  but  th 
Mr  I  66  years,  was  operated  upon  by 


surfaces.  It  is  best  to  attack  the  nodules  fii  t. 
incising  each  nodule  about  one-quarter  waj  up  its 
circumi  at  a  sufficient  di  tance   from  its 

base  to  ensure  enough  skin  to  covei  in  thi  r<  tilt 
ing  defect.  \  verj  sharp,  narrow,  thin-bladed 
knife  is  required.  The  entire  thickness  of  the  skin 
should  not  be  aved  as  all  the  layers  of  the  skin 
partake  in  the  process;  only  the  superficial  layers 
should  be  h  nodule  is  r<  moved  in  its 

entiretj   except    for  the  thin  layer  of   skin  at   the 
Following  their  removal  the  thickened  skin 
remainder  of  the  alae  nasi  and  of  the  i 
the  nose,  if  involved,  is  incised  by   n  i 
cisions  parallel  to  the  long  axis  of  the  nose  in  the 
case  of  all  the  skin  except  thi 

The  incisions  should  be  about  one-quarter  of  an 


me  at  the  German  Hospital,  Brooklyn,  October 
14.  1909.  His  condition  before  the  operation  is 
shown  in  the  accompanying  photograph  (Fig.  1). 
Four  months  before,  he  noticed  a  small  nodule  on 
the  right  side  of  the  nose  and  a  few  weeks  later 
one  on  the  left  side.  Previous  to  this  there  had 
been  some  acne  rosacea,  but  not  marked.  These 
nodules  grew  larger  and  the  entire  nose  became 
thickened.  The  thickening  was  especially  marked 
in  the  anterior  portions  of  the  alae  nasi.  Opera- 
tion consisted  in  removing  the  larger  growths  and 
undermining  the  skin  by  a  combination  of  the 
methods  described  below  so  as  to  restore  the  nor- 
mal contour  of  the  nose.  Healing  was  uneventful. 
The  result  was  all  that  could  be  desired  (Fig.  2). 
Operative  Treatment  consists  in  carefully  plan- 
ning out  the  removal  of  the  nodules  and  the  deeper 
thickened  layer  of  skin  in  such  a  way  as  to  re- 
store the  original  shape  of  the  nose  and  leave  suf- 
ficient thin   skin   flaps  to  cover  the   resulting   raw 


inch  distant  from  each  other.  The  deeper  por- 
tion of  each  strip  thus  formed  is  excised,  leaving  a 
very  thin  superficial  layer.  Care  should  be  taken 
not  to  destroy  the  attachment  at  either  end  of  the 
strip.  The  incision  to  remove  the  thickened  por- 
tion from  the  alae  nasi  should  be  in  the  normal  line 
just  above  this  portion  of  the  nose,  but  should  not 
encroach  too  much  toward  the  cheek.  The  flap  is 
turned  down  and  out  toward  the  cheek  and  all  the 
thickened  tissue  removed,  leaving  only  the  super- 
ficial layers  of  the  skin.  Up  to  this  point  no  trim- 
ming of  the  flaps  has  been  done.  All  bleeding  has 
been  controlled,  preferably  by  pressure.  An  assist- 
tant  attends  to  this  while  the  operator  works  upon 
another  part  of  the  nose,  so  that  when  the  excision 
is  complete  the  field  is  dry.  The  flaps  are  now- 
adjusted  and  any  excess  at  the  edges  removed  with 
small  sharp  manicure  scissors.  Accurate  fitting  to- 
gether of  these  flaps  is  essential  to  a  final  good  re- 
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suit.  It  will  try  one"s  ingenuity  at  times  to  secure 
accurate  apposition.  The  dressing  consists  of  a 
soft  pad  of  gauze  fitted  to  the  nose  and  secured  by 
adhesive  plaster.  The  dressing  should  not  obstruct 
the  nostrils. 

If  it  is  wished  to  reduce  the  nose  still  further 
in  size  Dieffenbach  advises  the  excision  of  V- 
shaped  longitudinal  strips  of  the  entire  thickness 
of  the  skin.  It  may  rarely  be  necessary  in  extreme 
cases  to  dissect  away  the  entire  skin  covering  of 
the  nose  and  use  Thiersch  grafts,  or  a  combination 
of  the  methods  may  be  advisable. 
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CERTAIN   I. IMITATIONS  OF  LIVING 
PATHOLOGY.* 

Dudley  Roberts,  M.D., 
Attending  Gastro-Enterologist,  Brooklyn  Hospital, 

BROOKLYN,    N.    Y. 


Very  radical  changes  have  been  made  in  our  con- 
ceptions of  the  meaning  of  upper  abdominal  com- 
plaints in  recent  years  through  the  labors  of  sur- 
gery. In  large  part  these  changes  are  traceable 
to  the  direct  examination  of  anatomical  lesions,  the 
study  of  living  pathology  during  exploration  of 
the  abdomen.  To  one  who  is  a  frequenter  of  the 
operating  room  there  seems  to  be,  however,  cer- 
tain limitations  of  living  pathology  which  need 
thoughtful  consideration.  Some  of  these  are  no 
doubt  irremediable,  but  others  possible  of  partial 
correction  at  least  if  anticipated  or  appreciated 
during  exploration. 

Living  pathology  sometimes  leads  to  erroneous 
conclusions  if  only  the  outer  appearances  of  vis- 
cera are  studied.  The  appendix  that  seems  prac- 
tically normal  on  the  outside,  on  section  is  seen 
to  be  abnormal  and  its  removal  is  followed  by  the 
disappearance  of  a  definite  and  long-standing  train 
of   symptoms. 

Inspection  and  palpation  of  the  gall-bladder  can- 
not determine  the  condition  of  the  interior,  and 
the  fact  that  the  contents  can  be  emptied  through 
the  ducts  does  not  complete  the  proof  that  clinical 
symptoms  have  not  resulted  from  changes  in  this 
organ.  One  would  never  think  of  attempting  to 
decide  as  to  the  presence  of  a  low  grade  pyelitis 
from  mere  palpation  and  inspection  of  the  kidney 
pelvis  or  from  the  demonstration  of  patency  of 
the  ureter.  The  two  structures,  however,  have  a 
decided    similiarity.      Without    careful    exploration 

•Read  before  the  Medical  Society.  County  of  Kings.  April  18,  1911. 


of  the  mucous  lining  and  the  contents  of  the  gall- 
bladder it  is  difficult  to  see  how  we  are  justified  in 
drawing  hard  and  fast  conclusions.  Cultures  may 
certainly  be  made  of  the  aspirated  contents  with- 
out increase  of  risk,  for  it  must  be  admitted  that 
it  is  often  unwise  to  prolong  an  operation  by  open- 
ing of  the  gall-bladder  unless  conditions  strongly 
suggest  the  necessity.  I  have  on  a  number  of  oc- 
casions regretted  the  disinclination  of  surgeons  to 
complete  what  seemed  to  me  a  justifiable  explora- 
tion. 

In  exploration  of  the  duodenum  and  stomach 
there  are  decided  limitations  to  the  value  of  mere 
inspection  as  ordinarily  carried  out.  The  presence 
of  an  indurated  ulcer  can  be  determined  usually 
owing  to  the  frequency  with  which  such  an  affec- 
tion occurs  near  the  pylorus.  Growths  and  ulcera- 
tions of  the  posterior  wrall  are  easily  overlooked. 
There  is  apt  to  be  hesitancy  on  the  part  of  the 
surgeon  to  open  the  stomach  and  examine  the  in- 
ner surface.  Clinically  it  seems  that  superficial 
erosions  and  non-indurating  ulcers  are  far  more 
common  than  is  indicated  by  the  views  of  present- 
day  surgery.  Some  of  the  cases  of  severe  and 
fatal  forms  of  hemorrhage  of  the  stomach  show 
no  marked  changes  in  the  external  appearance  of 
the  stomach.  This  is.  however,  a  class  of  cases 
with  which  the  surgeon  is  not  as  familiar  as  the 
internist. 

The  differentiation  between  an  indurated  ulcer 
and  a  malignant  ulceration  cannot  be  made  on  in- 
spection. The  enlargement  of  surrouding  glands 
may  be  very  slight  or  absent  in  either.  Mistakes 
are  not  infrequently  made  of  calling  a  benign 
growth  malignant  or  vice  versa.  Such  is  the  grav- 
ity of  the  decision  in  this  matter  that  the  limita- 
tions of  inspection  should  be  realized  and  operative 
procedures  decided  upon  rather  from  the  proba- 
bilities of  the  clinical  findings  and  examination  of 
frozen  section. 

Exploration  of  the  pancreas  by  surgeons  has  led 
to  erroneous  conclusions  in  a  considerable  number 
of  cases  in  which  I  have  had  an  interest,  and  I 
place  little  value  in  the  living  pathology  differen- 
tiation between  chronic  inflammation  and  early 
malignancy.  It  is  open  to  serious  question  whether, 
recognizing  the  limitations  of  differentiation,  the 
benefit  should  not  always  be  given  to  benignancv 
and  operative  procedures  carried  out   accordingly. 

Living  pathology  per  se  often  leads  to  error  un- 
less the  clinical  history  and  findings  are  carefully 
considered  before  and  during  operation.  It  is  now 
the  custom  of  some  surgeons  whenever  feasible  t<  i 
explore  all  of  the  usual  sites  of  trouble  even  though 
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.•.  found.    The  association  of  such 

mon.     rhe  practi 

ng  the  abdomen  without  previously  taking 

time  and  trouble  to  secure  all  of  the  clinical  facts 

which  some  surgeons  are  strangel) 

addicted.     B)   such  a  course  operations  sometimes 

irily   complex   and   difficult.       I  lie 

finding  of  a  condition  other  than  the  one  strongly 

.  the  clinical  stud)  of  the  case  should 

make  the  operator  suspi 

1  have  in  mind  two  recent  operations  thai 
this  point.     In  the  one  there  was  a  typical  histor) 
of  peptic  ulcer  in  which  at  no  ulcer  was 

found  hut  stones  were  found  in  the  cystic  duct. 
The  patient  survived  the  operation,  but  th< 
symptoms  of  peptic  ulcer  persist.  Probably  there 
was  an  invisible  lesion  of  the  pyloric  region  as- 
ted  with  pylorospasm  from  gall-bladder  dis- 
ln  the  other  case  there  was  a  rather  typical 
gall-bladder  histor)  and  operation  showed  nothing 
hut  a  somewhat  small  pylorus.  Here  again  the 
symptoms  continue  the  same  as  before  operation, 
and  we  are  led  to  ask  whether  examination  of  the 
inside  of  the  gall-bladder  or  even  drainage  was  not 
justified,  on  the  consistency  of  the  clinical  history 
and  the  relative  freedom  from  danger  in  such  an 
operative  course. 

In  the  case  of  indurated  peptic  ulcer  the  previ- 
ous study  of  the  case  is  often  more  valuable  in 
making  a  decision  as  to  malignancy  than  living 
pathology.  During  the  course  of  two  years  I 
watched  a  patient,  believing  that  he  had  a  non- 
malignant  indurated  ulcer.  Operation  showed  there 
was  an  ulcer,  but  both  it  and  a  tumor  on  the  liver 
were  said  by  the  surgeon  to  be  malignant.  Anti- 
syphilitic  treatment  and  perfect  recovery  have 
proven  how  absolute  were  the  limits  of  exploration 
and  how  suspicious  we  must  be,  even  when  made 
by  the  surgeon  of  wide  experience  and  reputation, 
of  an  operative  diagnosis  that  contradicts  a  well- 
matched  clinical  picture. 

Surgeons  and  pathologists  associated  with  them 
have  insisted  on  the  frequency  with  which  carci- 
noma develops  on  the  ulcer  base.  I  think  that  ap- 
pearances are  deceitful  and  that  this  occurs  far 
less  frequently  than  has  been  claimed.  Great  fre- 
quence is  contradicted  by  the  clinical  course  of 
these  cases  which,  it  is  true,  look  much  like  new 
growths  engrafted  on  an  ulcer. 

Living  pathology  often  gives  false  impressions 
as  to  the  relation  of  anatomical  alteration  of  struc- 
ture to  clinical  complaints.  The  correction  of  this 
lies  in  a  careful  consideration  of  operative  results. 
The  rest  in  bed,  restricted  diet  and  psychic  effect 


of  a  staj  ui  the  hospital  have  marked  results  on 
man)    abdominal    abnormality      I  period.      I 

think  that  the  surgeon  i    often  deluded  b)  appai 
ent    in  m   his  skillful   lab  irs      \\  e 

are  all  of  us  conscious  of  our  successes,  while  our 
neighbor  is  bettei  acquainted  with  our  mistakes 
and  failures.  For  one  reason  or  another  the  pa- 
tic  m  afflicted  w  ith  a  re<  I  symptoms  aftei 

.1    supposed    radical    cure    is   apt    to    seek    the    advice 

other.      I  lie   internisl    not    infrequentl)    sees 
:  i  .  on  whom  two  to  five  or  more  opi  i 
have  been  performed  b)  different  surgeons  Ei  i   the 

I. lint    that    still   persists.      Tin    i 
usually    a    history    of   temporary    relief   after   each 
operation.     1  have  several  times  seen  in  the  writ 
ings   of    m\    surgical    confreres   report     oi    cure 
by  surger)  when  the  patienl  was  back  in  my  hands 
or  the   hands  of   another  internist    suffering  with 
the  old  complaint-,      this  ignorance  of  final  results 
may  be  the  reason  for  better  statistics  for  operative 
treatment  of  surgical   dyspepsias  when  colYcti-d   b\ 
surgeons  than  when  internists  give  final  results  on 
the  cases   which   have  come  under  their  cue.      [n 
other  word-,  we  must  most  scrupulously  interpret 
living  pathology  in  the  light  of  results. 

We  are  not  especially  interested  in  abstract  ques- 
tions concerning  lesions,  but  rather  the  relation  of 
to  morbidity  and  mortality. 

84  Remsen  Street. 


Hernia  01    1111:  Knee  vs.  Bursitis. 

Jt  has  been  held  by  some  (Baker,  Koenig  and 
others)  that  certain  large  bursal  tumors  round  the 
knee  are  derived  from  hernial  protrusions  of  the 
53  li'  'vial  membrane  through  weak  spots  in  the 
capsule  (so-called  Baker's  cysts).  But  we  must 
remember  that  the  views  on  these  structures  were 
put  forward  at  a  time  when  it  was  considered  very 
imprudent  to  investigate  them  by  operation,  owing 
to  the  dangers  of  sepsis  spreading  to  the  knee- 
joint,  and  consequently  a  minute  examination  of 
their  relations  could  rarely  be  made  during  life, 
and  they  were  seldom  dissected  after  death.  Since 
then  we  have  learned  how  to  operate  on  them  with- 
out risk,  and  my  own  experience  of  a  considerable 
series  of  cases  leads  me  to  the  conclusion  that  the 
swellings  here  alluded  to  are  always  enlargements 
of  pre-existing  bursae  and  not  hernial  protrusions 
due  to  over-strain.  I  have  never  seen  anything  to 
support  the  hernial  hypothesis  in  the  case  of  the 
knee. — Arthur  E.  Barker  in  the  British  Medical 
Journal. 
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This  study  is  taken  from  the  records  of  8,515 
post-mortem  examinations  made  at  the  Philadelphia 
General  Hospital  from  September  12,  1867,  to  Sep- 
tember 1,  1909.  In  this  series  there  were  457  cases 
of  cancer.  One  patient  out  of  every  nineteen  posted 
(18.6)  had  cancer.  There  were  404  whites  and 
40  blacks;  the  race  not  being  specified  in  13  cases. 
These  figures  cannot  be  used  as  a  basis  of  the  ques- 
tion as  to  the  relative  frequency  of  the  disease  in 
the  two  races,  as  the  population  of  the  hospital  is 
made  up  of  a  preponderance  of  the  white  race.  Can- 
cer was  found  in  males  in  274  cases  and  in  females 
in  179  cases:  the  sex  not  being  specified  in  4 
This  represents  a  percentage  of  60.5  for  males  and 
39.5  for  females.  If  we  eliminate  the  organs  pe- 
culiar to  the  sex  the  percentage  for  males  was  72.5 
and  for  females  27.5. 

The  frequency  as  to  age  was  as  follows : 

Age.  Cases.  Per   cent. 

20  to  29  years  10  2.2 

3°  to  39  years  34  7.6 

40  to  49  years  93  20.9 

50  to  59  years  107  24.0 

60  to  69  years  121  27 .2 

70  to  79  years  67  15.1 

80  to  89  years  12  2.7 

Over   90  years  1  0.2 
Age  not  specified  in  12  cases. 

Site.  Cases.     Per  cent.  Whites.  Blacks.  Males.  Females. 

Adrenals  6  1.32  5         1  4  2 

Bladder  8  1.76  8  .  .  3  5 

Bileducts  6  1.32  6  . .  5  1 

Breast  38  8.36  35  3  2  36 

Cecum  5  1. 10  4         1  3  1 

Colon  6  1.32  6  .  .  2  4 

Duodenum  2  0.44  2  .  .  2 

Esophagus  31  6.82  31  .  .  29  2 

Eye  1  0.22  1  .  .  1 

Face  7  1.54  7  5  2 

Gallbladder  1 1  2.42  11  .  .  4  7 

Ileum  5  1. 10  4  .  .  4  1 

Kidneys  2  0.44  1  .  .  2 

Larynx  3  0.66  2  .  .  3 

Lip  2  0.44  2  .  .  2 

Liver  26  5.72  24  2  21  5 

Lungs  4  0.88  2222 

Mediastinum         3  0.66  I          I  3 
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Omentum 

1 
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Orbit 
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Ovaries 
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Pancreas 
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Penis 

4 
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Peritoneum 

3 

O.66 
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2 

Prostate 

9 

I.98 
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2 

9 

Rectum 

18 
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15 

2 

10 

261 


Stomach  168       36.96     155       13     123       43 

Thyroid  1  0.22  1        .  .  1 

Tongue  5         1.10         5        ..  5 

Uterus  40        8.80      30        4       . .       40 

Vagina  3         0.66         1         2       .  .         3 

Metastases  were  found  in  the  following  organs. 
The  figures  denote  the  number  of  times  metastases 
were  found  in  the  organ  named:  Adrenals,  18;  ap- 
pendix, 2;  axilla,  20;  aortic  glands,  1  ;  arm,  1  ;  ab- 
dominal lymph  glands,  1  ;  bronchial  lymph  nodes, 
12  :  brain,  3  ;  buttocks,  1 ;  bileducts,  3  ;  urinary  blad- 
der, 16;  bronchus,  5;  broad  ligaments.  1  ;  cranium, 
3:  colon,  9;  cervical  lymph  nodes,  4;  costal  carti- 
leges,  1;  spinal  cord,  1;  clavicular  lymph  nodes,  2; 
diaphragm,  5:  duodenum,  5;  dura  mater,  2;  epi- 
cardium,  1  ;  eye  lid,  1 ;  esophagus,  3 ;  epiglottis,  1  ; 
frontal  bone,  1  ;  femur,  2 ;  fallopian  tubes,  1  ;  gas- 
tric lymph  nodes,  5  ;  gastro-duodenal  lymph  nodes, 
1;  gallbladder,  7;  gastro-hepatic  lymph  nodes.  14; 
heart.  7 :  humerus,  1  ;  hepatic  lymph  nodes,  1  :  in- 
guinal glands,  5;  ileum,  1;  intestines  (small),  8; 
iliac  lymph  nodes,  1  ;  jaw,  1  ;  kidneys,  34 ;  liver.  175  : 
lungs,  70;  mediastinal  lymph  nodes,  4;  mesentery. 
21:  mediastinum,  25;  meninges,  1;  mesenteric 
lymph  nodes,  23;  omentum,  14;  ovaries,  8;  pan- 
creas. 38;  pelvis,  3:  peritoneal  lymph  nodes,  28; 
parotids,  1  :  palate,  1 ;  pharynx,  1  :  peritoneum,  27; 
pericardium,  6;  pleura,  30;  pelvic  lymph  nodes,  4; 
pelvic  bones,  1  ;  pancreatic  lymph  nodes,  5 ;  peri- 
bronchial lymph  nodes,  4 :  prostate,  1 ;  retro-peri- 
toneal lymph  nodes,  25;  ribs,  27;  rectum,  7:  skin. 
3;  spleen,  t,j  ;  sternum,  7;  stomach,  17:  sublingual 
lymph  nodes,  1  ;  scrotum,  1  ;  submaxillary  lymph 
nodes,  1  ;  trachea,  1  ;  thorax,  3 ;  thyroid,  3 ;  tonsils, 
1  ;  thigh,  1  ;  thoracic  duct,  1  ;  uterus,  8 ;  ureters,  4 ; 
vagina,  9. 

The  association  of  tuberculosis  with  cancer  has 
been  frequently  noted  and  variously  interpreted.  In 
the  series  of  cases  here  reported  chronic  tubercu- 
losis of  the  lungs  (healed  foci)  was  found  in  197 
times :  acute  pulmonary  tuberculosis,  17  times ;  tu- 
berculous peritonitis.  5  times, — a  total  of  219  cases. 

It  has  been  stated  by  Williams  that  gallstones 
are  found  more  frequently  with  cancer  than  with 
any  other  pathological  lesion  (post-mortem).  In 
this  series  gallstones  were  present  in  51  of  the  cases. 
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In  the  entii  gallstones   were 

found  in  507  of  the  cases.     Kidnej   stones  in  the 
■  cases  were  found  7  times.     The  relation  of 
kidne}    stones   to   cancer  of   the   kidneys    will   be 
shown  later  under  the  caption  of  kidney. 

Other  neoplasms  noted  in  association  with  the 
cancer  cases  were  as  follows:  fibroid  ol  uterus,  25; 

1  ;  broad  ligament  cyst,  1  ;  0 
cyst,  4.  papilloma  of  ovary,  2;  sarcoma,  1  :  hyper- 
nephroma, 1. 

Syphilitic  lesions  were   found  in  8  of  the  cases. 

Adrenals  I  ises,  6  Whites,  5  ;  blacks,  1  ;  males, 
4;  females.  2;  left,  1  ;  right,  1  :  both,  1  :  not  speci- 
fied, 3.  Apes,  jo.  43,  45,  68,  76.  Metastases:  Kid- 
ney,  1:  liver,  2;  mediastinal  lymph  nodes,  1:  pan- 
1.  One  case  showed  jaundice.  Chronic  tu- 
berculosis, 3;  acute  tuberculosis,  1. 

Bladder.  Cases,  8.  Whites,  8;  males.  3;  females, 
5.  Metastases:  Epicardium,  1;  liver,  2 ;  lungs,  1; 
omentum,  1;  retroperitoneal  lymph  node-.  2;  pel 
vis.  1  :  uterus,  1  ;  ureters.  1  ;  vagina,  1.  Vgi  |  | 
45,  56,  60,  69,  76,  80.  Hydro-nephrosis,  2;  hydro- 
ureters,  1;  gallstones,  2:  ovarian  cyst.  1;  chronic 
tuberculosis,  4. 

FiU-  Ducts.  Cases,  6.  Whites.  6;  male-.  5;  fe- 
males, 1.  Ages,  36,  53,  59.  65,  -2.  79.  Metastases: 
Appendix,  i  ;  colon,  1  :  diaphragm,  1  :  gastric 
lymph  nodes,  1  ;  kidneys.  1  :  liver,  4:  lungs,  3 :  mes- 
entery, 1  ;  pancreas,  1  :  peritoneal  lymph  node-.  1  ; 
skin,    1;   spleen,    1:   chronic   tuberculosis,    3;   acute 

ulosis,  1.  Fistulae  were  as  follows:  G; 
bladder  to  colon,  1  :  gall-bladder  to  duodenum.  1. 
Acute  peritonitis  was  present  in  one  case.  Chronic 
interstitial  pancreatitis  was  present  in  one  case. 
The  site  of  cancer  and  the  relation  of  stones  to  the 
•  were  as  follows:  Common  duct,  3  cases. 
Stones  in  common  duct  in  one  case:  stones  in  com- 
mon and  cystic  ducts  and  gall-bladder  in  one  case. 
Cystic  duct,  2  cases.  Stone  in  cystic  duct  in  one 
case.  Hepatic  duct,  1  case.  Stones  were  not  pres- 
ent in  this  case.  In  the  six  cases  stones  were  found 
in  three. 

Breast.  Cases.  38.  Whites.  35  :  blacks.  3  :  males, 
2;  females,  36.  Ages,  28,  33,  36,  46,  46,  47.  45. 
44.  45,  40,  47,  48.  40.  45.  43,  46,  54.  53,  55,  59,  52, 
50,  55,  62.  65,  66,  65.  63.  65.  66,  70.  73.  74.  80. 
The  left  breast  was  the  site  in  13  cases  and  the 
right  in  15  cases.  Both  were  involved  in  3  cases. 
Recurrent  cancer  was  noted  in  9  of  the  cases. 
Metastases:  Axilla,  5;  adrenals,  3;  bronchial  lymph 
nodes,  8 ;  brain,  1  ;  cervical  lymph  nodes.  1  ;  crani- 
um. 1  :  costal  cartileges,  1  ;  diaphragm,  1  :  femur 
( site  of  fracture) ,  1  ;  heart,  2 :  humerus,  1 ;  intes- 
tines. 1  ;  hepatic  lymph  nodes,  1  ;  kidneys,  7 ;  lungs, 


19;  liver,  iS;  mediastinum,  S;  mesentery,  5; 
muscle-  (not  specified),  1:  neck,  1;  ovaries,  t; 
irdium,  3;  pleura,  20;  pelvic  lymph  nodes,  1; 
pelvic  bones,  t;  pancreatic  lymph  node-,  2;  pan 
1  reas,  1 .  pei  itoneum,  1  ;  1  ibs,  7  ;  rectum,  1  ;  sternum, 
3;  stomach,  2;  skin.  1  ;  spleen,  7:  trachea.  1  ;  uterus. 
i.  Gallstones  were  present  in  5  cases;  fibroid  oi 
uterus  in  5;  papilloma  of  ovan  in  2.  Chronic 
tuben  ulosis  was  noted  in  to  cases. 

•in.     Cases,  5,      White-,  4;  black-,    I.      Male-, 

.; .  females,  i;  not  specified,  1.  Ages,  49,  53,  ^,j. 
62,  7_'.  Metastases:  Lungs,  1;  peritoneum,  1; 
pleura.  1.  Gallstones  were  present  in  1  case  and 
chronic  tuberculosis  in  2  cases.  The  colon  was 
perforated  in  1  case,  the  appendix  absenl  in  1  and 
peritonitis  present  in    I. 

Colon.  Cases,  6.  Whites,  6.  Male-.  2;  fe- 
males, 4.  Sites:  ascending,  2;  transverse.  1;  sig- 
moid, 3.  We-,  36,  59,  '«).  67,  73,  76.  Metastases: 
liver,  t.  Gallstones  were  present  in  I  case:  fibroid 
of  uterus  in  1  ;  chronic  tuberculosis  in  3;  intestinal 
obstruction  in   1. 

Duodenum.  Cases,  2.  White-.  2.  Males,  2. 
Ages,  54,  J^,.  Metastases:  common  duct.  1  :  liver, 
2;  pancreas,  2;  peribronchial  lymph  nodes,  1; 
pleura.  1.  Duodenal  ulcer  was  present  in  1  case. 
Jaundice  was  presenl  in  1  case  and  chronic  tuber- 
culosis in  i- 

Esophagus.  Cases,  31.  Whites,  31,  Males,  29; 
females.  2.  Sites:  bifurcation  of  trachea.  5:  pos- 
terior wall,  2;  thyroid  cartilege,  1;  below  cricoid, 
2 ;  middle,  1 ;  anterior  wall,  2 ;  cardiac  end,  6. 
Ages,  40  to  49,  '2  cases ;  50  to  59,  1 1  cases ;  60  to 
69,  10  cases ;  70  to  79,  6  cases.  Metastases :  aortic 
glands,  1  ;  adrenals,  1  :  bronchus,  5 ;  bronchial 
lymph  nodes,  3  :  gastric  lymph  nodes.  4 :  heart,  1  ; 
kidneys,  2;  liver,  8;  lungs,  6;  mediastinum,  2:  medi- 
astinal lymph  nodes,  2 ;  pancreas,  3 ;  peribronchial 
lymph  nodes,  1;  stomach,  6;  thorax,  1.  Gallstones 
were  present  in  3  cases;  chronic  tuberculosis  in  15; 
acute  tuberculosis  in  1.  Emaciation  was  noted  in 
8  of  the  cases.  Ulcer  of  the  esophagus  w:as  pres- 
ent in  one  case.  The  complications  noted  were : 
abscess  of  lung.  1  :  gangrene  of  bronchus,  1  ;  per- 
foration to  trachea.  2. 

Eye.  Case,  1.  White,  1.  Male,  1.  Age,  48. 
Recurrent.  Metastases:  dura  mater,  1;  liver,  1. 
Caries  of  orbital  plate. 

Face.  Cases,  7.  Whites,  7.  Males,  5 ;  females, 
2.  Ages,  33.  54.  58.  61.  74,  82.  80.  Sites:  right 
cheek,  1  ;  eye  lid,  1  ;  nose,  1  ;  rodent  ulcer  of  cheek, 
r.  Metastases:  frontal  bone,  1;  dura,  1;  brain, 
1  :  liver,  1.  Chronic  tuberculosis  was  present  in 
3  cases  and  kidney  stone  in  1. 
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G all-Bladder.  Cases,  11.  Whites,  n.  Males, 
4;  females.  7.  Ages,  48,  59,  65,  65,  60,  60,  63,  68, 
79,  80,  82.  Metastases:  adrenals,  1  :  gastro-hepatic 
lymph  nodes,  1  :  kidneys,  1  ;  liver.  7  ;  omentum,  1  ; 
pancreatic  lymph  nodes.  1;  retroperitoneal  lymph 
ii'  des,  1  :  spleen,  1.  Emaciation  was  noted  in  1 
case  and  adiposa  dolorosa  in  I.  Acute  tuberculosis 
was  present  in  2  cases;  chronic  tuberculosis  in  4 
and  tubercular  peritonitis  in  2.  Fibroid  of  the 
uterus  was  noted  in  2  cases  and  ovarian  cyst  in  1. 
Kidney  stones  were  present  in  one  case.  Gallstones 
were  present  in  8  of  the  11  cases.  They  were  found 
as  follows :  gall-bladder,  4  cases ;  common  duct  and 
gall-bladder.  2 :  cystic  duct  and  gall-bladder,  1 ; 
cystic  duct.  1. 

Ileum.  Cases,  5.  Whites,  4;  not  specified,  1; 
males,  4:  females,  1.  Ages,  30,  47,  55,  55,  61. 
Metastases :  colon,  1  :  liver,  2 :  mesenteric  "lymph 
nodes,  1.  Ulcer  of  the  ileum  was  present  in  1 
case.  Chronic  appendicitis  was  noted  once.  Acute 
tuberculosis  was  present  in  2  cases. 

Kidneys.  Cases,  2.  Whites,  1  :  not  specified,  1 ; 
males.  2.  Site:  Right  kidney.  1;  left  kidney,  1. 
Ages,  68,  70.  Metastases,  none.  Kidney  stones, 
none.  Chronic  tuberculosis,  1.  Kidney  stones 
were  found  in  7  cases  of  the  entire  series  of  cancer 
patients,  but  not  once  in  association  with  cancer  of 
the  kidneys. 

Larynx.  Cases,  3.  Whites,  2 ;  not  specified,  1 ; 
males,  3.  Ages,  37,  46.  56.  Metastases,  none. 
Stenosis  of  the  larynx  was  present  in  one  case. 
Complications,  gall-stones,  2 ;  chronic  tuberculosis, 
1 ;  sarcoma  of  liver,  1  :  adenoma  of  thyroid.   1. 

Lips.  Cases,  2.  Whites,  2;  males,  2.  Site: 
Lower  lip.  2.  Ages,  38,  45.  Metastases,  jaw,  1. 
Chronic  tuberculosis  was  present  in  one  case. 

Liver.  Cases,  26.  Whites.  24  :  blacks,  2 ;  males, 
21  :  females.  5.  Ages,  between  20  and  29,  3  cases; 
30  to  39,  2  cases ;  40  to  49,  5  cases ;  50  to  59,  10 
cases :  60  to  69,  3  cases :  70  to  79,  3  cases.  Metas- 
tases, gastro-hepatic  lymph  nodes,  2 ;  gall-bladder, 
1:  kidneys,  2;  lungs,  11:  mediastinum,  3;  mesen- 
tery, 1  :  mesenteric  lymph  nodes,  4 ;  pancreas,  3 ; 
pericardium,  3 ;  peribronchial  lymph  nodes,  1  ;  peri- 
toneum, 2  :  pleura.  2  ;  retro-peritoneal  lymph  nodes, 
7:  spleen,  3;  stomach,  2:  thyroid,  1.  The  follow- 
ing associated  lesions  were  noted  :  Gall-stones,  4 ; 
jaundice.  10 :  cholangitis.  1  :  ascites.  3 ;  myoma  of 
uterus.  2:  chronic  tuberculosis,  to. 

Lungs.  Cases.  4.  Whites.  2 :  blacks,  2 ;  males, 
2  ;  females.  2.  Site :  Right.  1  :  both.  1 ;  not  speci- 
fied, 2.  Ages.  30,  34,  40.  65.  Metastases,  adrenals. 
1  :  bronchial  lymph  nodes.  1  :  bladder,  1  ;  liver,  2; 
opposite   lung,    1  ;  pancreas,    1  :  mediastinal   lymph 


nodes,  1  ;  rectum,  1  ;  ureter,  1 ;  acute  tuberculosis, 
1  ;  chronic  tuberculosis,  2 ;  fibroid  of  uterus.  2. 

Mediastinum.  Cases,  3.  Whites,  1  ;  blacks,  1 ; 
pecified,  1  :  males,  3.  Ages,  35,  40,  49.  Me- 
tastases, liver,  2  ;  lungs,  1  :  kidney,  1 ;  ribs,  1  ;  spleen, 
1 ;  sternum,   1  ;  chronic  tuberculosis,  2. 

Omentum.     Case,   1.     White,  1 ;  male,   1.     Age, 

59- 

Orbit.  Case,  1.  Race  not  specified.  Male,  1. 
Age,  56. 

Ovaries.  Cases,  2.  Whites,  2;  females,  2.  Site: 
Left,  1 ;  not  specified,  1.  Ages,  43,  47.  Metas- 
tases, gastro-hepatic  lymph  nodes,  1 ;  liver,  1  ;  mes- 
entery. 1  :  peritoneum,  1 ;  peritoneal  lymph  nodes, 
1  ;  omentum,  1  ;  spleen,  1 ;  stomach,  1 ;  chronic 
tuberculosis,  1  ;  fibroid  of  uterus,  1  ;  papilloma  of 
ovary.   1. 

Penis.  Cases,  4.  Whites,  2 ;  blacks,  2 ;  males, 
4.  Ages,  40,  48,  50,  66.  Metastases,  inguinal 
glands,  3  ;  lungs,  1  ;  scrotum,  1 ;  spleen,  1  ;  recurrent, 
1 ;  chronic  tuberculosis,  2. 

Peritoneum.  Cases,  3.  Whites,  1;  blacks,  2; 
females,  3.  Ages,  28,  61,  80.  Metastases,  liver,  1 ; 
chronic  tuberculosis,  1  ;  fibroid  of  uterus,  2. 

Pancreas.  Cases,  36.  Whites,  32 ;  blacks,  3  ;  not 
specified.  1  ;  males,  23;  females,  12;  not  specified,  1. 
Ages,  20  to  29.  1  ;  30  to  39,  2 ;  40  to  49,  4 ;  50  to  59, 
10 ;  60  to  69,  1 1 ;  70  to  79,  8.  Site :  Head  of  pan- 
creas. 22 ;  body,  5;  tail,  2;  entire  gland,  1;  not 
specified.  6.  Metastases,  abdominal  lymph  nodes, 
1  ;  adrenals,  4:  bladder  (urinary),  1  ;  duodneum,  2; 
diaphragm,  1  ;  femur,  1 ;  gall-bladder,  3 ;  heart,  2 : 
gastro-hepatic  lymph  nodes,  1  ;  intestines,  3 ;  kid- 
neys. 3;  liver,  25;  lungs,  6;  mediastinum,  1;  mes- 
enteric lymph  nodes,  9 ;  omentum,  5 ;  ovary,  1  ; 
peritoneum,  6;  pleura,  2;  retroperitoneal  lymph 
nodes,  1 1  :  ribs,  1 ;  spleen,  10 ;  stomach,  5  ;  skull,  1  ; 
thyroid,  2;  transverse  colon,  2;  thoracic  lymph 
nodes.  2.  Jaundice  was  present  in  5  cases  and 
ascites  in  2.  Gall-stones  were  present  5  times,  dis- 
tributed as  follows :  Common  duct,  3 ;  hepatic 
duct,  1 :  cystic  duct,  1.  Stenosis  of  common  duct 
was  found  in  2  cases ;  fibroid  of  uterus,  1  ;  pig- 
mented skin,  1  ;  acute  tuberculosis,  5 ;  chronic  tuber- 
culosis.   14. 

Prostate.  Cases,  9.  Whites,  7  :  blacks,  2  ;  males, 
0.  Ages,  42,  58.  59,  61,  61,  63,  65,  70,  78.  Me- 
tastases, adrenals,  1  ;  bladder.  2 ;  brain,  1  ;  cerebral 
meninges,  1  ;  kidney,  2 ;  liver,  4 ;  iliac  lymph  nodes, 
1  :  mesentery.  1  :  retroperitoneal  lymph  nodes,  1  ; 
spinal  cord.  1  :  stomach.  1  ;  ureters,  1.  Bladder 
stone  was  present  in  one  case ;  hydro-ureter,  2 
cases  ;  hydro-nephrosis,   2  :   vesico-rectal   fistula,    1 ; 
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phrosis,  i  .  tuberculosis  of  the  kidne)   in  1 
and  chronic  tuberculosis  of  lungs,  5. 
Rectum.    I  ases,  18     Whites,  15;  blacks,  2;  not 
ed,  1:  males,  10;  females,  8      Vges,  33,  37, 
39,  49,    50,  50,  52,  57,  6o,  61,  62,  (•-'.  "i.  i>".  69,  74, 
drenals,   1  ;  bladder,   1  ;  kid- 
neys, 3;  liver,  9;  lungs,  3;  mesenteric  lymph  nod< 
1:  omental   lymph  nodes,    1;  peritoneum,   1;  peri- 
lymph nodes,  1  ;  ovary,  1  .  spleen,  1  .  vagina, 
1.     Gall-stones  were  present  in  3  cases  and  kidne) 
stones  in  1.     Rodent  ul<  n  was  fi  und  in  1 

myoma   of    uterus,    -' :   obesity,    1;   chronic 
tuberculosis,  S;  recto  vaginal  fistula,  1. 

tacit.    Cases,  [68.     Whites,  155;  blacks,  13; 
males,  i-'.;:  females,  43;  not  specified,  2.     Agi 

to  39,  to;  40  to  .(.,.  32;  50  1.'  5'».  36;  60 
1,,  (.,,  5]  ;  70  to  70.  32;  80  to  89,  3;  over  90,  1. 
Site-:  Posterior  wall,  1:  pylorus,  108;  lesser 
curvature.  11  ;  anterior  wall.  1  ;  cardia,  17.  greater 
curvature.  4:  entire  organ,  26.  Metastases,  appen- 
dix. 1  ;  axillary  lymph  nodes,  1  :  adrenals,  '>;  arm, 
1;  bile  ducts.  2;  bladder,  2;  colon,  5;  cranium,  1; 
diaphragm,  J ;  duodenum.  2 :  eyelid,  1:  esophagus, 
2;  gastro-hepatic  lymph  nodes,  9;  pall-bladder,  2; 
bean,  2;  intestines.  3;  ileum,  I;  kidneys.  9;  liver, 
ings,  14:  mediastinum,  7;  mesenteric  lymph 
nodes,  9;  mesentery,  8;  omentum,  12;  ovaries,  1; 
pancreas,  23;  peritoneum,  11;  peritoneal  lymph 
nodes,  25;  peribronchial  lymph  nodes,  1:  gastro- 
duodenal  lymph  nodes,  2 ;  prostate,  1  ;  pleura,  4 ; 
pancreatic  lymph  nodes,  1  ;  ribs,  17;  retroperitoneal 
lymph  nodes,  1  ;  spleen,  11  ;  sternum,  2;  subclavicu- 
lar lymph  nodes,  1;  thigh,  1;  uterus,  1;  skin.  1. 
Ulcer  of  the  stomach  was  present  in  10  of  the  cases. 
The  stomach  showed  peptic  ulcer  in  1  case  and 
polypoid  gastritis  in  1  case.  Perforation  of  the 
stomach  was  present  in  7  of  the  cases ;  dilatation  of 
stomach  in  3 :  gastro-duodenal  fistula  in  2 ;  hour- 
contraction  in  1;  peritonitis  in  9;  jaundice 
in   1. 

Gall-stones    were    present    in    7    cases;    kidne) 
stones,  3 ;  hypernephroma,   1  ;  fibroid  of  uterus,  4 ; 
fibroma  of  ovary,  1 ;  ascites,  2 ;  chylous  ascites   t  : 
acute  tuberculosis,  4:  chronic  tuberculosis  95. 
Thyroid    Gland.     Case,    1.     White,    1;    male.    1 

s.  Metastases  to  cervical  glands. 
Tongue.  Cases,  5.  White,  5;  males,  5:  Sites: 
Right  side,  1  :  under  surface,  1.  Ages.  411.  60,  60, 
Metastases,  axillary  lymph  nodes.  1  :  cervi- 
cal lymph  nodes,  2 ;  lung,  1 ;  parotid,  1  ;  palate,  1  ; 
pharynx.  1  ;  sublingual  lymph  nodes,  1 ;  submaxil- 
lary lvmph  nodes,  1 ;  tonsil,  1 ;  epiglottis,  1  ;  chronic 
tuberculosis,  2. 

Uterus.     Cases,  40.     Whites,  30;  blacks,  4;  not 


ied,  ('.  females,  40,     Sites:  Cervix,  26;  body, 

1  1        Ages,  20  to  29,  J  ;  30  to  39,  (,;  40  to  40,   17  ;  50 

to  59,  9;  hi  t,.  i»),  4.     Metastases,  broad  ligaments, 

1  .  bod\  of  uterus,  _•  ;  bladder,  S;  esophagus,  l  ;  but- 
tocks, 1;  mt i  tines,  1:  inguinal  glands,  2;  kidney, 
j;  liver,  6;  lungs,  2;  mesentery,  3;  omentum,  2; 
es,  3;  peritoneum,  4;  pancreatic  lymph  node-, 
1:  pelvis,  -• :  pelvic  lymph  nodes,  3;  rectum,  1. 
retroperitoneal  lvmph  nodes,  -' ;  stomach,  t;  thor- 
acic duct.  1  ;  subclavian  lymph  node-,  1  ;  ureters,  1  : 
vagina,    7;    fallopian    tube,    i.     Fistulae:    Recto 

uterine,  1  ;  recto-vaginal,  l  ;  vc-ieo  vaginal,  4;  ves- 
ico  uterine,  1  ;  hydro-ureter,  3;  hydro  nephrosis,  [3. 
The  uterus  was  retrodisplaced  in  one  case  and  a 
polyp  wa  present  in  one  case.  Gall-stones  were 
present  in  2  cases;  kidne)  stones  in  1;  peritonitis 
in  7;  broad  ligament  cyst  in  1;  ovarian  cyst  in  2; 
chronic  tuberculosis  in  10. 

Vagina.  Cases,  3.  Whites,  1;  blacks,  2;  fe- 
males, 3.  Ages,  55,  63,  65.  Metastases,  bladder, 
1 ;  ovaries,  1  :  rectum,  1  ;  fibroid  of  uterus,  I. 
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Surgery  in  Neurasthenia. 
Where  surgery  is  necessary  in  a  person  with 
true  neurasthenia,  we  ought  to  remember  that  this 
disorder  is  a  chronic  one  from  the  first  time  it  was 
discovered  by  the  physician,  and  that  in  arranging 
for  surgery  a  greater  length  of  time  ought  to  be 
taken  for  preparation;  and  that  the  patient  shoulu 
be  told  that  the  improvement  in  the  nervous  symp- 
toms depend  fully  as  much  upon  the  after-treat- 
ment of  the  patient  as  upon  the  surgery  itself.  This 
would  mean  that  the  patient  would  stay  much 
longer  in  the  hospital  than  heretofore  was  thought 
necessary  after  similar  operations. — Willis  E. 
Ford  in  the  A'.   )'.  .S7(i/<-  Journal  of  Medicine. 


Preparation  for  Anal  Operations. 

In  hemorrhoids,  fissure,  ulcer,  fistula,  and  other 
ailments  where  the  wound  is  left  open  and  drained, 
I  have  my  patients  prepared  in  the  following  way : 
They  are  requested  not  to  take  any  laxative  or  ca- 
thartic the  night  before  and  large  enemata  are 
never  a  '.ministered,  but  just  before  the  patient  is 
placed  upon  the  table  they  are  given  a  small  rectal 
injection  of  from  four  to  six  ounces  of  water  and 
glycerin  which  serves  to  excite  peristalsis  and  cause 
the  patient  to  empty  the  rectum.  When  this  plan 
i-  followed  I  am  rarely  annoyed  by  a  discharge  of 
the  feces  during  the  operation  because  they  are  not 
soft  nor  is  there  any  retained  water  to  come  away. 
— Samuel  G.  Gant  in  the  N.  Y.  Medical  Journal. 


V»l.    XXV.     No.  8. 


Gottheil — Skin   I    w.li; 


265 


ON  THE  EARLY  DIAGNOSIS  OF  CANCER 
OF  THE  SKIN.* 

William  S.  Gottheil,  M.D., 

NEW    YORK. 


However  it  may  be  with  cancer  of  the  internal 
organs,  in  the  skin  the  early  diagnosis  of  malignant 
degeneration  is  the  one  vitally  important  point.  For 
it  means,  in  the  great  majority  of  cases,  prompt. 
radical  and  permanent  cure.  In  glandular  carci- 
noma, on  the  other  hand,  the  earliest  possible  diag- 
nosis may  be  unavoidably  uncertain,  may  necessi- 
tate most  serious  operative  procedures,  and  may, 
even  with  their  aid,  lead  merely  to  mitigation  of 
suffering  and  brief  prolongation  of  life.  With  the 
advantage  of  having  an  organ  spread  out  before 
us,  accessible  in  every  part  to  sight  and  touch  as 
well  as  to  microscopic  investigation,  the  diagnosis 
of  malignancy  can  and  should  be  made  in  the  skin 
at  a  stage  when  similar  changes  in  an  internal  or- 
gan would  give  rise  to  no  symptoms  at  all. 

But  this  is  not  the  whole  story.  Knowing,  as  we 
very  well  do,  the  conditions  under  which  skin  can- 
cers are  prone  to  develop,  we  should  be  prepared 
for  them,  and  take  our  remedial  measures  before 
the  cancer  has  really  appeared.  Knowing,  for  in- 
stance, the  tendency  of  the  senile  skin  to  develop 
degenerative  processes,  any  deviation  from  the 
normal  course  of  senescence  should  awaken  our 
suspicions  and  set  our  therapeusis  going.  And  by 
a  senile  skin  I  mean  not  necessarily  the  integument 
of  an  old  individual :  I  mean  a  skin  that  is  atrophic, 
thin,  wrinkled,  and  pigmented,  though  its  owner 
may  be  comparatively  youthful.  Sebaceous  or  se- 
nile warts,  insignificant  flat  papules  covered  with 
brownish  greasy  scales,  are  common  in  such  skins, 
and  are  benign,  and  may  remain  so  for  years.  But 
!et  one  of  them  begin  to  make  its  existence  felt  by 
itching  or  irritation,  so  that  the  bearer  commences 
to  remove  the  constantly  reaccumulating  mass  with 
his  finger  nails,  and  the  foundation  for  a  malignant 
neoplasm  is  laid,  or  it  has  already  made  its  insig- 
nificant beginning.  Hence  the  rule  to  remove  these 
senile  excrescences  radically  whenever  it  is  prac- 
ticable ;  and  certainly  to  do  so  with  every  one  that 
shows  any  signs  of  irritation  or  any  departure  from 
its  ordinary  indolent  and  quiescent  course. 

Certain  other  benign  tumors,  congenital  and 
acquired,  are  notoriously  liable  to  undergo  malig- 
nant degeneration  with  advancing  years.     Such  are 

*Read  at  a  symposium  on  the  Early  Diagnosis  of  Carcinoma,  East 
Side  Physicians'  Association,  February,  23.  1911. 


the  pigmented  nevi,  especially  those  that  are  high- 
ly chromatized.  On  the  body  they  usually  remain 
innocent  to  the  end;  but  on  the  exposed  parts,  on 
the  face  and  hands,  their  course  is  often  a  differ- 
ent one,  and  it  is  good  practice  to  remove  them, 
whenever  possible,  before  they  have  any  chance  to 
develop  their  evil  possibilities. 

The  obstinate  fissures  of  the  lips  and  nostrils 
that  occur  in  certain  individuals  are  legitimate  ob- 
jects of  solicitude  when  the  persons  affected  with 
them  have  reached  or  passed  middle  age.  They 
sometimes  become  the  seat  of  malignant  degenera- 
tion, and  they  should  be  treated  and  cured  before 
they  have  an  opportunity  to  do  so. 

Since,  however,  as  is  so  frequently  the  case,  we 
are  not  given  the  occasion  to  remove  the  precan- 
cerous lesions,  it  is  lucky  for  us  that  cancer  of  the 
skin  is  always  slow  of  growth,  and  almost  always 
perfectly  characteristic  in  appearance.  A  moment's 
consideration  of  the  disease  process  in  question 
will  show  why  this  must  be  so.  Cancer  of  the  skin 
is  essentially  an  abnormal  proliferation  of  the  deep- 
er layers  of  the  epithelial  elements  of  that  tissue ; 
and  these  are  covered  only  by  the  superficial  flat- 
tened cells  of  the  outer  layers  of  the  same  struc- 
ture. External  resistance  to  the  growing  mass  be- 
ing at  first  slighter  than  that  of  the  deeper  tissues, 
there  is  always  a  tumor,  though  it  may  be  extremely 
small.  This  consists  of  a  mass  of  non-vascularized 
white  epithelial  cells,  which  shine  with  a  mother- 
of-pearl  "glance"  through  the  normal  outer  lay- 
ers. It  is  also  distinctly  harder  than  the  normal 
epithelium,  being  larger  in  amount  and  more  close- 
ly packed.  As  the  mass  increases  and  presses  more 
on  the  outer  layers,  it  grows  into  the  depths  to  some 
extent,  and  elevates  the  deeper  seated  and  vessel- 
containing  layers.  When,  therefore,  the  epithelial 
accumulation  has  attained  a  certain  size,  minute 
arborescent  bloodvessels  can  be  seen  on  close  in- 
spection with  the  naked  eye,  or  by  the  help  of  a 
magnifying  glass,  coursing  up  over  the  edges  of 
the  tumor.  And  on  this  peculiar  hard  white  epith- 
elial cell  accumulation  with  minute  bloodvessels 
running  over  its  edges,  the  diagnosis  of  cancer  of 
the  skin  in  its  early  stage  can  always  be  made. 

Later  on,  when  the  new  and  non-vascular  cell 
mass  has  attained  so  large  a  size  that  cell  nutrition 
in  the  center  fails,  and  the  tumor  breaks  down,  and 
an  ulceration  results,  the  advancing  margins,  be- 
ing composed  of  the  same  elements  under  the  same 
conditions,  will  have  the  same  appearance.  Xo 
matter  how  large  the  ulceration  may  become,  so 
Ion?  as  the  skin  alone  is  involved,  the  edg;es  of  the 
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lesions  will  show   the  hard  pearl)   masses  oi  epith 

elium  and  the  arborescenl  vessels.     I  he  picture  ma) 

parent!)   altered  in  certain  cases,  bul  onl)   to 

;s  and  superficial  observation.      Tims  in  the 

amnion    [ungating    form   of   epithelioma,   in 

which   the   tumor   is  apparentl)    a   soft,   rasp 
the  granulation  tissm    i  i 

with  the  cun  n  merely  lifting  il  aside  with 

ie,  will  reveal  the  hard,  white  infiltrated 

cumference  of  the  lesion. 

When  the  deeper  tissu<     are  involved,  or  when 

a   pyogenic   infection  vaded    the   tumi 

when  local  destructive  measures    have 

'.  the  outlines  of  the  picture  may  be  bli 

though  even  here  the  practiced  eye  will   di 

vhere  at   the  margins  the  characteristic   fea- 
i"  cancer  of  the  skin.     Such  cases,  however, 

hardly  come  into  consideration  here,  when    w    an 

dealing  with  the  early  diagnosis  of  cancer  oi   the 

skin. 
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Sprain  vs.  Fracture. 

Sprains  may  simulate  fractures  in  many  details. 
There  is  rarely  a  spurious  crepitus  to  be  felt  dur- 
ing the  first  hours  but  if  the  physician  will  wait 
twenty-four  hours  for  his  final  diagnosis  he  will 
find  the  spurious  crepitus  to  have  disappeared.  The 
typical  deep  brawny  swelling  and  the  bloody  dis- 
coloration always  present  in  fracture  will  usually 
be  lacking,  and  the  .r-ray  will  show  no  bony 
changes.  Sprains  complicated  with  the  tearing  off 
of  the  outer  lamella  of  the  bone  will  give  the 
same  swelling  and  discoloration  as  an  ordinary 
fracture. — Walter  G.  Stern  in  The  Ohio  State 
Medical  Journal. 


Preparation-  of  the  Bowel  for  Anal  Operations. 
Except  when  extensive  operations  are  to  be  done 
such  as  excision,  resection,  or  when  sutures  are  to 
be  employed,  it  is  not  necessary  to  have  the  patient 
go  through  an  elaborate  preparation.  The  operative 
field  is  more  often  repeatedly  soiled  where  the  pa- 
tient has  been  given  a  strong  cathartic  and  one  or 
more  copious  enemata  than  when  less  attention  is 
given  the  patient,  because  the  medicine  liquifies  the 
feces  and  the  colonic  injection  is  frequently  re- 
tained in  the  sigmoid  flexure  to  be  discharged  one 
or  more  times  while  the  patient  is  upon  the  oper- 
ating table,  much  to  the  disgust  of  the  surgeon. — 
Samuel  G.  Gaxt  in  the  N.   )'.  Medical  Journal. 
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\t  the  Washington  State  Medical  \  ociation 
meeting  in  1910,  I  reported  eighl  pi  ivati  casi  1  ii 
epileps)  and  twenty  threi  ca  es  examined  in  the 
asylum  in  which  I  found  the  condition  oi  acut< 
angulation  and  flexure  at  the  recto  sigmoida 
ture.  1  assigned  thes<  affection  a  causativi  fa< 
tors  in  tin'  production  of  the  disi  asi  >       then 

1  have  had  two  additional  private  cases  and  ex 
amined  three  asylum  cases,  making  a  total  oi  ten 
private  and  twent)  six  asylum  cases.  In  the  whole 
number  of  cases  the  ame  conditions  in  varying  di 
grees  wen  pn  eni  1  ccepting  in  one  asylum  case. 
A  remarkable  feature  in  connection  with  thi  ca  1 
was  that  the  abdominal  examination  excluded  the 
possibilit)  nf  the  internal  trouble  being  pn  enl 
This  prediction  was  verified  b)  one  of  the  assistants 
in  the  presence  of  the  superintended  and  the  other 
assistants.  In  this  particular  ease  the  epileps)  was 
produced  by  a  depressed  fracture.  This  was  the 
first  case  of  a  normal  condition  of  the  rectum  and 
sigmoid  found  at  the  asylum.  Then'  was  no  angu- 
lation or  impaction  whatsoever;  no  gaseous  disten- 
tion of  the  cecum  or  history  of  persistent  and  obsti- 
nate constipation.  Dr.  Wilt,  the  assistant,  re- 
marked to  me  that  this  was  the  first  normal  condi- 
tion he  had  met  since  a  systematic  routine  of  exami- 
nations had  been  inaugurated. 

Of  the  ten  private  cases  only  four  persisted  in 
the  treatment  for  the  recto-sigmoidal  difficulties. 
Of  these  four,  three  are  practically  relieved  of  the 
epilepsy  as  well  as  the  rccto-sigmoidal  trouble. 
Case  1  has  had  but  one  convulsion  in  twenty-four 
months  and  none  in  the  past  twelve  months.     Case 

2  has  remained  free  from  convulsions  twenty-two 
months,  and  Case  3  for  eleven  and  a  half  months. 
The  fourth  case  who  persisted  in  the  treatment  for 
an  acute  angulation,  thickening  and  ulceration  at 
the  recto-sigmoidal  juncture  was  made  worse  while 
taking  treatment.  The  convulsions  occurred  three 
or  four  times  per  month,  whereas  before  the  con- 
vulsions were  never  over  two  per  month.  After 
the  acute  angulation,  ulceration,  hypertrophy  and 
the  prolapsed  and  impacted  sigmoid  were  relieved 
the  convulsions  ceased.  He  has  had  no  recurrence 
for  more  than  two  months.  The  fact  that  the  fre- 
quency  of   the   convulsions   was   increased    during 


Vol.    XX\       N 


Axtell — Flexure  of  Sigmoid. 


Journal  op  Surgery. 


267 


active  treatment  is  the  most  convincing  evidence 
that  the  cerebro-spinal  irritation  was  caused  by  the 
recto-sigmoidal  trouble.  I  exclude  this  case  from 
the  series  because  of  the  shortness  of  time  since 
the  difficulties  were  overcome. 

If  there  is  any  virtue  at  all  in  the  claim  that  the 
angulations  and  flexures  are  causative  factors  I  am 
firmly  convinced  that  it  is  applicable  only  to  those 
cases  where  the  epilepsy  has  been  acquired  in  later 
years  or  not  until  irregular  habits  of  living  have 
been  more  or  less  fairly  established. 

If  the  knowledge  is  kept  in  mind  that  the  recto- 
sigmoidal  region  is  supplied  by  both  the  cerebro- 
spinal center  through  the  sacral  plexus,  and  the 
great  sympathetic,  this  conclusion  is  inevitable  if 
these  regions  are  grossly  irritated.  All  who  have 
the  recto-sigmoidal  trouble,  however,  do  not  have 
epilepsy.  If  the  further  fact  also  is  taken  into  con- 
sideration that  all  of  these  cases  came  for  the  reliei 
of  an  obstinate  and  persistent  constipation,  the  dis- 
tress and  discomfort  of  flatulence,  and  restlessness, 
and  that  upon  the  relief  of  these  they  secured 
relief  from  the  greater  scourge,  the  results  seem 
to  me  to  be  more  than  a  mere  accident. 

I  have  in  my  possession  private  communications 
on  the  subject  from  several  of  the  most  noted  rectal 
specialists  and  alienists  of  this  country,  all  of  whom, 
without  exception,  claim  that  there  is  good  and 
sufficient  reason  for  the  conclusions. 

I  report  briefly  and  in  detail  the  three  cases  which 
I  believe  to  be  freed  from  their  convulsions  and 
who,  I  believe,  will  remain  free  so  long  as  there 
is  no  return  of  the  original  recto-sigmoidal  diffi- 
culty. The  seven  cases  not  mentioned  were  im- 
proved to  a  greater  or  less  extent  while  taking 
treatment,  but  were  indifferent  to  advice  and  spas- 
modic in  the  treatment.  One  patient  who  had  epi- 
leptic seizures  almost  daily  for  nineteen  years, 
missed  the  seizures  three  days,  but  because  of  the 
expense  involved  ceased  treatment.  In  this  case 
there  is  a  fractured  and  inflamed  coccyx,  the  injury 
being  sustained  the  day  of  the  first  seizure,  nineteen 
years  ago. 

Case  1  :  A.  S. ;  female ;  age  29 ;  married  :  one 
child ;  had  always  been  healthy  and  rugged  until 
seven  years  ago,  when  she  had  her  first  epileptic 
seizure.  However,  upon  conversing  with  her 
mother  I  learned  that  she  had  had  ''fainting  spells" 
since  she  was  thirteen.  Was  always  constipated, 
which  has  increased  very  materially  in  the  last  few 
years.  There  was  a  history  of  having  taken  in- 
creasing doses  of  purgatives  and  with  decreasing 
results.  Very  nervous  and  restless.  Patient  con- 
sulted me  March  26,  1909,  because  repeated  doses 
of  purgatives  and  enemas  failed  to  secure  evacua- 
tions. 


Examination:  Palpation  of  the  abdomen,  elic- 
ited dullness  extending  from  the  left  of  the  bladder 
deep  into  the  left  groin  and  extending  up  to  the 
splenic  flexure;  the  transverse  and  ascending  colon 
and  cecum  were  much  enlarged  and  distended ; 
digital  examination  revealed  an  impacted  rectum : 
an  angulation  and  tenderness  at  the  recto-sigmoidal 
juncture  and  a  retroverted  uterus. 

Sigmoidoscopic  Examination :  At  the  seat  of 
angulation  the  mucous  membrane  was  edematous, 
purplish  in  hue,  thickened,  irritable,  would  bleed 
upon  touching,  and,  when  the  rectum  was  entirely 
empty  it  was  utterly  impossible  to  introduce  the 
instrument  beyond  the  point  of  angulation ;  beyond 
the  angulation  the  sigmoid  was  prolapsed  and  im- 
pacted, and  was  partially  held  in  the  prolapsed  posi- 
tion by  light  adhesions.  The  relief  of  these  was 
overcome  only  by  a  considerable  amount  of  force, 


Fig.   1. 

inflation  and  other  means,  and  the  persistent  use 
of  enemas  of  a  sedative  nature.  Treatment  was 
continued  for  a  period  of  about  two  months. 

Results:  She  had  no  more  convulsions  from 
the  first  emptying  of  the  bowel  until  thirteen  months 
after.  She  attributed  that  seizure  to  the  fact  that 
that  she  had  had  no  bowel  movements  for  the  three 
previous  days.  Since  then  she  has  been  cautious 
under  all  circumstances  and  as  a  consequence  is 
free  from  convulsions  and  bowel  difficulties. 

Case  2:  F.  H.  W. ;  male:  German;  age  30;  had 
always  been  well  until  1901,  when  he  had  three 
very  hard  convulsions  within  a  period  of  two  hours, 
during  the  last  of  which  I  was  present ;  always  a 
hasty  and  inordinate  eater ;  history  of  increasing 
and  obstinate  constipation ;  history  of  having  taken 
all  kinds  of  purges,  laxatives  and  herbs.  Exami- 
nation at  that  time  revealed  an  overloaded  bowel 
and  a  very  much  distended  abdomen.  From  that 
date,  for  eight  years,  he  had  from  one  to  four 
convulsions  each  mouth  to  as  many  as  six  in  one 
dav. 


\\  i '  I  I      1  i  i  \i  re  of  Sigmoid. 


patient   came   to 

:  the  relief  of  the  bowel,  from  which  he  had 

not  had  an  evacu  i  '"  the  da> . 

.  he  had  had  six  con- 

imination  In   palpation  of  the   abdomen  dis 
;  about  the  same  bowel  condition  as  in  Case  i. 
that  the  conditions  were  exaggerated. 

rminalion:     After    emptying 
the  rectum  and  tl  nemas,  an  exami- 

nation   by    the    si  pe    revealed    an 

angulation  and  fl<  lb)  at  the  recti 

line  together  with  a  large  ulcer 
la)    just    below    the    point    of    angulation.     Upon 
attempting  to  introduce  the  sigmoidoscope  by  the 
aid  of  inflation  it  was  impossible  to  raise  thi 

,.  dd.     Bj   palpation  through 
the  rectal  wall  the  induration  of  plastic  adhesions 
and  of  the  prolapsed  and  impacted  sig- 
moid loop  could  be  outlined.     The  mucous  mem- 
brane  was  inflamed  and  thickened  and   the  > 


of  the  bowel  lessened  at  the  point  of  angulation. 

Results:  Since  the  cauterization  of  the  ulcer  on 
the  subsequent  day  and  the  emptying  of  the  bowel 

at  the  time  of  the  first  visit,  he  has  not  had  a  -ingle 
convulsion,  although  the  constipation  persisted  for 
some  months  after  the  ulceration,  angulation  and 
adhesion-  were  relieved. 

Case  3  :  M.  E. ;  male ;  age  29 ;  had  been  well 
until  fifteen  years  of  age,  when  his  mother  began 
to  notice  that  her  son  acted  "queer";  would  have 
"queer  spells"'  almost  every  night.  After  a  time 
these  spells  partook  of  the  nature  of  laughing 
spells,  and  later  they  assumed  the  form  of  the  so- 
called  circular  epilepsy.  He  would  stand  on  the 
floor,  laugh  and  clap  his  hands  for  a  moment,  then 
run'  about  the  room  in  a  circle.  During  the  last 
few  vears  the  epilepsy  assumed  the  form  of  severe 
convulsions  with  a  complete  loss  of  consciousness 
and  all  the  other  disagreeable  features  of  the  dread- 
ful malady.  He  gave  the  history  of  having  two  or 
three  convulsions  a  month  to  as  many  in  a  week. 
Some  months  he  would  have  none.  At  one  time 
he  went  for  nine  months  without  them.  He  gave 
a  history  of  always  being  an  inordinate  eater  and 
was  particularly  fond  of  all  things  sweet.     He  also 


i  increasing  and  persistent  consti- 
pation; distressing  distention  of  the  abdomen,  rest- 
-  at  night ;  more  or  less  disl  ating. 

I  li   felt  unrelievi  :  ovemenl  and  had 

the  di  ■  that  there  was  mi  >re  1 

away,  but  the  more  effort  exerted  the  worse  the 
conditii  n  felt. 

unination:     March  7.    [910,   patient   can 
;    the  relief  of  the  distress  in  the  abdomen 
and   fi  obstinate  constipated  condition  of 

the  bowel,  he  having  had  nothing  but  a  vei  \  scanty 
movement  in  ten  days.  Palpation  of  the  abdomen 
disclosed  in  the  l<  large,  haul,  nodular, 

dull    and    tender    mas-    which    extendi  d    aloil 
course  of  the  signu  id  and  descending  colon  b 
-picnic  flexure;  the  transverse  and  ascending 
and  the  cecum  were  pronounced  tympanitic,     Digi- 

, limitation   per   rectum 
rectum,  and  by  palpation,  through  the  posterior  and 
left    recta!    wall,   a    prolapsed,    impacted    sigmoid; 
the  finger  could  not  be  introduced  beyond  the  recto- 
sigmoidal  juncture. 

Sigmoidoscope  Examination:  After  an  enema 
the  sigmoidoscope  revealed  a  very  acute  angle 
(Fig.  2a)  beyond  which  it  was  impossible  to  reach 
with  the  instrument:  beyond  the  angulation  could 
be  seen  an  outline  of  a  complete  fecal  impaction 
1  Fig.  2d)  which  had  to  be  removed  piecemeal  with 
a  small  scoop.  The  mucous  membrane  was  con- 
ge-ted and  thickened  ;  there  was  a  partial  invagi- 
nation of  the  sigmoid  into  the  rectum  and  a  thick- 
ened condition  of  the  wall  at  the  point  of  invagi- 
nation. 

After  four  or  five  days"  use  of  enemas  of  warm 
water  and  oil  the  sigmoid  was  fairly  well  emptied. 
Repeated  and  persistent  efforts  to  raise  the  sigmoid 
and  correct  the  angulation  failed.  Further  and 
later  examinations  revealed  the  fact  that  the  sig- 
moid was  bound  down  by  plastic  adhesions  (Fig. 
2c).  It  was  only  after  three  months  of  persistent 
effort  that  the  sigmoidoscope  was  finally  intro- 
duced into  the  sigmoid  and  that  organ  raised  into 
place.  Fig  2  represents  fairly  well  the  conditions 
as  they  existed. 

Results:  Under  sedative  and  other  appropriate 
treatment  the  affections  were  relieved  and,  with 
the  exception  of  a  slight  arm  jerk,  he  has  not  had 
a  single  convulsion  from  that  date  to  the  present, 
March  9,  191 1. 

I  have  seen  each  of  the  above  patients  within  the 
last  few  days  and  all  are  in  excellent  health  and 
feel  confident  that  their  relief  is  permanent. 


Indications  for  Operation  in  Peptic  Ulcer. 

(1)  All  cases  of  chronic  ulcer  that  resist  the 
efforts  of  the  skilled  internist — that  is,  those  that 
remain  uncured  after  a  persistent  effort  of,  sty, 
eight  or  ten  weeks. 

(2)  Seemingly  cured  cases  that  recur  again  and 
again. —  M.  C.  McGannon  in  The  Soittlicrn  Prac- 
titioner. 
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MURPHY'S   TREATMENT   OF   JOINT 
SUPPURATION. 

Six  years  ago  John  B.  Murphy  published  the  re- 
sults of  his  studies  in  the  operative  treatment  of 
ankylosis.*  Briefly  stated,  the  operation  for  bony- 
ankylosis  which  these  studies  developed  consists  in 
a  sufficient  exsection  of  contracted  capsular-liga- 
mentous tissue  to  provide  free  movability,  and  the 
interposition  between  the  bone  surfaces,  after 
separation,  of  a  fatty-fascia  or  fat-muscle  flap. 
Pressure  on  this  fatty  tissue  develops  an  hygroma 
—or  bursa — and  thus  provides  a  new  joint. 

"Bursa  formation  is  due  to  the  absorption  of  fat  from 
fatty  tissue  and  the  coalescence  of  the  small  fat  capsules 
with  an  increase  or  hyperplasia  of  the  connective  tissue  an! 
its  degeneration  with  the  development  of  collagen.  It  is 
the  solution  or  liquefaction  of  the  collagen  in  the  center 
that  forms  .  .  .  the  fluid  in  the  cavity  of  the  bursa. 
The  liquid  is  a  liquified  collagen,  not  a  secretion  from  the 
surface  of  the  cavity  (serous)  as  Virchow  taught.  .  .  . 
The  cells  lining  the  newly  developed  cavity  appear  as 
flattened  endothelial  cells;  these  are  really  transformed 
connective  tissue  cells." 

It  was  the  recognition  of  this  as  the  pathological 
condition  that  exists  in  the  non-union  of  fractures 
of  the  long  bones  where  there  is  interposition  of 
soft  parts  and  a  "false  joint,"  and  in  the  correct 
interpretation  of  joint  embryology,  that  led  Murphy 
to  this  operation. 

'Ankylosis.  Arthroplasty — Clinical  and  Experimental.  Journal  of 
the  American   Medical  Association.    May  20,   27.  June  3,   1905. 


"There  are  the  following  stages  in  the  formation  of  a 
joint  cavity:  1.  Existence  of  an  embryonic  connective  tis- 
sue with  closely  packed  cells.  2.  The  production  of  fusi- 
form and  stellate  cells  whose  prolongations  anastomose. 
3.  Elaboration  of  mucoid  substance  in  their  meshes.  1. 
Atrophy  of  the  cellular  elements  and  their  prolongations. 
The  joint  cavity  succeeds  the  evolution  of  this  embryonal 
connective  tissue,  which,  in  place  of  producing  cartilage 
or  bundles  of  areolar  tissue,  elaborates  the  mucoid  sub- 
Stance,  giving  rise  to  the  first  synovial  fluid." 

Thus  soundly  based  on  embryologic  interpreta- 
tion and  an  astute  clinical-pathological  observations, 
evolved  by  careful  animal  experimentation,  demon- 
trated  by  actual  results  in  the  human  being,  and  pre- 
sented with  completely  elaborated  technics  for  the 
various  joints,  Murphy's  arthroplasty  is,  we  be- 
lieve, the  most  brilliantly  conceived  and  the  most 
important  contribution  yet  made  to  the  surgery  of 
ankylosis ;  and  it  attracts  the  most  respectful  at- 
tention to  the  results  of  his  studies  in  another  field 
of  joint  work,  viz.,  the  treatment — to  prevent  anky- 
losis— of  joint  suppuration. 

These  results  Murphy  has  not  yet  published*  ; 
but  his  management  of  pyarthrosis  is  so  different 
from  that  followed — usually  with  ankylosis  as  a  re- 
sult— by  most  surgeons  that  we  are  very  glad  to 
present  here,  with  his  approval,  a  brief  statement 
of  Murphy's  method.  Two  things  he  emphasizes: 
First,  bony  ankylosis  following  suppuration  does 
not  occupy  the  entire  joint  surface  but  will  be  found 
in  a  limited  area  where  it  arises  from  destruction 
of  synovial  tissue  by  pressure.  Hence  it  is  im- 
portant to  avoid  this  by  keeping  the  joint  surfaces 
separated  by  extension  apparatus  from  the  very  out- 
set. Second,  admission  of  air  to  the  joint  cavity 
destroys  endothelium  and  produces  adhesions  and 
ankylosis.  Therefore,  avoid  drains,  drainage 
tubes  and  large  incisions. 

Murphy  treats  pyarthroses  by  repeated  aspira- 
tion and  injection  of  two  per  cent,  formaline  in 
glycerine,  and  continued  extension. 

The  following  is  his  technic: 

An  ordinary  exploring  needle  as  large  as  a  darn- 
ing needle  suffices  for  the  injection.  It  must  be  at- 
tached, however,  to  a  very  strong  syringe.  Other- 
wise the  material  will  leap  from  the  piston  or  side 
of  the  syringe,  and  it  will  break,  as  it  is  difficult  to 
force  glycerine  through  a  needle.  The  solution 
should  be  a  2  per  cent,  of  formaline,  the  commer- 
cial article,  in  98  per  cent,  of  glycerine.  It  should 
be  mixed  at  least  24  hours  before  it  is  used,  and 
should  be  shaken  frequently  in  the  meantime.  (It 
requires  no  other  sterilization  than  the  24-hour  ad- 
mixture.) 

The  quantity  injected  should  be  two  drams  in 
the  ankle  and  four  drams  in  the  knee.    Have  a  firm 

*See.  however,  article  by  Clarence  L.  Paley  in  Northzvest  Medi- 
cine March.  1911.  abstracted  in  the  American  Journal  op  Surgery. 
June.   1911,   page  207. 
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Buck's  extension  application  a1  the  time 

the  injection  is  made,  and  a  weight  of  from  15  to 
d  be  carried  continuously  for  three 
itr  weeks  after  the  injection  is  firs)  given, 
rhe  injection  should  be  repeated  ever)  week  for 
al  least  three  injections.     If  the  pain  is  too  great, 
■   given  for  the  first  two  days,  but 
none  should  be  given  after  that.     Ice  applications 
;  applications  to  the   joint-   for  .1   few    days 
aiicr  the  operation  are  verj  agreeable  to  the  p 
and  conducive  to  the  besl  results. 

the  knee,  the  needle  should  be  passed  in  an 
inch  above  the  patella,  and  I  through  the 

thi    j<  niii.      X,. 

ould  be  admitted,  and  the  fluid  in  the  joint 

be    fairly  well  removed  before  the  injection 

i>  given     through  the  same  needle  and  without  re- 

ifter  having  aspirated.     After  the 
tion  is  given  the  joint  should  be  pul  througl 

i  about  two  minutes,  so  as  to  disseminate  the 
fluid. 

The  injection  should  be  given  under  an  anes 
thetic;  ii  cannot  be  well  done  otherwise. 

The  extension  must  be  sufficient  to  prevent  con 
traction  of  the  articular  surfaces. 

Even  in  the  face  of  the  most  acute  and  virulent 
type  of  joint  suppuration.  Murphy  eschews  free  in- 
cisions and  follows  the  plan  above  outlined.  When 
the  formaline-glycerine  injections  fail  to  afford  a 
cure  he  inject-  a  small  amount  of  pure  Venice 
turpentine.  Tuberculous  joint  suppuration,  if  w< 
have  understood  Murphy,  is  not  amenable  to  this 
treatment. 

Those  who  would  adopt  Murphy's  method  must 
bear  in  mind  that  care  in  the  technic  of  aspiration, 
injection,  dissemination  of  the  fluid,  extension  and 
after-treatment  is  essential  to  success  too  often 
a  method  is  condemned  because  it-  applicati  in  has 
not  been  understood  or  its  detail-  have  been  neg- 
lected. W.    M.   B. 


CLINICAL   CONGRESS   OF   SURGEONS   OF 
N<  IRTH  AMERICA. 

.More  gratifying  than  surprising  was  the  success 
of  the  first  American  clinical  surgical  con 
which  was  initiated  and  organized  b\  Surgery, 
Gynecology  and  Obstetrics.  The  habit  of  visiting 
from  clinic  to  clinic  has  been  growing  in  this  coun- 
try,  and  its  advantage-  for  interchange  of  ideas 
and  methods  have  been  increasing.  The  first  ses- 
sion of  the  Clinical  Congress  of  Surgeons  of  North 
America,  held  in  Chicagi  •.  November  7  to  im.  1910, 
the  outgrowth  of  this  habit,  was  a  tryout  of  the 
doctrine  that  in  teaching  medicine  demonstrating 
is  better  than  describing,  and  in  learning  seeing  is 
better  than  hearing. 


\  permanent  organi  ation  developed   from  that 
meeting,    Dr.    Albert   J     1  l(  hsnei    was    made   fust 
lent  and.  subsequently,    Philadelphia  was   se- 
lected for  the  next  clinical  congress,  which  will  in 
held   November  7  to  m,  inclusive.      \n  elaborati 
imme  of  dmic-  ha-  alread)  been  arranged  b) 
the    Philadelphia  committei     (Dr.   John  1 1.   Clark, 
chairman).     Membership   in   the   Congress   1-   not 
en  to  all  who  .111,  11,1  and  register. 
We  suggest  a  \1-1t  to  Philadelphia  in  Novembet   to 
all  those  surgeons  who  can  convenientl)  get  there. 
Such  clinical  meeting      He   will   worth   while  and 
they  can  he  madi    mi  re  and  mon         b;    encourag- 
ing them. 


Surgical  Suggestions 


The  historj  of  typhoid  several  year-  previously 
will  explain  many  cases  of  otherwise  obscure  local- 
ized bone  abscess.  The  perforating  cortical  1  "shirt- 
stud"  1  abscess  is  characteristic  of  typhoid  infection. 


It  is  well  known  that  trauma  may  determine  a 
virulent  octeomyelitis,  requiring  prompt  attention. 
It  is  not  so  well  known  that  it  may  determine  a 
milder  type  of  bone  infection  that  soon  recedes  with- 
out operation.  The  former  is  most  often  met  with- 
in children,  the  latter  in  adults. 


The  old  treatment  of  fracture  of  the  neck  of  the 
femur  by  I  luck's  extension  is  as  bad  as  it  is  archaic. 
In  all  but  very  old  and  very  feeble  subjects  reduc- 
tion and  fixation  in  plaster  by  Whitman's  method  is 
the  treatment  of  choice. 


What  appears  like  a  mild  cellulitis  or  beginning 
erysipelas  following  a  rat  bite  is  apt  to  be  the  local 

manifestation  of  a  "rat-bite  fever." 

Even  in  the  absence  of  a  suggestive  history,  one 
should  bear  in  mind  the  possibility  of  a  foreign  body 
as  the  cause  of  localized  pain,  tenderness,  inflamma- 
tion or  impaired  function,  when  the  cause  cannot 
otherwise  tie  determined. 


Xeedle  thrusts  are  often  only  slightly  painful,  and 

thus  it  occasionally  happens  that  there  is  buried  in 
the  tissues  a  fragment  of  needle,  the  entrance  of 
which  the  patient  did  not  appreciate  or  has  quite 
forgotten. 
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Surgical  Sociology 

Ira  S.  Wile,  M.D. 
Department  Editor 


Regardless  of  the  possible  political  differences 
thai  may  arise,  the  agitation  for  the  removal  of 
Dr.  Wiley  from  his  high  estate  in  the  U.  S.  De- 
partment of  Agriculture,  a  great  benefit  has  been 
conferred  upon  the  country  through  the  large 
amount  of  attention  that  has  been  lavished  upon  the 
whole  pure  food  question. 

The  public  is  in  no  position  to  appreciate  the 
amount  of  adulteration  that  goes  on  day  after  day 
in  all  the  food  products  from  pepper  to  sausage 
and  ice-cream.  The  enactment  of  pure  food  laws 
is  but  the  beginning  of  adequate  legislation  to  pro- 
tect the  purse  and  health  of  the  consumer-.  Effi- 
cient inspection,  sufficient  penalties  for  failure  to 
carry  out  the  provisions  of  the  food  laws,  and  thor- 
ough enforcement  of  every  clause  that  has  been 
enacted  into  law  is  an  essential  part  that  is  required 
to  establish  pure  foods  as  the  rule  throughout  the 
marts  of  trade. 

The  ignorant  housewife,  suffering  from  short 
weight,  inferior  grade  and  adulterated  product,  is 
merely  the  purchaser  of  various  commodities.  The 
consumer  is  the  real  person  penalized  by  the  con- 
sumption of  impure  food.  The  home  is  not  the 
only  place  where  adulterated  articles  for  human 
consumption  are  to  be  found.  Institutions,  not  omit- 
ting the  hospitals,  likewise  share  the  fate  of  the 
unknowing  purchaser.  The  lowest  bidder  is  the 
worst  enemy  of  the  hospital  or  institution  for  the 
care  of  the  sick,  the  poor,  or  the  criminal.  The 
largest  quantity  for  the  least  money  has  been  re- 
garded as  economy.  Quality  is  as  important  as 
quantity.  The  poorest  milk  that  is  to  be  found  in 
the  city  of  New  York  is  to  be  found  at  the  milk 
supply  of  hospitals  and  asylums — at  the  very  places 
from  which  there  daily  go  forth  men  loudly  advo- 
cating clean  milk  supplies  for  municipalities.  The 
poor  food  that  is  supplied  to  nurses  in  many  hos- 
pitals is  frequentlv  the  subject  of  investigation,  not 
to  mention  the  lamentations  of  the  internes  that  are 
heard  from  time  to  time.  When  the  poor  patient 
complains  he  is  regarded  as  a  crank,  an  ingrate  or 
general  kicker,  and  no  investigation  is  made. 

In  the  6,000  hospitals  of  this  country  the  daily 
cost  per  day  per  patient  for  raw  foodstuff-  was 
approximately  27  cents  during  1910. 

With  an  annual  expenditure  of  $16,000,000  for 
raw  foodstuffs,  the  hospitals  should  be  duly  inter- 
ested in  the  problem  of  securing  a  thoroughly 
healthful  supply  of  foods  for  the  patients  in  the 
private  pavilions  and  the  public  wards.  What  pro- 
portion of  the  canned  goods,  costing  $420,000  per 
annum  contains  the  admixture  of  materials  other 
than  those  ordered  by  the  purchasing  agent  ?  What 
is  the  nature  of  the  preservative  employed  in  their 
production?  Are  they  in  any  way  harmful  to  the 
sick?     How  long  have  the  $240,000  worth  of  eggs 


been  in  cold  storage  and  what  is  the  number  of  rots 
and  spots  losl  to  the  institution  each  year? 

The  "diabetic  flours"  that  are  called  glutens,  the 
saccharin  lately  condemned  as  harmful,  have  not 
been  rated  1>\  physicians  as  in  any  way  inimical  to 
the  public  health.  The  doctors,  who  have  abundant 
opportunity  to  investigate  the  food  supplies  of  in- 
stitutions and  to  observe  their  clinical  effect  upon 
the  sick,  have  not  given  the  accusing  evidence. 
True,  the  occasional  outbreak  of  an  epidemic  in  a 
hospital  or  institution  has  been  traced  back  to  milk 
or  oysters,  or  celery  or  lettuce.  An  occasional  case 
of  blindness  has  been  shown  to  be  due  to  the  pink- 
elephant  brand  of  whiskej  containing  methyl  alco- 
hol. Lead  poisoning  has  been  recorded  from  the 
ingestion  of  canned  vegetables,  and  ptomaine  poi- 
soning from  canned  fish  or  impure  ice  cream.  The 
food  problem  is  of  infinite  importance  to  the  hos- 
pital and  to  the  private  practitioner.  The  effect 
of  impure  foods  upon  convalescence  of  surgical 
cases  will  bear  investigation.  The  wastage  of  in- 
stitutional funds  in  the  purchase  of  foods  that  are 
not  true  foods,  but  merely  condiments  or  stimu- 
lants, and  the  extravagance  that  results  from  the 
imposition  of  supplies  that  fail  to  come  up  to  the 
government  standards  deserve  investigation. 

An  attempt  to  retire  the  foremost  advocate  of 
pure  foods  should  unhesitatingly  be  rebuked  by  the 
united  profession  that  is  constantly  endeavoring  to 
promote  the  public  health.  The  pure  food  laws  de- 
mand the  active  support  of  every  class  of  persons 
that  is  alive  to  the  duties  connected  with  the  con- 
servation of  the  human  species. 

The  pure  drug  act  is  but  a  special  variation  of 
the  pure  food  bill.  The  protection  is  only  secon- 
darily for  the  physician  ;  primarily  the  patient  must 
be  protected.  Let  the  medical  profession  realize 
its  obligations  in  this  matter.  Silence  will  no  longer 
suffice.  Aggressive  measures  must  be  undertaken 
that  the  public  be  properly  enlightened  as  to  the 
necessities  of  demanding  the  adequate  protection 
that  is  its  due  in  its  food  and  drug  supply. 


Book    Reviews 


A  Working  Manual  of  High  Frequency  Currents.  By 
Xoble  M.  Eberhart,  A.M.,  M.S.,  M.D.,  Professor  and 
Head  of  the  Department  of  Electrotherapy,  Chicago 
College  of  Medicine  and  Surgery;  Professor  of  Radio- 
therapy, High  Frequency  and  Vibration,  Illinois  School 
of  Electrotherapeutics :  Radiotherapist,  Francis  W'illard 
Hospital ;  formerly  Attending  Physician,  Cook  County 
Hospital :  formerly  Professor  of  Electrophysics ;  Post- 
graduate Medical  School,  Chicago,  etc.  Octavo ;  303 
pages :  63  illustrations.  Chicago :  New  Medicine  Pub- 
lishing Co..  1911. 

Eberhart's  little  treatise  gives  one  a  very  good  idea  of 
the  salient  points  in  treatment  by  high  frequency  currents. 
The  volume  is  written  very  simply  and  understandingly. 
There  is  practically  no  other  manual  on  the  subject  in  Eng- 
lish so  that  this  work  should  have  a  wide  distribution. 
The  latter  half  of  the  volume  is  devoted  to  the  special 
treatment  of  definite  diseases  and  it  emphasizes  the  re- 
mark so  often  made  that  high  frequency  therapy  is  valu- 
able for  so  much  that  it  mav  be  valuable  for  nothing  at 
all. 
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The   House   Fly.     Disease    Carrier.    An    account    of    its 
dangerous  activities  and  of  the  means  of  destroying  it 
By  L.  O.  Howard,  Ph.D.     Duodecimo;  310  pages.  New 
York  :     Frei  erick  A.  Stokes  Co. 
An   authoritative  work  written   in   popular  language  but 
with  scientific  accuracy  is  now  available  for  all  who  may  be 
interested  in  the  life  history  of  the  fly  and  its  relation  to 
public    health.     Especial    attention   has    been    given   to   the 
remedies  and  preventive  measures  adapted  to  fighting  this 
dipterous     pest.     The     illustrations     are      abundant,      well 
chosen,  and  splendid  in  their  detail.     A  thirteen  page  biblio- 
graphy  of   the   subject   deserves  a  line   of   commendation. 
From  every  point  of  view  the  book  delights  the  reader  and 
the  readers  should  be  numerous. 

St.  Luke's  Hospital  (New  York)  Medical  and  Surgical 
Reports.     Vol  II.  1910. 

A  valuable  report  of  some  of  the  surgical  and  medical 
progress  of  the  institution  from  which  the  report  is  sent 
forth. 

Among  the  features  of  the  surgical  portion  of  the  volume 
are  the  paper  by  Dr.  Abbe  on  Resection  of  Posterior  Roots 
of  Spinal  Nerves  within  the  Dura,  to  Relieve  Pain,  Pain 
Reflex,  Athetosis  and  Spastic  Paralysis ;  Dr.  Lyle's  paper 
on  Albee's  Operation  for  Arthritis  Deformans  of  the  Hip, 
and  Dr.  Schley's  report  of  Ileocolic  Intussusception  with 
Resection  of  Twenty-two  Inches  of  Gangrenous  Gut,  with 
Recovery. 

Large  Fees  and  How  to  Get  Them. 
To  the  -Editor: — A  book  entitled  "Large  Fees  and  How 
to  Get  Them,"  has  recently  appeared,  published  by  one  W. 
J.  Jackman,  which  purports  to  contain  an  introductory' 
chapter  written  by  me.  The  book  is  being  advertised  as 
having  been  jointly  written  by  one  Dr.  A.  V.  Harmon  and 
myself.  I  desire  to  state  that  my  name  is  being  fraudu- 
lently used.  I  know  neither  the  publisher  nor  Dr.  Harmon, 
nor  did  I  ever  write  a  line  for  the  book.  The  introductory 
chapter  and  several  later  chapters — for  which  latter,  credit 
is  not  given — were,  without  my  permission,  taken  bodily 
from  my  ''Medicine  as  a  Business  Proposition."  There  ;s 
no  Dr.  A.  V.  Harmon,  in  either  the  Blue  Book  or  American 
Medical  Directory.  He  is  in  my  opinion  a  blind,  the 
authorship  of  the  book  resting  with  the  publisher.  All  per- 
sons selling  or  circulating  same,  or  advertising  or  reviewing 
the  book  in  connection  with  my  name,  do  it  at  the  risk  of 
legal  complications.  I  would  respectfully  ask  the  medical 
journals  of  the  country  to  copy  this  letter  verbatim,  thus 
warning  the  profession  against  what,  so  far  as  the  use  of 
my  name  is  concerned,  is  a  fraud,  pure  and  simple.  The 
title  of  the  book  alone  should  condemn  it,  while  as  for 
much  of  its  contents,  the  less  said  the  better. 

G.  Frank  Lydston,  Chicago. 
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Studies  in  Cardiac  Pathology.  By  George  William 
Ntorris,  A.B.,  M.D.,  Associate  in  Medicine  at  the  Uni- 
versity of  Pennsylvania,  Visiting  Physician  to  the 
Episcopal  Hospital,  Philadelphia,  etc.  Large  octavo; 
233  pages;  85  original  half-tone  illustrations.  Phila- 
delphia and  London:  W.  B.  Sauniers  Co.,  1911.  (  loth, 
$5.00,  net. 

Practical  Motherhood.  By  Helen  Y  Campbell. 
L.R.C.P.  and  S.  Edin,  L.F.P.,  and  S.  Glas.  Small 
octavo ;  535  pages :  illustrated.  New  York  and  Lon- 
don :  Longmans,  Green  &  Co.,  1910. 

Training  of  the  Young  in  Laws  of  Sex.  By  Rev.  the 
Hon.  E.  Lvttelton,  Head  Master  of  Eton  College. 
Eighth  Impression.  Duodecimo;  117  pages.  London 
and  New  York:  Longmans,  Green  &•  Co.,  1910. 


Some  Problems  in  Gastro-Intestinal  Surgery.    J.  M.  T. 

Finney,  Baltimore.    Journal  of  the  American  Medical 

Association,  June  3,  1911. 
Finney  discusses  certain  problems  of  gastro-intestinal 
surgery,  and  says  that  the  progress  that  has  been  made  and 
the  perfection  of  the  technic  lead  to  a  certain  danger.  Be- 
cause, on  the  one  hand,  the  diagnosis  is  often  so  difficult, 
and  requires  special  training  for  many  of  the  tests,  and 
superior  knowledge  in  their  interpretation,  while,  on  the 
other  hand,  the  operation  has  become  so  much  more  safe 
and  exact.  Therefore,  the  temptation  to  slur  over  the  ex- 
amination and  history  and  rely  on  an  easy  exploratory  op- 
eration is  becoming  more  difficult  to  resist.  To  avoid  the 
performance  of  an  unnecessary  operation  and  to  prevent 
unpleasant  results,  at  least  four  things  should  be  kept  in 
mind:  (1)  a  correct  diagnosis  should  be  made;  (2)  every 
care  and  detail  should  be  observed  to  make  the  operation 
technically  perfect;  (3)  existing  conditions  should  be  ac- 
curately observed  and  properly  interpreted;  (4)  the  results 
of  operative  procedures  should  be  carefully  watched  and 
recorded  in  sufficient  numbers  and  covering  long  enough 
periods  of  time  to  enable  one  to  judge  of  the  end-results 
of  a  given  line  of  treatment.  If  there  were  more  co-oper- 
ation between  surgeons  and  physicians  in  observation  there 
would  be  more  success.  Finney  points  out  and  illustrates 
by  cases  reported,  some  of  the  difficulties  which  are  met 
with.  For  example,  gastro-intestinal  neurasthenics,  so 
called,  where  operation  does  not  reveal  a  state  of  affairs 
readily  comprehensible.  Two  cases  of  this  sort  are  re- 
ported, and  he  calls  attention  particuarly  to  certain  patho- 
logic conditions  found.  These  were  (1)  a  greatly  dilated 
upper  duodenum  and  patent  pylorus,  and  (2)  the  great  re- 
dundancy of  the  colon,  especially  the  transverse  portion, 
and  its  malposition.  The  first  of  these  he  is  as  yet  unable 
to  explain.  With  it  are  associated  almost  invariably  changes 
in  the  pancreas  similar  to  what  has  been  called  chronic 
pancreatitis  by  Mayo  Robson,  and  Finney  thinks  that  the 
two  are  in  some  way  connected,  but  just  how  he  does  not 
say.  The  colonic  conditions  he  is  inclined  to  think  will  be 
explained  ultimately  by  the  absorption  of  bacterial  toxins. 
Every  case  of  stomach  trouble,  he  says,  is  a  difficult  prob- 
lem, requiring  careful  consideration  of  not  only  a  long  list 
of  abdominal  disorders,  but  of  some  extra-abdominal  ones 
also,  and  it  may  at  times  be  most  misleading.  Great  lati- 
tude has  to  be  given  in  interpreting  the  operative  findings, 
and  he  reports  illustrative  cases  in  addition  to  those  al- 
ready reported.  His  summary  of  the  paper  is  given  as 
follows:  "1.  Problems  of  diagnosis  present  greater  diffi- 
culties and  are  further  from  solution  than  those  of  treat- 
ment. 2.  Certain  operative  procedures,  gastro-enterostomy, 
e.  g.,  have  reached  such  a  state  of  perfection  that  the  ease 
of  performance  renders  them  a  possible  menace  and  calls 
for  greater  care  in  the  proper  selection  of  cases.  3.  The 
tendency  to  dogmatize  on  too  little  evidence  in  matters 
pertaining  to  the  causation  and  treatment  of  the  so-called 
functional  intestinal  neuroses  should  be  discouraged,  and 
a  more  scientific  observation,  interpretation,  collection  and 
record  of  established  facts  substituted  therefor.  4.  As  a 
result  of  the  knowdedge  gained  by  such  comprehensive  and 
exhaustive  study  of  the  intricate  problems  involved,  it  is 
not  unreasonable  to  hope  that,  ultimately,  in  carefully  se- 
lected cases,  surgery  may  offer  relief  to  this  unfortunate 
group  of  gastro-intestinal  neurasthenics." 

The  Dilatation  Test  for  Chronic  Appendicitis.     W.   H. 

Bastedo,    New    York.     American   Journal    of   Medical 

Sciences,  July,  1911. 
Bastedo  reaffirms  the  value  of  his  test  in  the  diagnosis 
of  chronic  or  latent  appendicitis.  This  test  consists  in  di- 
lating the  colon  with  air  through  a  rectal  tube.  "If,  as  the 
colon  distends,  pain  and  tenderness  to  finger  point  pressure 
become  apparent  at  McBurney's  point,  there  is  appendicitis. 
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The    Selection    of   Operation    in    Biliary    Disease    (Pri- 
mary   Cholecystectomy    versus    Cholecystostomy). 
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July  1.  1911. 
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gall-bladder  is  even  here  indicated,  especially  if  the 
patient  has  signs  of  hepatic  cirrhosis.  -".  In  aged  or  feeble 
patients  and  in  those  who  take  the  anesthetic  badly,  in 
order    to     save    time     and     shock.     1  .scribes 

minutely   his   operation  of   choK 

Acetone    in    Inoperable    Cancer     of     the     Uterus.       A*. 
Samuels,  !  rk  Medical  Journal,  June 

1911. 
Samuels  has  used  this  method  of  Gelharn's  in  live  cases 
and  is  well  pleased  with  h  i  lessens,  the 

j,  diminishes,  the  odor  is  abolished,  the  hemorrhages 
abate   and   the   patient    feels    generally   improved.      Briefly, 
the  method   of  treatment  is  the   following:     Under  anes- 
the  cavity  is  curetted.     After  introducing  the  Fergu- 
eculum  and  elevating  the  hips,  one-half  to  one  ounce 
of   acetone   is  poured  into  the  wound   and  allowed  to  re- 
main for  15  to  30  minutes.     The  acetone  is  allowed  to  run 
out  and  the  cavity  is  packed  with  gauze  soaked  in  acetone, 
and  the  excess  of  acetone  is  sponged  off  the   walls  of  the 
Subsequent    applications    are    made    without    an- 
sia — the  first,  five  or  six  days  after  the  operation,  and 
subsequently  two  or  three  times  a   week.     Care  should  be 
taken  that  the  acetone  does  not  come  in  contact  with  the 
vulva:  preliminary   application   of   vaseline   to 

a  ina  and  vulva  is  recommended. 

The  Diagnostic  Significance  of  the  Urinary  Methylene- 
Blue    Reaction    with    Special    Reference    to    Malig- 
nancy.    Preliminary  Report.   .Jacob  Fuhs  and  W'm. 
Lintz,    Brooklyn,    Journal   of   the   American    Medical 
Association,  June  24,   1911. 
Fuhs  and  Lintz  give  in  a  preliminary  report  their  finding 
that  methylene-blue  is  decolorized  by  the  urine  of  patients 
suffering  with  malignant  disease.    The  same  is  true  some- 

in  cases  of  rheumatism,  nephritis,  meningi: 
but  generally  to  a  minor  and  variable  degree.  In  most  in- 
stances these  latter  diseases  can  be  easily  differentiated 
and  eliminated,  so  it  seems  that  the  test  may  have  some 
value  in  the  diagnosis  of  malignant  disease.  Thus  far  it 
has  been  positive  in  every  well-established  case  of  malig- 
nancy. The  technic  is  described  as  follows :  "Methylene- 
blue — we  generally  use  3  to  5  drops  of  Loftier' s  methylene- 
blue — is  added  to  a  test-tubeful  of  fresh  urine :  sufficient 
anilin  dye  is  used  to  give  it  a  decided  blue  color.  The 
urine  is  shaken  and  then  allowed  to  stand  at  room  tem- 
perature for  from  twelve  to  twenty-four  hours.  A  con- 
trol fresh  specimen  of  normal  urine  similarly  treated  i> 
made.  At  the  end  of  said  time  the  blue  color  of  the  urine 
disappears :  the  upper  layer,  however,  which  is  in  contact 
with  the  air,  still  remains  more  or  less  blue.  The  control 
specimen,  on  the  other  hand,  remains  unchanged,  retaining 
its  uniform  blue  color."  A  list  of  the  diseases  in  which  the 
test  has  been  employed  with  the  number  of  cases  of  each 
tested  and  the  number  of  positive  and  negative  reactions 
obtained  is  given  in  the  paper. 


An  Experimental  Study  of  the  Causes  which  Pro- 
duce the  Growth  of  the  Mammary  Gland.  K  I. 
F*  \  ■  New    i  ork  Inter 

h,i/  I  i,    15,  1911. 

In     an     extremely     pain   :  I 
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is    direct!)  I  urn  tion.    2. 

change  in  the  virgin  breast  occurs  under  the  in 

fluence  of   the  ovary.    •"•    i  i    i  ap  '1 

the  cyclical  b  I.   No  proof 

ir  placenta  directly 

produces  growth  of  the  bi  tan   .      5    Evidenci 

fact  that  the  persistent  corpus  luteum  ol 
nancy  may  produce  this  breast  growth    6     [Tie  factoi 

oi  cause  the  peristence  of  the  corpus  luteum  are  un- 
known.    7.   Certain  evidence   (increase  of  the  breast  pro- 
duced bj    hydatid  mole  without    fetus,  chori  i 
makes  it   unlikely  that  the   fetus  is  at  any  time   the  control- 
ling factor.    8.  Nil"  of  quantitative 
increase  in  breast  tissue.  9    I'uder  physiological  conditions 
milk   secretion   sets   in    when   the   ovarian    influenci    is    n 
moved— in  the  new  born  after  hirth;  in  the  puerpera  as  the 
corpus  luteum  of  pregnancy  regresses;  sometimes  postoper- 
atively after  castration  in  the  virgin  (if  the  breast  has  been 
the  corpus  luteum  of  menstruation    I 
These  conclusions  are  set   forth  by  the  authors  as  tenta- 
tive, and  may  require  modification  by  subsequent  research. 


Six  Cases  of  "Utriculoplasty"  for  Uterine  Hemorrhage. 
V.  Bonney,  London  Lancet,  Maj    13,  1911. 

utriculoplasty"  Bonne]  refer-  to  the  operation  de- 
vised by  Kelly  for  cases  of  uncontrollable  uterine 
hemorrhage  This  operation  consists  in  a  wedge-shaped 
of  the  greater  part  of  the  uterus.  i..e  base  of 
the  triangle  being  situated  at  the  tubo-uterine_  junction, 
while  the  apex  lies  at  the  internal  os.  This  excision  leaves 
a  strip  of   uterine  muscosa   on  the   latei  oi    the 

uterine  cavity  which  is  continuous  with  that  of  the  cervix 
below.  The  two  moieties  of  the  uterus  are  then  united, 
first  by  a  series  of  deep  mattress  sutures,  then  by  a  con- 
tinuous superficial  suture.  The  result  was  entirely  satis- 
factory in  all  of  the  author's  six  cases.  In  one  case,  a  num- 
ber of  fibroids  were  removed  by  this  method.  Four  of  the 
six  patients  menstruated  normally:  one  had  a  recurrence  of 
the  hemorrhage  six  months  later,  but  the  prospects  of  a 
successful  result  are  good.  One  case  is  too  recent  to  be 
judged.  One  patient  became  pregnant  four  months  after 
the  operation  and  was  delivered  uneventfully  at  full  term. 
Bonney  regards  the  operation  as  superior  to  hysterectomy 
in   every  way. 

The  Results  of  the  Treatment  of  Two  Thousand 
Cases  of  Miscarriage  at  the  Boston  City  Hospital. 
E.  B.  Young  and  John  T.  Williams.  Boston.  Boston 
Medical  and  Surgical  Journal,  June  22,  1911. 

1.  Spontaneous  emptying  of  the  uterus  takes  place  in  but 
about  13.2  per  cent,  of  all  miscarriages. 

2.  The  likelihood  of  a  miscarriage  to  complete  itself  in- 
creases with  the  duration  of  pregnancy. 

3  When  it  becomes  necessary  to  use  artificial  means  to 
complete  the  miscarriage,  the  finger  followed  by  the  curette 
in  later  miscarriages,  and  of  the  curette  alone  in  the  earlier 
months  of  pregnancy  has  given  uniformly  satisfactory  re- 
sults at  the  Boston  City  Hospital. 

4.  Experience  has  shown  that  where  the  cervix  is  ex- 
tremely rigid  it  is  better  to  introduce  the  curette  and  break 
up  the  fetus  and  placenta  and  remove  them  piecemeal  than 
to  attempt  to  dilate  the  cervix  sufficiently  to  introduce  the 
finger. 
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o.  Packing  the  vagina  and  lower  segment  of  the  uterus  is 
an  unsatisfactory  and  often  unsuccessful  method  of  empty- 
ing the  uterus.  No  success  whatever  was  obtained  in 
treating  incomplete  miscarriages  in  this  way. 

6.  Packing  is,  however,  of  great  value  in  two  classes  of 
cases. 

First,  in  exsanguinated  patients,  to  stop  the  hemorrhage 
and  give  the  woman  a  chance  to  recover  somewhat  from 
the  loss  of  blood  before  emptying  the  uterus. 

Second,  when  the  cervix  is  very  rigid,  a  tight  cervical 
pack  for  twenty-four  hours  will  soften  it  so  that  dilatation 
may  be  attempted  with  safety. 

7.  The  results  of  artificial  methods  are  as  good  as,  but 
not  better  than  where  nature  has  succeeded  in  emptying  the 
uterus. 

8.  Artificial  methods  are  necessary  in  a  majority  of  cases, 
however,   simply  because  nature  has  failed. 

9.  In  infected  cases  the  essential  thing  is  to  get  rid  of  the 
infectious  material  by  emptying  the  uterus;  the  particular 
method  employed  making  little  difference. 

10.  The  later  in  pregnancy  miscarriage  occurs  the  smaller 
the  liability  to  become  infected,  but  the  greater  the  likeli- 
hood of  developing  grave  septic  complications  if  infection 
does  take  place. 

11.  The  mortality  is  practically  the  same  at  all  periods  of 
pregnancy. 

12.  Induced  abortions  have  a  greater  mortality  than  ac- 
cidental. The  mortality  of  patients  admitted  to  the  hos- 
pital after  criminal  abortions  was  10  per  cent. 

Venous  Anastomosis  for  the  Cure  of  Varicose  Veins. 
Venovenostomy.  H.  E.  Castle,  San  Francisco.  Jour- 
nal American  Medical  Association.  May  20,  1911. 
Castle  describes  the  method  devised  by  himself  and  Dr. 
Ryfkogel  of  venous  anastomosis.  Delbet's  operation, 
which  they  first  performed,  consists  of  terminal  implanta- 
tion of  the  proximal  end  of  the  distal  fragment  of  the  in- 
ternal saphenous  vein  into  the  side  of  the  superficial  fem- 
oral vein.  Its  drawback  is  the  danger  of  forming  a 
thrombus  occluding  the  femoral  vein,  and  to  avoid  this 
they  concluded  to  make  an  end-to-end  anastomosis  of  a 
branch  of  the  superficial  femoral  with  the  internal  saphen- 
ous vein.  Thus  the  valves  of  the  femoral  vein  ?re  utilized 
to  support  the  heavy  column  of  blood  which  in  the  normal 
subject  is  supported  by  the  valves  of  the  saphenous,  and 
the  lower  part  of  the  saphenous  is  relieved  of  all  back- 
ward pressure  from  the  inflow  of  blood  into  it  from  the 
superficial  external  pudic,  superficial  epigastric,  superficial 
circumflex  iliac  and  other  smaller  tributaries.  The  branch 
of  the  femoral  vein  that  they  use  may  be  absent,  and  in 
this  case  Delbet's.  Trendelenburg's  or  Ferguson's  methods 
may  be  employed.  Trendelenburg  advises  ligature  of  the 
saphenous  in  the  upper  thigh,  while  Ferguson  removes  a 
section  of  the  saphenous  near  its  upper  end  and,  after 
making  a  circular  skin  flap,  removes  the  varicose  veins 
from  the  lower  part  of  the  thigh  and  those  from  the  inner 
aspect  of  the  leg.  Success  of  venovenostomy  depends  al- 
most entirely  on  asepsis  and  avoidance  of  injury  to  the 
veins,  and  Castle  dwells  on  these  points.  The  preparation 
of  sutures  is  of  special  importance.  For  these  details  the 
reader  is  referred  to   the  original. 

Acute  Inflammation  of  Long  Bones,  With  Special 
Reference  to  Excision  of  the  Diaphysis.  R.  G. 
Le  Conte.  Philadelphia  :  Boston  Medical  &  Surgical 
Journal,  June  1.  1911. 

Le  Conte  concludes : 

1  1  1  The  mortality  and  extent  of  the  necrosis  following 
acute  inflammation  of  bone  depends  not  only  upon  the 
promptness  of  surgical  interference,  but  also  upon  its 
thoroughness. 

(2)  That  suppuration  beneath  the  periosteum  does  not 
exclude  an  infection  of  the  medulla,  the  presumption  being 
that  after  three  days  the  medullary  cavity  is  also  involved. 

(31  That  within  seventy-two  hours  of  the  onset  of  the 
disease  osteoperiostitis  is  localized  usually  in  the  cortex  of 
the  bone,  and  incision,  disinfecton  and  "drainage  are  suf- 
ficient to  bring  about  a  cure.  If  there  is  no  marked 
diminution  of  the  symptoms  in  twenty- four  hours  after 
incision  and  drainage,  the  medullary  *  cavity  should  be 
opened. 


1  1  1  When  the  medullary  cavity  is  opened  and  found 
healthy,  the  dangers   from  infecting  it  are  slight. 

(5)  In  the  majority  of  his  cases  osteomyelitis  was  due 
to  a  neglected  osteoperiostitis. 

(6)  In  operations  after  the  third  day,  where  systemic 
symptoms  are  pronounced,  the  medullary  cavity  I 
always  be  opened  and  the  opening  should  be  sufficiently 
long  to  expose  healthy  marrow,  and  sufficiently  broad  and 
long  to  expose  healthy  bone. 

(7)  His  mortality  of  10  per  cent,  was  directly  due  to 
delay  in  operation,  and  to  inefficient  surgery  at  the  prim- 
ary' operation.  In  five  of  these  cases  the  surgery  was  at 
fault,  and  had  a  radical  operation  been  done  all  would 
have   recovered.      In   the   sixth   case    the     delay     in 

ation  was  perhaps  more  responsible  than  the  surgery  for  its 
fatal  termination.  It  is  but  fair  to  say  that  in  collecting 
these  60  cases,  perhaps  40  more  were  rejected  for  various 
reasons,  none  of  whom  died,  so  a  mortality  of  6  per  cent, 
is  nearer  the  truth. 

A  Case  of  Typhoid  Osteomyelitis  Successfully  Treated 
with  a  Vaccine.     Rant.le  C.  Rosexberger,  Philadel- 
phia.    Ar.   Y.  Medical  Journal,  May  13,  1911. 
Rosenberger  reports  the  cure  of  an  osteomyelitis  of  the 
rib  complicating  typhoid,  which  he  cured  by  the  injections 
of  an    autogenous  vaccine   which   he   made    from   cultures 
of  the  typhoid  bacillus  found  in  pus  discharging  from  the 
lesion. 

Tendon  Suture.  F.  L.  Richardson,  Boston.  Boston 
Medical  and  Surgical  Journal,  May  25,  1911. 
The  important  things  to  be  borne  in  mind  in  order 
of  their  importance,  are:  1.  Asepsis.  2.  Preservation  of 
peritendineum.  3.  Approximation  of  ends.  4.  Restoration 
of  tendon  sheath.    5.  Dryness  of  wound. 

An  Experimental  Study  of  Tendon  Regeneration.  J. 
W.  Sever,  Boston.  Boston  Medical  and  Surgical  Jour- 
nal, May  25,  1911. 

(1)  Silk  or  linen  thread  is  an  excellent  material  to  use 
to  lengthen  tendons  in  suitable  cases. 

(2)  The  growth  of  new  tissue  will  penetrate  and  per- 
meate the  silk  only  slightly,  and  in  some  cases  not  at  all, 
and  does  not   absorb  it. 

(3)  When  the  peritendineum  and  tendon  sheath  have 
been  removed,  some  foreign  body  such  as  silk  is  essential 
for  regeneration,  to  serve  as  a  director  for  the  new  growth. 

(4)  With  the  sheath  and  the  peritendineum  present  and 
sutured,  no  foreign  body  need  be  inserted.  In  this  case 
the  new  growth  is  true  tendon  tissue. 

1  5  i  Without  the  presence  of  the  sheath  and  the  peri- 
tendineum, no  true  tendon  tissue  can  be  regenerated.  Such 
tissue  is  merely  fibrous  tissue,  lacking  elasticity  and  sub- 
ject to   stretching. 

(61  The  new  "tendons"  are  apt  to  be  larger  and  strong- 
er than  the  resected  ones,  especially  when  silk  has  been 
used  to   replace   the  resected   portion. 

(7)  Provided  the  sheath  and  peritendineum  are  pre- 
served and  function  allowed  early,  adhesions  may  not  oc- 
cur. Without  the  sheath,  adhesions  may  and  do  occur 
much  more  frequently. 

Suppurative    Arthritis    of    the    Knee-joint,    Due    to    In- 
fluenza   Bacillus.    Occurring    in    a    Baby    Aged    Six 
Months.       Elizabeth     T.     Fraser.    Glasgow,    Lancet, 
June  10,  1911. 
An    apparently   healthy   child   was   suddenly   seized    with 
pain  and  swelling  of  the  knee  joint.    The  child  was  feverish 
and   the   joint   was    much   swollen.      Eight  days   after  the 
onset  the   joint  was  opened  and  a  large  quantity  of  pus 
was  evacuated.     Thereupon  recovery  was  uneventful.     In 
smears  and  cultures  the  bacillus  of  Pfeiffer  was  found  in 
the  pus. 

"Forster's    Operation"    of    Posterior    Root    Section    for 

the   Treatment  of   Spasticity.     Otto   May.   London, 

Lancet.  June  3,  1911. 

Forster   recommended    division    of   the   posterior    spinal 

roots   for  severe   forms  of  spastic   weakness,  especially  in 

cases  of  cerebral  diplegia,  old  hemiplegias,  etc.    The  prin- 
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An  Easy  and  Certain  Method  of  Diagnosing  and  Fol- 
lowing a  Fistulous  Tract.  |eromi  \I  Lynch,  New 
York  I     1911. 

h  speaks  especially  of  fistula  in  stress 

on  three  importance  points.     1.     Tuberculous  fistula  should 
I   with   the  knife,  but   with  the  cautery.    The 
is  that  tlie  knife  opens  new  channels  for  local  and 
even  general   infection.     2.     The   best  method  of  tracing 
complicated    fistula    is    by   the    injection    of   a    mixture    of 
gen  and  methylene  blue.     This  solution 
stains  the  finest  ramifications  of  the  tract,  so  that  they  may 
\    followed   and  opened.     3.     The  after-treatment 
should  he  painstaking.     The  wound  must  be  dressed  care- 
fully, so  that  i  nay  heal  from  the  bottom 


Statistical    Results    of    the    Treatment    of    Tetanus    by 
Subcutaneous    Carbolic    Acid    Injections.        i 

iultate  der  Behandlung  des  Tetanus  mil  sub- 
cutanen  Carbolinjektiotten).  G.  Bacelli.  Rome,  Ber- 
liner k  I  wise  he  Wochenschrift,  June  5,  1911. 

Of  94  cases  of  severe  tetanus  collected  from  the  literature 
(mostly  Italian  i  treated  by  Bacelli's  method,  only  two  died. 
16  died.  Of  the  latter,  Bacelli 
excludes  11  cases  because  the  administered  doses  were 
wholly  insufficient.  The  mortality  of  the  latter  series  is 
therefore  reduced  to  18.5  per  cent.  Considering  that  the 
mortality  of  severe  cases  of  tetanus  is  100  per  cent.,  Bacelli 
believes  that  these  statistics  speak  for  themselves.  Bacelli 
uses  a  "2-3  per  cent,  watery  solution  of  carbolic  acid  which 
is  injected  subcutaneously.  The  initial  dose  should  never 
be  above  0.3-0.5.  As  soon  as  the  proper  tolerance  of  the 
patient  is  established  (urine  examination)  the  size  of  the 
dose  is  increased  rapidly  until  the  patient  takes  1-1 'i 
grammes  in  the  course  of  24  hours.  Tetanus  patients  tol- 
erate carbolic  acid  in  surprisingly  large  doses,  indeed 
Bacelli  formulates  the  axiom,  that  the  toleration  is  directly 
proportionate  to  the  severity  of  the  case. 

Post-Operative  Double  Frontal  Sinusitis.  Extensive 
Osteoma  of  Frontal  and  Nasal  Bones  and  Orbital 
Fossae,  with  Superimposed  Lipoma.  Causal  Fac- 
tor, Framboesia  (Yaws).    C.  Doremus  Van  Wagenen. 

The  Laryngoscope,  May,  1911. 

The  patient  was  a  woman,  49  years  old.  Spanish,  living 
in  Cuba.  Early  history  reveals  trouble  with  sores  on  the 
plantar  aspect  of  the  heels.  At  39  years  she  had  a  severe 
affliction  of  the  knees  and  joints  of  the  fingers  which  con- 
fined her  to  bed  for  a  number  of  weeks.  About  six  months 
after  this  she  noticed  a  small  swelling  on  the  forehead, 
just  above  the  nose,  which  slowly  increased  in  size.  Two 
years  later  a  swelling  occurred  over  the  right  eye  with 
a   slight   protrusion   of   the   eyeball.     Six   months   later    a 
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1  ransillumi 
in   darkness,     An   operation   on   thi  isi 

\t  operation,  the  sinus  as    uch  could  not  be  dei istrated 

In  its  of  sequestra, 

hummocks  of  greenish-brown  1i..ih-  surrounded  In  ■■ 
lations,  polypi  and  gelatinous  material  under  pressure. 
While  forcibly  retracting  the  upper  skin-flap  the  base  of 
the  large  frontal  tumor  was  exposed.  A  diagnosis  of 
lipoma  was  made.  The  left  frontal  sinus  was  found  to  be 
in   similar  condition,  though   less   so. 

At    the   time   of   0]  case   was   supposed    to   1"' 

specific.    She  was  given  mixed  treatment.    The  exophthal- 

1   and  the  squint   lias  disappeared.     Later  the 

nann  test   was  reported  negative.     It  was  suggested 

that  possibly  the  disease  was  henpuye,  a  tropical  di 

This   usually  starts  in  the   nasal  processes  of  the  superior 

maxilla  and  grows  slowdy  until  it   often  closes  both   eyes. 

It  is  apparently  a  proliferating  periostitis.    It  appear 

a    \ar  following   an    attack    of    framboesia   or 

Its  cause  is  a  spirillum  closely  allied  to  the  spiro- 

i   ii  of  the  skin  will  admit  the  spirillum. 

The  disease  is  entirely  extragenital.     After  the  initial  sore, 

lomata    appear    which    from   their   resemblance    to    a 

raspberry  are  called  yaws.     The  main  treatment  is  iodide 

of  potash.     Mercury  has  proven  useless. 

Acute  and  Chronic  Inflammation  of  the  Maxillary 
Sinus.  Thomas  Chew  Worth ingto.v.  The  Laryngo- 
scope, May,  1911. 

Acute  inflammation  of  the  maxillary'  sinus  when  uncom- 
plicated is  most  frequently  seen  as  the  result  of  influenza 
and  is  quickly  relievable  by  attention  to  the  acute  rhinitis, 
or  when  necessary  by  the  puncture  and  irrigation  of  the 
sinus  through  the  inferior  meatus.  Chronic  maxillary  sin- 
usitis may  be  caused  by  a  neglected  or  unrecognized  acute 
inflammation  or  may  be  caused  by  diseased  conditions  in 
the  ethmoidal  or  other  cells  or  from  pneumonia,  typhoid 
fever  and  other  acute  infectious  diseases  or  may  be  of 
denial   origin. 

The  operation  for  the  cure  of  chronic  inflammation,  if 
accompanied  by  disease  of  the  other  sinuses,  should  begin 
with  the  radical  treatment  of  the  diseased  ethmoidal,  fron- 
tal or  sphenoidal  sinuses  and  at  the  same  time  the  removal 
of  sufficient  of  the  maxillary  sinus  wall,  below  the  inferior 
turbinate  to  insure  complete  and  permanent  drainage  and 
aeration  of  the  sinus.  Should  the  inflammation  be  of  den- 
tal origin,  the  removal  of  the  offending  tooth  and  an  open- 
ing in  the  naso-antral  wall  will  insure  a  perfect  and  per- 
manent cure. 

The  diagnosis  of  disease  of  the  maxillary'  sinus  is  easily 
made  in  those  cases  where  the  subjective  and  objective 
symptoms  are  plain.  But  since  the  greater  number  of 
cases  of  chronic  maxillary  inflammation  show  few  or  no 
symptoms  one  must  depend  upon  the  operative  opening 
of  the  sinus  to  make  a  diagnosis. 

There  are  few  dangers  to  the  operation.  Among  these 
are  puncturing  the  roof  of  the  sinus,  wounding  the  infra- 
orbital canal  and  cutting  the  posterior  external  nasal 
artery.  The  chief  points  in  the  success  of  the  operation 
(making  an  opening  in  the  inferior  meatus)  are  to  make 
it  large  enough  and  to  establish  it  permanently. 
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•;;KM  KAI.     CONSIDERATIONS.        PREPARATION     OF     THE 

PATIENT    FOR   OPERATION". 

rhe  career  of  the  developing  surgeon  in  a  cos- 
mopolitan city,  no  matter  in  what  field  of  major 
surgery  he  specializes,  is  a  difficult  one.  He  may 
have  had  an  extensive  previous  education  to  fit  him 
for  his  work,  but  the  patronage  of  a  large  hospital, 
which  is  almost  essential  to  his  success  is  not  easy 
io  obtain.  In  what  I  have  to  say  I  would  address 
myself,  not  so  much  to  him  whose  personal  efforts 
.and  merits  helped  by  those  interested  in  him,  or 
by  circumstances,  or  tendencies  in  hospital  politics 
has  succeeded  early  in  his  professional  life,  in 
securing  a  hospital  appointment  which  gives  him 
■the  privilege  of  utilizing  the  vast  material  of  the 
wards  for  clinical  study  and  operation.  It  is  the 
capable,  but  less  fortunate  confrere,  who  needs  an 
•encouraging  word. 

Good  surgical  judgment,  logical  asepsis,  dexter- 
ous technic  are  the  three  requirements,  it  seems  to 
me,  that  are  of  principal  importance  in  the  prac- 
tice of  surgery.  But,  while  surgical  judgment 
must  gradually  mature,  it  can  be  supplied,  to  some 
extent,  by  the  careful  study  of  one's  work  and  by 
consulting  with  others  of  greater  experience.  Dex- 
terity in  executing  an  operation  can  only  come  with 
frequent  repetition  of  a  definite  technic.  It  will 
be  acquired  sooner  by  him  whom  the  hospital  en- 
trusts with  the  surgical  care  of  its  numerous  poor, 
than  by  the  colleague  who  has  to  rely  on  his  priv- 
ate practice  alone,  for  a  repetition  of  similar  cases. 
Fortunately  it  is,  by  all  odds,  the  least  important 
of  the  three  requirements.  In  fact,  all  of  us  can 
readily  call  to  mind  surgeons  of  prominence,  to 
whom  we  would  not  hestitate  to  entrust  ourselves, 
■because  their  operating  is  safe,  although  we  are 
aware  that  they  are  not  at  all  apt  technicians. 
While  no  one  endorses  the  undue  prolongation  of 
an  operation,  it  is  certainly  wiser  to  proceed 
•cautiously  in  a  new  field,  than  to  attempt  to  be 
dexterous  where  this  is  not  warranted.  Besides 
it  is  well  to  bear  in  mind,  that  time  is  not  such  a 
very  important  factor  in  the  patient's  recoverv  as 


some  seem  to  think,  if  the  anesthetist  is  competent 
and  the  anesthesia  is  conducted  correctly.  There 
is  something  in  appreciating  the  fact  that  morphin 
diminishes  materially  the  quantity  of  anesthetic  re- 
quired, and  that  the  necessary  and  proper  plane  of 
anesthesia  is,  so  to  speak,  a  very  superfical  one 
indeed. 

When  a  surgical  routine  takes  longer  than  an- 
ticipated, if  the  patient  was  in  good  condition  for 
the  operation,  it  is  not  so  much  the  shock,  or  loss 
of  blood,  or  too  much  anesthetic  that  one  need  to 
fear,  as  the  prolonged  exposure  of  the  patient's 
peritoneum  to  accidental  infection. 

Most  serious  post-operative  complications  and 
deaths  are  due  to  infection.  The  full  realization  of 
this  must  force  upon  one  the  necessity  of  adhering 
rigidly  to  some  logical  system  of  asepsis.  If  not- 
withstanding, an  infection  has  crept  in,  it  will  be 
easier  to  detect  the  source  and  to  guard  against 
similar  accidents  in  the  future.  There  is  no  reason 
why  the  asepsis  should  not  be  just  as  strict  and 
logical  in  the  first  as  it  is  in  later  operations ;  in 
fact  to  undertake  any  operation  without  appreci- 
ating the  full  meaning  of  asepsis,  is  clearly  a 
a  criminal  act. 

The  preservation  of  a  logical  asepsis  throughout 
the  course  of  an  operation  involves  the  surgeon's 
attention  and  solicitude  in  many  directions.  Wound 
contamination  may  be  traceable  to  faulty  or  defi- 
cient local  preparation  of  the  territory  for  oper- 
ation, or  to  the  hands  of  the  operator,  or  to  one  of 
his  assistants  or  nurses,  or  to  the  instruments  he 
uses,  or  the  suture  material ;  it  may  be  an  oper- 
ating room  basin  or  utensil  that  is  not  surgically 
clean :  or  gauze,  or  wound-dressings  or  contact 
with  unsterile  wash.  While  acting  in  the  interest 
of  his  patient's  future  physical  well-being  the 
surgeon  assumes  all  the  responsibility  for  the  out- 
come of  his  measures,  and  for  any  violation  of 
asepsis  by  those  delegated  to  assist  him.  No  mat- 
ter, therefore,  how  exacting  he  may  be  during  the 
tension  of  his  work  he  is  always  entitled  to  alert 
and  faithful  co-operation. 

The  problem  that  confronts  us  first  is  how  to 
render  the  skin  or  mucous  membrane  surgically 
clean  for  operation.  Here  much  that  is  helpful  in 
weighing  the  comparative  values   of  methods   em- 
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can  be  gleaned  from  the  careful  stud)   "t 

ures,     Slight   reactions  due 

ii  rficial  skin  or  mucous  membrai  i 

arc  nol  uncommon  ami  often  point  to  an  inadequacy 

in  the  scheme  which  was  followed  in  rendering  the 

surface  aseptic. 

It  is  clear  that  no  method  should  be  simplified  at 
the  expense  of  safetj  ;  anil,  that  perhaps  the  best, 
it,  depends  neither  on  disin- 
:   nor  on   n  leansing  alone,  but  is 

a  comp  rii  It  has  been  shown  repeatedly  in 

practice  that   mechanical  cleansing  with  soap  am! 
water  is  of  the  utmost   importance.     I'm   th< 
is  not  an  even  surface  and  above  all  if  the  area  is 
rich  in  follicles  and  glands  it  is  unlikel)   that 
teria  in  the  Eatt)  deposits  within  thi  oscopic 

recesses  arc  always  reached  b)  the  scrubbing 
maneuvres.  On  the  other  hand,  when  a  disinfect- 
ant is  used,  it  must  be  one  that  will  penetrate  the 
fatty  secretions  or  else  the  fatty  secretion  must 
have  been  previously  removed  b)  means  of  some 
fat  solvent  medium:  and,  secondly  the  disinfei 
must  have  sufficient  time  to  act  in  order  to  be 
efficient:  the  application  of  even  the  most  powerful 
germicidal  solutions  for  a  few  minutes  before  oper- 
ation is  of  questionable  value. 

The  recesses  which  cannot  readil)  be  need  from 
their  bacterial  content  by  mechanical  means,  he- 
come  the  sources  of  the  slight  local  reaction,  red- 
ness, tenderness,  discharge  from  the  incision-line 
which  is  so  often  attributed  to  the  suture  material 
or  other  sources.  This  factor  is  practically  the  one 
which  presents  the  greatest  difficulty  in  formulat- 
ing a  :or  rigid  asepsis.  In  the  hope  of 
arriving  at  an  opinion  of  my  own  in  this  matter 
and  in  order  to  determine  upon  a  routine  for  my 
own  use  I  have  tried  a  series  of  methods  systemat- 
ically during  a  term  at  the  same  time 
keeping  records  of  all  the  local  complications  in 
wound-healing  which  were  traceable  to  infections 
from  the  skin.  There  is  no  routine  procedure, 
however,  it  seems  to  me,  which  has  nol  ilso  its 
manifold  inadequacies.  Of  the  methods  based  on 
chemical  disinfection  alone,  the  iodine  method  is 
one  of  the  simplest  and  most  efficient.  The 
routine  usually  consists  in  cleansing  the  skin  with 
benzine  and  painting  the  surface  with  official  tinc- 
ture of  iodine  not  later  than  4-5  hours  before  oper- 
ation; a  second  coat  of  iodine  is  applied  in  the 
operating  room  before  the  incision  is  made. 

A  number  of  small  points  must  be  observed  in 
the  successful  application  of  iodine  as  a  disinfect- 
ant. In  shaving,  it  must  be  remembered  that  the 
hair   should  first  be  moistened  and  softened  thor- 


oughlj  wnli  warm  watet  and  then  the  lathei  oi 
soap  applied  i"  cause  the  sharp  blade  oi  the  ra  01 
to  glide  smooth!)  over  the  surface.     Ihe  shaving 

should  be  d kin  hut  if  it  i>  impropei l\ 

done  there  will  he  numberless  bleeding  papillae 
with  exposed  nerves  and  the  subsequenl  painting 
with    iodine    cause     the    patient    considerable    un- 

.11  \   -nil.  ring, 
In  applying  the  iodim    the  swab  should  l»      et 

witlt  tlie  -011111.111  lmi  not  dripping  so  that  the  fluid 
cannot  run  down  the  sides  to  the  patient's  hack. 
Ihe  dri  "  1  terile  gauze  which  proteel  th< 
disinfected  skin  .should  not  be  covered  with  rubber 
tissue  or  any  material  impermeable  to  air  in  order 
I.,  avoid  macerating  the  epidermis  and  intensifying 
the  discutienl  action  of  the  iodine  unduly.  Too 
liberal  application  or  solutions  which  arc  too 
strong  also  occasionally  cause  a  disagreeabli 
iodine  hum.  a  dermatitis  medicamentosa,  which 
may  require  treatment  for  a  variable  lime  after  the 
in  1-  healed.  Bui  even  this  might  he  disn 
J  if  thereb)   reliable  asepsis  could  he  secured 

The  object  of  benzine  is  to  removi  the  sebaceous 
material  and  makes  it  possible  for  the  iodine  to 
ite  readily  into  the  bacterial  furrows  oi  thi 
skin  to  exert  its  disinfecting  action  freely.  But 
benzine  is  not  a  desirable  product  to  use  at  the 
sick-bed.  It  is  highly  inflammable  and  its  vapor 
mixed  with  air  is  easily  ignited  by  a  match,  candle, 
cigarette,  gas  flame  or  lamp  and  explodes  violently. 
Tn  its  place,  I  prefer  to  usi  tetrachloride  of  1 
which,  while  it  is  an  excellent  fat-solvent,  ha  the 
advantage  over  benzine  of  being  non-inflammable. 
Though,  as  far  is  I  know,  the  use  of  carbon 
tetrachloride  was  never  suggested  for  the  purpose 
of  a  liquor  expurgans  in  preparing  the  skin  for 
operation,  its  use  in  surgery  is  certainly  not  recent. 
According  to  Sansom's  work  on  Chloroform,  pub 
lished  May,  1865  (B.  and  P.  Med.  Chir..  Rev 
1867,  551),  it  was  "tried  as  an  anesthetic,  for  in- 
stance, as  early  as  1864  by  A.  E.  Sansom  and  John 
Harley. 

The  somewhat  offensive  odor  of  the  commercial 
product  can  he  disguised,  if  desired,  without  ma- 
terially impairing  its  usefulness  by  the  addition  of 
a  little  methyl  salicylate  dissolved  in  alcohol. 

I* 

Methyl    salicylate    1.0 

Carbon   tetrachloride. 

Alcohol  U.  S.  P.  aa 50.0 

D.   S.  Cleansing   fluid   for  the  skin. 
The  choice  of  the  disinfectant  fluid  itself,  is  not 
a    simple    matter.     Formaline    is    objectionable   be- 
cause of  the  irritating  character  of  its  vapor  upon 
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the  eves  of  the  surgeon  and  his  assistants,  as  it 
volatilizes  in  the  warm  air  of  the  operating  theater. 
Bichloride  of  mercury  is  deficient  in  penetrating 
power.  Iodine  penetrates  quickly  and  with  proper 
precaution  can  be  used  in  strong  solutions  on  the 
skin.  While  a  percentage  of  ether  added  to  the 
tincture  theoretically  increases  its  diffusion  in  the 
fat  secreting  glands,  it  appears  to  make  the  appli- 
cation of  the  liquid  more  painful  to  the  patient. 
Preceded  by  1:1000  caustic  soda  dressing  its  ac- 
tion becomes  too  violent.  The  skin  is  rather 
tolerant  to  hydrochloric  acid,  perhaps  more  so  than 
with  other  strong  mineral  acids.  Most  of  us  re- 
call, for  instance,  that  the  fingers  can  be  washed  in 
concentrated  hydrochloric  acid  with  impunity  to 
free  them  from  anilin  dye  stains.  This  cannot  be 
as  safely  done  with  sulphuric  or  nitric  acids  of  the 
same  concentration.  The  acid  can  be  utilized  in 
an  iodine-containing  tincture,  as  a  disinfecting 
agent  but  I  have  not  found  that  this  liquor  disin- 
fectans  is  a  notable  improvement  over  the  simple 
tincture  of  iodine. 
K 

Hydrochloric  acid,  U.   S.   P. .  .  .    20.0 

Iodine    1.0 

Alcohol,  U.  S.  P.  ad ico.o 

D.  S.  External  use. 
The  most  salient  objection  to  the  use  of  any  dis- 
infectant method  done  is  that  it  does  not  provide 
sufficiently  for  an  intermediary  contamination  of 
the  disinfected  area.  It  is  difficult  to  keep  a  prev- 
iously disinfected  abdomen,  particularly  the  hypo- 
gastrium  covered  with  its  sterile  dressing  during 
the  preparatory  manipulations  in  the  operating 
room.  It  is  practically  out  of  the  question  in  gyne- 
cological cases,  where  a  preliminary  bimanual  ex- 
amination is  almost  always  imperative.  When  a 
vaginal  operation  precedes  the  abdominal,  it  is  im- 
possible to  escape  dislodging,  saturating  or  soiling 
the  abdominal  dressing.  The  brief  disinfectant 
action  of  a  final  coat  of  iodine,  liquor  disinfectans, 
or  other  disinfectant  solution  immediately  before 
making  the  incision,  cannot  be  considered  sufficient 
to  eliminate  this  source  of  danger  from  interme- 
diary contamination. 

A  simple  routine  for  mechanical  cleansing  con- 
sists of  scrubbing  with  warm  sterile  soapsuds, 
rinsing  with  sterile  water  and  drying  the  area  care- 
fully with  a  sterile  towel.  The  residual  moisture 
in  the  pores  is  removed  by  means  of  strong  alcohol 
which  is  allowed  to  act  for  one  minute,  the  field  of 
operation  is  then  dried  systematically  with  a  sterile 
towel  and  draped  for  operation.  It  is  understood, 
of  course,  that  the  assistant  who  is  entrusted  with 


this  task  wears  sterile  rubber  gloves.  Where  the 
skin  is  comparatively  even  and  poorly  supplied 
with  hair-follicles  and  glands  the  asepsis  obtained 
by  this  procedure  is  probably  at  least  as  reliable  as 
that  attained  by  available  disinfecting  methods. 
When,  however,  the  incision  invades  the  hypo- 
gastrium  for  example,  as  in  operations  on  the  fe- 
male pelvic  organs,  the  asepsis  of  the  skin  becomes 
more  uncertain.  The  numberless  minute  recesses 
and  pits  which  lie  below  the  surface  level  and  into 
which  the  skin-glands  pour  their  secretions  are 
congenial  lodging  and  breeding  places  for  bacteria 
and  can  usually  be  but  inadequately  scoured  by 
simple  friction  with  soapsuds  and  brush,  wood- 
fiber  or  gauze.  It  is  here,  and  in  most  cases,  safer 
to  allow  the  final  surface  cleansing  by  the  me- 
chanical method  which  is  accomplished  in  the  oper- 
ating room  to  be  preceded  by  not  less  than  4-6 
hours  with  a  deep  disinfection  of  the  pores  of  the 
skin  by  one  of  the  chemical  methods. 

Of  course  no  one  who  has  critically  studied  the 
results  of  such  efforts  to  obtain  a  strict  asepsis  by 
methods  which  are  tolerated  by  the  skin  and  patient 
will  contend  that  this  is  invariably  possible.  It  is 
aimed  to  reduce  the  risk  to  a  minimum  by  combin- 
ing a  disinfecting  with  the  mechanical  procedure. 
The  surgeon  thoroughly  educated  in  asepsis,  al- 
ways conscious  of  this  shortcoming,  avoids  as  far 
as  possible  unnecessary  handling  of  the  skin  or 
contact  with  its  surface,  above  all  when  working 
in  a  follicular  territory.  As  soon  as  the  incision  is 
made,  sterile  towels  are  clamped  with  Backhaus' 
towel-clamps  to  the  edge  of  the  wound  so  that  the 
skin  about  the  incision  is  completely  draped  and 
only  the  gaping  wound  is  exposed.  The  clamps 
referred  to  are  3^  inch  long  and  have  tenaculum- 
like  ends  which  are  bent  at  a  right  angle  to  the 
blades  of  the  instrument.  They  have  a  screw-lock 
and  a  catch,  and  open  and  close  like  scissors.  In 
the  case  of  the  mucous  membranes,  benzine,  benzol, 
ether,  or  carbon  tetrachloride  are  superfluous  be- 
cause there  is  no  fatty  secretion.  On  the  other 
hand  the  relative  inaccessibility,  the  irregularity  and 
great  vunerability  of  the  surface  present  new  dif- 
ficulties  both   in   cleansing  and   in   disinfection. 

I  know  of  nothing  better  than  an  aqueous  solu- 
tion of  tannic  acid  for  bathing  the  catarrhal  mucous 
membrane  to  render  it  clean  for  operation.  The 
tannic  acid  precipitates  the  chief  constituent  of  the 
11:1  cus  in  the  form  of  an  insoluble  tanno-proteid 
and  vith  it  the  entangled  bacteria ;  the  deposited 
mucus  is  then  readily  washed  away.  A  one  per 
cent,  solution  of  the  acid  in  water  is  sufficient  for 
ordinary  purposes,  but  where  this  is  of  advantage 
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even  a  nt.  solution  could  be  used  without  the    iodine  tannin    solution    to    the    vulvar    outlet, 

incurring  the  ri>k  of  an)   toxic  effect  whate\  vagina,  fornices  and  cervix   b)    humus    of    a    long. 

damaging  the  mucous  membrane.     Because    it    is  dn  rmed  with  swab:   oJ     terili    ab 

neither  poisonous  nor  caustic  it  can  be  used  with  sorbenl  cotton. 

impunity  in  the  naso-pharynx  and  mouth,  vagina,         4  A,  .M.     l'lie  patient  receive:     ome  non  curdling 

bladder  or  rectum.     1  have  adopted  it  in  my  rou-  drink  if  she  is  awake. 

tine  before  and  alter  vaginal  operations  in  the  place         7.30  A.  M.     Morphine  sulphate,  gr.   '  1   subcuta 
bichloride  of  mercury,  Iysol,  iodine,  neously.     Allow   the  patient  to  empty  her  bladder, 
im  hydrate,  winch  arc  in  vogue.     It  is  in  post-         8  A.  M.     Read)   for  operation.     In  the  operating 
discharge    when    various    other  room  the  sterile  di  ived.      I  In.    ab< 
chemicals    have    been    tried    without    much    avail  men  is  cleansed  systematicall)     with    warm    sterile 
that  the  striking  efficiency  of  the  tannic  acid  douche  soapsuds;  the  incision-line  first,  the  pubes,  umbili- 
in   removing  the  secretions    can    be    best    demon-  cus  and  peripher)    later;  two  or  three  large  pieces 
strated.      For     reasons     similar     to     those     which  of  sterile  gauze  are  used  for  this  purpose.      Vftei 
prompt    the    deep    disinfection    of    the    skin    the  this,  the  area  is  rinsed  with  warm  sterile  watei  and 
mucous  membrane  of   the   vagina   may  be  treated  dried  carefully  with  a  sterile  towel.     Strong  alco- 
with    .in                       lining     fluid    preliminary    to  hoi   follows,  and  after  allowing   it   to  act    for  one- 
operation.     The    following    solution    can    be    em-  minute  the  surface  is  again  dried  systematically  and 
ployed,  but   in   the  young  and  susceptibe,  mucous  thoroughly  and  draped   for  operation.     In  case  of 
membrane,  the  iodine  content  may  have  to  be  re-  a  vaginal  operation  the  mechanical  cleansing   witl 
duced.  warm    sterile    soapsuds    and    rinsing    with    sterile 

H        Iodine    5.0  water    are    followed    by    an    1:100    aqueous    tannic 

ssium    iodid    8.0  acid  irrigation  because  this  corrugates  the  slippery 

Tannic  acid    1.0  surface  of  the  mucous  membrane  and  greatly  facili- 

Distilled    water    20.0  tates    the    manipulations    necessary    during    oper- 

Glycerine   ad    100.0  ation. 

D.  S.  Iodine-tannin  solution.  If  it  is  likely  that  the  bladder  will  be  involved  ir> 

Until  a  simpler  method  that  promises  the  same  the  operation  catheterization  and  irrigation  with  Cj 

uniform  asepsis  and  is  as  generally  applicable,  can  warm  2  per  cent,  boric  acid  solution  or  1  :ioo  tannic 

be  found,  I  have,  for  my  own  work,  decided  to  ad-  acid  are  included  in  the  preparation,  particularly  if 

here   to   the    combined   procedure    which    is    incor-  there  is  a  cystitis.     If  the  operation   involves   the 

porated  in  the  following  routine  for  the  general  and  stomach  or  a  proximal  part  of  the  small  intestine, 

local  preparation  of  the  patient   for  operation.  a   stomach  lavage   with    warm   water   made   feebly, 

routine  preparation  of  the  patient  for  ardom-  alkaIine  with  »,ilk  of  magnesia  or  lime  water,  or 
inal  or  vaginal  celiotomy.  *  :I0°  tannic  acid  ma-v  be  a  necessary  preliminary. 

10  A.  M.     Calomel,  gr.  iii,  given  in  a  single  dose.  The  adoption  of  a  system  insures  greater  accu- 

Unless  contraindicated"  allow  the  patient  to  have  a  racy  and   facilitates  clinical  study,  but  the  refrain 

general  bath.     Shave  the  abdomen,    pubes,    vulva,  that  must  come  to  every    clinician    who    has    been 

inside  of  thighs;  pubes  closelv.     Render  the  area  laboring  industriously  to   systematize  his  work,   is 

clean  by  means  of  soapsuds  and  water,  the  umbili-  that  no  routine,  however  comprehensive,  can  be 
cus  and  pubes  receiving  particular  attention.  aPPlied  fitly  to  everV  case- 

12  A.  M.     Dinner.     Light  diet.  in4'  Madison  Avenue. 

4  A.  M.     Effervescent  magnesium  citrate   U.  S.  (To  bc  continued.) 

P.     Cij.     Soapsuds    enema    until    clear.     Vaginal  The    next    article   of   this    series   will   deal    with 

douche.   1  :ioo  aqueous  tannic  acid  solution.  Cij.  "Sterile  Wash  and  Wound  Dressing." 

6  P.  M.     Light  supper. 

8  P.  M.     Soapsuds  enema  until  clear.      Vaginal  Cancer  of  the  Uterus. 

douche,    1  :ioo  aqueous   tannic   acid   solution,   Cij.  Cancer  of  the  body  of  the  uterus  was  formerly 

Cleanse  area  of  operation  with  carbon  tetrachloride,  stated  to  be  relatively  rare,  but  whether  owing  to 
the  hairy  zones,  especially,  and  dry  with  sterile  improved  diagnostic  methods  or  an  increase  in  the 
gauze.  Paint  with  the  official  tincture  of  iodine  disease  it  is  now  found  much  more  frequently.  It 
avoiding  an  overflow  of  the  irritating  fluid.  Cover  is,  further,  more  common  in  nullipara  than  cancer 
with  a  dressing  of  sterile  gauze.  If  a  vaginal  oper-  of  the  cervix,  which  is  relatively  rare. — Frederick 
ation  is  anticipated  the  nurse  is  instructed  to  apply      McCann  in  the  Canadian  Practitioner  and  Review. 
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ARTHROPLASTY  FOR  ANKYLOSIS" 

Joseph  Wiener,  M.D., 
Associate  Surgeon,  Mount  Sinai  Hospital, 

NEW    YORK. 


This  paper  will  deal  with  complete  or  almost 
complete  ankylosis  of  joints.  Partial  ankylosis  can 
be  cured  by  simple  means,  such  as  brisement  force, 
hot  air  baths,  electricity,  massage,  orthopedic  appli- 
ances, and  regulated  exercises.  But  there  is  a 
class  of  cases  of  ankylosis  in  which  brisement  force 
does  no  good,  or  even  does  harm.  All  other  meth- 
ods of  treatment  likewise  fail.  In  these  cases  re- 
sections were  formerly  undertaken ;  not  only  did 
such  resection;  shorten  and  weaken  the  limb,  but 
they  also  only  too  often  were  again  followed  by 
ankylosis.  Some  cases  of  ankylosis  in  good  posi- 
tion, e.  g.,  tuberculosis  of  the  knee,  we  leave  alone. 
In  some  cases  of  ankylosis  in  bad  position  we  oper- 
ate and  try  to  obtain  ankylosis  in  good  position. 
Eut  there  are  many  cases  of  ankylosis  in  which  we 
would  likely  get  a  movob,e  joint  without  shorten- 
ing or  weakening  the  extremity. 

Rhea  Barton,  in  1826,  was  the  first  surgeon  who 
tried  to  transform  an  ankvlosed  into  a  movable 
joint.  He  did  a  linear  osteotomy  below  the  former 
joint,  and  then  tried  with  daily  passive  motion  of 
the  lower  fragment  to  obtain  a  movable  joint.  Nat- 
urally, motion  could  only  be  kept  up  a  short  time 
on  account  of  callus  formation  at  the  site  of  the 
osteotomy. 

According  to  Oilier  three  conditions  are  neces- 
sary to  obtain  a  movable  joint: 

1.  The  two  bony  surfaces  exposed  at  the  opera- 
tion must  be  kept  apart  during  the  entire  repara- 
tive process. 

2.  We  must  prevent  the  regeneration  of  bone  in 
the  space  between  the  two  fragments.  The  perios- 
teum must  be  thoroughly  removed. 

3.  Living  fibrous  tissue  should  be  interposed  be- 
tween the  two  bony  surfaces. 

Various  surgeons  have  used  various  foreign 
bodies  in  attempting  to  obtain  movable  joints.  Ab- 
sorbable foreign  bodies  were  also  tried,  but  they 
were  unsuccessful.  Froelich  used  a  strip  of  cellu- 
loid, but  ankylosis  resulted  four  months  after  op- 
eration. Roser  used  a  piece  of  gold  leaf.  The  ob- 
jection to  this  is  that  it  does  not  remain  intact  in- 
definitely. When  it  is  no  longer  intact,  it  no 
longer  keeps  the  bony  surfaces  apart,  and  hence  is 
open  to  the  same  objections  as  the  absorbable  for- 
eign bodies.  Chlumsky's  extensive  animal  experi- 
mentation proved  this.     Rubber  or  celluloid  would 

•Read  before  the  N.  Y.  Academy  of  Medicine,  Section  on  Ortho- 
pedic   Surgery,    April,    1911. 


be  good  if  they  were  tolerated  indefinitely.  But  we 
know  from  experience  in  other  parts  of  the  body- 
that  we  are  never  sure  that  a  celluloid  plate  will 
remain  in  place  permanently.  And  we  must  not 
forget  that  in  a  joint  surface  there  is  much  more 
irritation  than  in  other  parts  of  the  body,  and  con- 
sequently less  likelihood  of  the  plate  remaining  in 
place.     I  succeeded  nini  go  in  correcting  a 

saddle  nose  by  introducing  a  celluloid  plate.  But 
compare  the  slight  friction  of  the  skin  over  the 
nose  with  the  friction  at  the  elbow  or  knee. 

Skin  has  been  suggested  as  a  suitable  tissue  for 
interposition   between   the    articular    ends    of    the 


Fig.   1.      Note  Complete  Destruction  of  Elbow  Joint. 

and  Radius  are  Matted  Together  by  a  Mass,  a  Callus. 

There  is  no  sign  of  synovial    membrane   or   of  the  articular   ends 
of  the  bones. 

bones.  The  objections  to  its  use  are,  first,  that  it 
is  difficult  to  make  the  skin  aseptic ;  and  second, 
that  a  desquamation  of  epithelium  from  the  sur- 
face of  the  skin  would  be  going  on  into  the  new 
joint.  This  in  time  would  be  apt  to  set  up  an  in- 
flammation in  the  joint.  The  interposition  of  ten- 
don has  given  some  good  and  some  poor  results. 
Muscle,  especially  if  combined  with  some  fat,  is 
admirable  for  this  purpose.  Many  cases  of  un- 
united or  badly  united  fractures  have  long  shown 
us  that  the  interposition  of  muscle  between  two  raw 
bony  surfaces  will  very  effectually  prevent  the  for- 
mation of  callus,  and  the  union  of  the  bony  sur- 
faces. There  are  sufficient  cases  of  arthroplasty 
with  muscle  interposition  reported,  to  prove  the 
method  a  good  one. 

The  joints  amenable  to  operative  treatment  are: 
i,  temporo-maxillary ;  2.  shoulder;  3,  elbow;  4,  hip; 
5,  knee. 

The  cases  of  ankylosis  in  which  resection  is  un- 
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ire  chiefly  due  to  gonorrheal  arthritis, 
rheumatism  or  gout,  suppur;  pKcating  tin- 

eruptive  fevers  or  the  puerperium,  and  traumatic 
arthritis  including  fractures  into  joints.    In  all  these 

the  interposition  oi  living  tissue,  muscle,  >t 
fascia  with  a  fatty  layer,  is  especially  indicated. 
By  this  method  little  bone  1-  sacrificed,  hut  enough 
must   he   removed   to   separate   the   bony   ends,   and 

.  <  \er\  free  passive  motion.  By  the  older 
method-  of  resection,  not  only  was  there  great  dan- 

:  the  reformation  of  callus  and  the  return  of 
the  ankylosis,  hut.  in  trying  to  prevent  this,  exten- 
sive resections  of  bone  were  undertaken.  This  re- 
sulted in  a  shortened  and  weakened  limb,  and  was 
only  too  often  followed  by  ankylosis,  or  by  a  flail 
joint.     In  other  words,  by  the  older  operations  nol 


right    and    (Hie    left,    and    use   the   one    Hap   over    the 
radius   and   the   Other   Over   the   ulna        l'.ut    a   broad 

fascial  Bap  as  used  in  mj  ease  can  he  turned  down 

and  will  cover  the  end  of  the  humerus  as  well  as 
the  radius  and  ulna.  Furthermore,  there  is  less 
dissection  needed  in  making  a  fascial  flap,  no  dan- 
ger  of  infecting  muscle  planes,  and  no  disturbance 
"t  muscle  function.  Where  feasible,  as  at  the 
or  hip,  it  appears  to  me  to  he  the  most  desir- 
able procedure  we  as  yet  have.  In  arthroplasty  at 
the  elbow  it  i-  importanl  t"  retain  the  olecranon, 
not  only  on  account  of  the  attachment  of  the  tri- 
tendon,  which  is  so  essential  to  extrusion,  but 
also  because  the  pre  ence  of  the  olecranon  prevents 
the  forward  displacement  of  the  radius  and  ulna. 
The  arguments  against  retaining  the  olecranon  are 


N^ jt  jw^ 


This  Picture  was  taken  Twenty-five  Days  After  Operation. 

The  silver  wire  suture  is  still  intact.  Note  new  trochlear  surface 
of  humerus  and  sigmoid  cavity  of  ulna. 

only  was  the  patient  in  many  cases  not  benefited, 
but  his  condition  was  often  made  much  worse. 

Temporo-maxMary  Joint.  Several  cases  have 
been  reported  showing  good  results  from  the  in- 
terposition of  a  flap  of  the  temporal  or  masseter 
muscle.  The  osteotomy  may  be  done  at  the  site 
of  the  former  joint,  or  through  the  neck,  or  even 
the  ramus  of  the  inferior  maxilla.  A  skin  flap 
from  the  neck  has  also  given  excellent  motion. 

Shoulder.  Ankylosis  of  the  shoulder  is  rare. 
In  the  few  cases  in  which  arthroplasty  was  done 
the  results  have  been  good. 

Elbozc.  Muscle  flaps  have  been  taken  from  the 
brachialis  anticus,  anconeus  or  triceps.  A  flap 
of  fascia  and  fatty  tissue  has  given  good  results  in 
the  hands  of  Murphy,  of  Chicago;  Scudder,  of 
Boston,  and  in  my  own  case.  If  one  fears  anky- 
losis of  the  head  of  the  radius  to  the  humerus,  one 
could  detach  two  muscle  flaps  from  the  triceps,  one 


The   silver   wire   suture    had    been   removed   eight   days   hefore.      Ole- 
is  firmly  attached  to  shaft  of  ulna.     The  flap  of  triceps  fascia 
is  evidently   functionating   well. 

that  its  presence  makes  the  interposition  of  muscle 
or  fascia  difficult,  and  that  it  interferes  with  com- 
plete extension.  Regarding  the  first  of  these  ob- 
jections, if  a  temporary  resection  of  the  olecranon 
is  carried  out  excellent  exposure  is  obtained.  I 
did  this  in  the  case  reported  below,  and  was  aston- 
ished at  the  ease  with  which  the  bony  surfaces  were 
exposed.  I  had  no  difficulty  in  chiselling  away  as 
much  of  the  end  of  the  humerus  as  necessary,  and 
I  was  also  able  to  gouge  out  a  new  sigmoid  cavity 
for  articulation  with  the  humerus.  It  was  then 
easy  to  turn  down  the  flap  from  the  triceps  fascia 
and  cover  over  the  ends  of  the  humerus,  radius 
and  ulna.  It  is  true  that  retaining  the  olecranon 
does  to  some  extent  limit  extension.  But  is  it  no 
better  to  have  a  powerful  extension,  even  though 
somewhat  limited,  than  a  complete  but  weak  ex- 
tension? And  we  cannot  deny  that  removing  the 
entire  olecranon  will  weaken  the  triceps  action.     I 
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believe  that  enough  of  the  olecranon  and  coronoid 
process  should  be  removed  to  allow  very  free  pas- 
sive motion. 

Wrist.  In  ankylosis  at  the  wrist  the  carpal  joints 
usually  take  up  the  work  formerly  done  by  the 
wrist,  so  that  operation  is  seldom  indicated.  Nela- 
ton  obtained  a  good  result  by  interposing  a  flap 
from   the  extensor   communis   digitorum. 

Hip.  Muscular  as  well  as  fascial  interposition 
has  given  good  results.  Rochet  did  the  osteotomy 
inter-trochanteric.  Xelaton  divided  the  callus  at 
the  former  joint.  For  the  after-treatment  Buck's 
extension,  with  the  leg  in  extreme  abduction  gave 
good  results.     The  extreme  abduction  prevents  the 


Fig.   4.     Taken   Fourteen   Months   After   Operation. 

Line  of  union  of  olecranon  to  shaft  of  ulna  is  shown  by  a  layer  of 
dense  bone.  Note  how  well  the  triceps  fascial  flap  separates  the  ar- 
ticular ends  of  humerus  and  ulna.  The  extent  of  voluntary  motion 
at  this  time  is  shown  in  Figs.  5  and  G. 

adductor  contraction  which  is  prone  to  develop. 
Whenever  possible  the  limb  should  be  so  put  up 
as  to  favor  the  weaker  set  of  muscles.  In  the  thigh 
the  adductors  are  the  stronger,  in  the  forearm  the 
flexors.  Jones,  in  1908,  described  an  ingenious  op- 
eration which  he  has  frequently  done  for  ankylosis 
of  the  hip.  And  he  says,  contrary  to  the  advice 
of  Murphy,  in  many  cases  of  bony  ankylosis  fol- 
lowing tuberculosis  or  sepsis :  "The  operation  con- 
sists in  removing  a  slice  of  the  greater  trochanter, 
chiselling  through  the  neck,  and  screwing  the  sep- 
arated portion  of  the  trochanter  to  the  proximal 
end  of  the  neck  in  order  to  avoid  union  of  the  frag- 
ments. The  neck  may  be  chiselled  close  to  the 
head  or  at  a  little  distance,  or  the  neck  may  be 
completely  removed,  or  where  there  has  been  de- 
struction from  disease,  additional  bone  mav  be  re- 


moved. The  operation,  which  is  not  admissible  in 
the  case  of  children,  is  performed  as  follows:  A 
longitudinal  incision  is  made  about  six  inches  in 
length  with  the  upper  border  of  the  trochanter  in 
its  center.  An  incision  i^  made  across  the  base  of 
the  trochanter  just  below  the  insertion  of  the  glu- 
teal muscles.  A  slice  of  the  trochanter  from  this 
point  to  its  junction  with  the  neck  above  is  sawn 
or  separated  by  a  very  wide  osteotome,  and  re- 
tracted upwards.  The  capsule  is  now  opened  and 
the  head  separated  from  the  neck  with  an  osteo- 
tome. Extension  is  next  put  on  the  femur,  and 
the  trochanter,  with  it ^  muscles  attached,  is  screwed 
onto  the  head  of  the  femur,  which  remains  in  the 


acetabulum.-'  Jones  advocates  this  operation  in 
old  people  as  it  avoids  the  shock  of  disarticulation. 
His  results  have  been  very  satisfactory. 

Knee.  Helferich  proposed  the  interposition  of 
a  muscular  flap  from  the  vastus  interims.  This 
procedure  was  first  carried  out  by  Cramer.  Mur- 
phy used  a  fascial  flap  in  one  case,  and  a  fascial 
and  muscular  flap  in  another  case  with  good  re- 
sults. 

To  quote  from  Murphy's  excellent  paper:  "From 
a  practical  standpoint  the  classification  of  joints  is 
as  follows :  the  synarthrosis,  the  amphiarthrosis  and 
the  diarthrosi-.  The  subdivisions  of  the  latter, 
the  ginglymus  (elbow,  ankle  and  wrist),  the  ging- 
lvir.o-arthrodial  (knee,  tcmporo-mandibular),  and 
the  enarthrodial  (shoulder  and  hip),  are  the  only 
joints  which  concern  us  in  this  class  of  surgical 
work.  The  types  of  motion  which  are  present  in 
these  joints  are  the  hinge  and  ball-and-socket,  which 


W'n  \i  R      Aim  hi;. 
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arc.  respectively,  the  sliding  and  rotar)  motions  of 
the  forearm,  shoulder  and  hip;  the  two  latti 
the  most  favorable  for  the  restoration  of  motion 
after  ankylosis,  as  the  degree  of  sliding  motion  is 
extremely  limited  compared  with  that  of  the  elbow 
and  knee 

Before  we  trj  to  form  a  new   joint  or  a  ps< 
joint,   we  must   bear   in   mind   that    normal    joints 
contain  bursae  which  secrete  a  fluid  that  lubl  < 
the  joint  surfaces.     Fatt)  tissue  and  connective  tis- 
sue enter  into  the  formation  ,>i  bursae.     In  .1 
ance  with   these  embryological    facts    we    employ, 
when   feasible,  a  layer  ><i  connective  tissue  and  a 
<f  fatt)    tissue  to  line  or  new  joint  cavity  and 
to  prevent  ankylosis.     B)  continued  pressure  of  the 
i  the  hones  on  tlii-  interposed  ti-sue  we  hope 
to   transform    some  ^\    the   connective   tissue   cells 
mto  flattened  endothelial  cells,  and  from  the  tally 
tissue  we  look  for  the  development  of  a  pseudo- 
bursa  which  will  lubricating  fluid.     Ac- 

cordingly,  when  i    fascial  flap,   we  take 

with  it  a  layer  of  fatty  tissue.  The  absence  of  this 
fatty  tissue  may  be  one  of  the  reasons  for  failure 
after  transplantation  of  hernial  or  hydrocele  sacs 
into  joints. 

Numerous  attempts,  both  in  the  human  subject 
and  in  animal  experimentation,  have  been  made  in 
transforming  living  tissues  from  other  human  be- 
ings and  from  animals  into  joints  to  prevent  anky- 
losis. Hernial  and  hydrocele  sacs  have  been  most 
often  used.  In  some  of  these  cases  a  temporary 
movable  joint  has  been  obtained;  hut,  so  far  as  I 
have  been  able  to  ascertain,  all  of  these  joints  have 
ultimately  again  become  ankylosed.  A  reason  for 
this  failure  is  not  far  to  seek.  These  transplanted 
tissues  have  no  blood  supply  and  soon  change  their 
character.  They  lose  their  epithelium  and  become 
transformed  into  fibrous  tissue.  Soon'  osteoblasts 
are  found  in  the  fibrous  tissue,  and  ankylosis  follows 
quicklv.  I  have  observed  such  a  case  in  a  child 
with  bony  ankylosis  at  the  elbow.  Against  my 
advice,  a  large  hernia  sac  was  transplanted  into 
the  joint  after  removing  the  callus  between  the 
humerus  and  ulna.  For  a  few  weeks  there  was 
good  motion  at  the  elbow,  hut  complete  ankylosis 
soon  took  place. 

In  early  joint  tuberculosis,  e.  g.,  of  the  knee,  we 
often  do  a  resection  or  excision  with  resulting  anky- 
losis. Some  of  these  cases  are  suitable  for  arthro- 
plasty :  and  we  believe  this  operation  will  be  more 
often  done  when  its  advantages  are  more  generally 
recognized.  In  advanced  tuberculosis  we  often  try 
to  get  ankylosis,  and  such  advanced  cases  are  not 
suitable  for  arthroplasty.     If  a  panarthritis  results 


in  the  destruction  of  all  the  tissue    entering  into 
the   formation  of  a  joint,  hone  cartilage,  synovial 
membrane,  capsule  and  periarticular  tissues. 
cially  if  the  muscles  and  tendons  ar<'  involved,  then 
no    attempt    should    he  ihtain    a    movable 

joint. 

I'he  old  treatment  of  ankylosis  was  b)  brisement 

force.      I  lie  onl)    g I    "   nil     were   1  obtained    in 

cases  of  synovial  adhesions.  In  the  great  major- 
ity of  cases  of  bony,  01  ■  veri  fibrous  union,  no  per- 
manent benefit  was  obtained,  and  harm  was  often 

done.       Harm    was    done    because,    aftei     a     1 
breaking  up  of  adhesions,  new  bonj   or  fibrou     ti 
sue,  or  both,  ited  in  the  affected  joint,  and 

a  previous  partial  ankylosis  may  be  transformed 
into  a  complete   one.     Where   the  capsule   has  be- 
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of    Voluntary    Extension    Fourteen    Month 
After  Operation. 


This  has  improved  considerably  since  then. 

come  fixed  to  the  head  and  neck  of  the  bone,  espe- 
cially if  cicatrization  has  taken  place  in  the  capsule, 
it  is  advisable  to  thoroughly  excise  the  capsule  be- 
fore the  muscular  or  fascial  flap  is  interposed. 

Murph)  lays  stress  on  the  fact  that  the  freest 
motion  should  be  possible  before  we  interpose  our 
flap.  There  should  be  no  tension  under  anesthesia 
from  tendons,  capsule  or  ligaments.  If  there  is 
tension  under  ether,  there  will  surely  be  tension 
and  pain  afterwards.  Enough  bone  should  always 
be  removed  to  allow  very  free  mobility,  also  enough 
of  synovial  membrane,  capsule  and  ligaments.  Un- 
less this  is  done  the  best  results  will  not  be  at- 
tained. In  the  knee,  enough  of  the  capsule  and 
Lateral  ligaments  should  regularly  be  removed.  The 
bony  union  should  be  divided  as  near  as  possible  in 
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the  line  of  the  former  joint,  and  the  ends  of  the 
bone  should  be  made  to  conform  as  much  as  pos- 
sible to  their  normal  shape.  Bony  prominences, 
either  normal  or  abnormal,  which  interfere  with 
the  freest  passive  motion,  should  be  carefully  re- 
moved. Important  muscular  and  tendinous  attach- 
ments should,  as  far  as  possible,  be  preserved.  Then 
after  treeing  the  periarticular  soft  tissues,  the  flap 
to  be  interposed  is  sutured  in  place. 

Proper  after-treatment  is  of  the  greatest  impor- 
tance. In  arthroplasty  at  the  hip,  the  lower  ex- 
tremity should  be  put  up  in  extreme  abduction  with 
Buck's  extension.  The  abduction  will  overcome  the 
tendency  to  adductor  contraction.  In  general,  early 
passive  motion,  massage,  hot  air  baths,  and  fre- 
quently forcible  motion  under  anesthesia  to  break 
up  recent  adhesions,  will  all  be  found  of  value. 
Radiographic  pictures,  taken  at  intervals  of  a  few 
months,  will  often  greatly  aid  in  the  intelligent 
after-treatment.  Occasionally,  a  tenotomy  or  a 
tendon-plastic  will  be  necessary.  These  cases 
should  be  under  careful  observation  for  more  than 
a  year  to  get  the  best  results  possible.  And  each 
case  must  be  carefully  studied  during  the  entire 
after-treatment. 

I  have  purposely  allowed  almost  two  years  to 
elapse  before  reporting  the  following  case,  in  or- 
der to  be  in  a  position  to  judge  of  the  ultimate  re- 
sult : 

Max  E.,  16  years  old,  Roumanian,  admitted  to 
Mt.  Sinai  Hospital,  June  2,  1909.  The  family  his- 
tory was  negative.  The  boy  had  always  been  well 
and  strong.  On  February  24.  1909,  he  had  fallen 
dowm  an  elevator  shaft,  and  sustained  a  fracture 
of  the  left  elbow.  He  was  attended  at  a  hospital 
in  this  city,  where  his  arm  was  put  up  in  splints 
in  a  flexed  position  for  three  weeks.  After  removal 
of  the  splints,  the  left  elbow  was  found  ankylosed. 
This  condition  persisted,  together  with  almost  con- 
stant pain  in  the  elbow.  The  pain  was  increased 
on  moving  the  extremity. 

There  was  almost  complete  ankylosis  of  the  left 
elbow  in  a  right-angled  position.  Active  and  pas- 
sive motion  was  limited  to  two  or  three  degrees. 
Radiographic  pictures  (see  Fig.  1)  showed  that 
the  cause  of  the  ankylosis  was  callus  formation  be- 
tween the  humerus  and  the  ulna  and  radius.  The 
pictures  showed  little  or  no  synovial  membrane  re- 
maining. There  had  evidently  been  a  supracondy- 
loid  fracture  of  the  humerus,  with  improper  union 
and  a  great  mass  of  callus. 

Operation,  June  4.  1909.  Murphy  arthroplasty 
for  ankylosis  of  elbow  joint.  The  Langenbeck  in- 
cision was  made  over  the  posterior  aspect  of  the 
elbow,  extending  two  and  a  half  inches  over  the 
humerus.  The  incision  was  deepened  through  the 
periosteum  over  the  olecranon.  With  a  raspatory 
the  periosteum  was  scraped  back  on  either  side  of 


the  median  line,  and  the  olecranon  divided  about 
an  inch  below  its  upper  end  with  a  chisel.  The 
fragment  was  then  turned  upward  on  its  tendinous 
attachment  as  a  base,  thus  exposing  what  was  left 
of  the  elbow  joint.  There  was  very  little  synovial 
membrane  remaining.  The  external  epicondyle  was 
found  to  be  in  malposition,  rotated  45  degrees 
downwards  and  inwards,  and  adherent  to  the  callus 
on  the  anterior  aspect  of  the  joint.  This  epicon- 
dyle, and  with  it  si  .me  of  the  callus,  was  removed 
with  a  gouge.  The  anterior  surface  of  the  ulna, 
where  it  had  been  chiselled  through  in  dividing  the 
olecranon,  was  then  bevelled  with  a  chisel.  It  was 
now  possible  to  obtain  complete  flexion  at  the  elbow 


Fig.  6.     Shows  Voluntary  Flexion  Fourteen  Months  After  Operation. 
Subsequent    examination   showed    still    further    improvement. 

and  almost  complete  extension.  The  lower  end  of 
the  humerus  was  next  rounded  with  a  gouge  to 
make  it  conform  as  much  as  possible  to  the  normal 
articular  end.  and  the  same  was  done  to  the  sig- 
moid cavity  of  the  ulna.  Complete  flexion  and  ex- 
tension were  now  possible.  A  flap  of  fascia  and 
subcutaneous  fatty  tissue  was  then  dissected  from 
the  triceps  region,  having  its  base  close  to  the  elbow. 
The  flap  was  about  five  inches  long  and  two  and  a 
quarter  inches  wide.  It  was  turned  downwards 
into  the  elbow  joint,  and  sutured  with  catgut  to 
the  margin  of  the  periosteum  over  the  humerus 
and  ulna.  The  olecranon,  which  had  been  divided 
to  give  good  exposure  of  the  joint  surfaces,  was 
then  attached  to  the  shaft  of  the  ulna  by  a  silver 
wire  suture  passing  through  the  bone  (see  Fig. 
2).  The  periosteum  was  sutured  with  chromic  gut, 
the  skin  with  silk ;  there  was  no  drainage  employed. 
The  arm  was  put  up  at  sixty  degrees  extension  in 
a  plaster  of  Paris  dressing. 

On  the  following  day  the  hand  and  wrist  were 
somewhat  swollen  and  cyanotic.  There  was  a 
marked  drop  wrist,  but  no  loss  of  sensation.  There 
was  considerable  ecchymosis  above  the  plaster  cast, 
especially  on  the  inner  side  of  the  arm.  Three 
days  later  the  plaster  cast  was  removed,  and  a 
starch  and  basswood  veneer  dressing  was  applied. 
The  drop  wrist  was  still  present,  but  the  swelling 
and  congestion  of  the  hand  had  disappeared.     On 
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June   io  th<  i-   still   persisted,   but   slight 

lination  of  the  hand  were  possible. 

the  musch  • 
the   inflammal  tj    exudate   on   the 
in  the  upper  part  of  the  arm. 

jas,  I  easih  did  a  brisement 
nt   adhesions,  ani 
rained  I  motion.      I 

after   the    weakness   of   the   muscles    steadily    im- 
On  Jul)   6  I   removed  the  silver  wire  su- 
ture fi  n.      \  week  later  watei 
splints  were  applied,  one  abi  ve  and  one  below  the 
elbow.     Imbedded  in  these  splints  were  short  stout 
nails.      Rubber   bands    were    stretched    over   these 
nails,  running  from  the  forearm  to  the  upper  arm. 
These  rubber  bands  kept  up  a  continu 
day  and  night.    To  produce  extei  sion  the  boj  was 
directed  to  lift  weights  frequently  during  the 
The  patient  was  discharged  on  Jul)    15  (six  weeks 
after  operation).     Motion  at  the  elbow  was 
ily  increasing,   and   the  muscular  paresis  had   1  n 
tirely   disappeared.      Figures   3   and    4    show    the 
amount  of  motion  at  the  time. 

The  boy  was  requested  to  present  himself  at 
regular  intervals  after  his  discharge  from  the  hos- 
pital. This  he  entirely  neglected  to  do.  I  did  not 
see  him  again  until  eighteen  months  after  operation. 
In    spite   of   the  after-treat- 

ment, the  functional  result  was  a  good  one.  The 
of  motion  is  seen  in  Figs.  5  and  6.  The  boy 
was  able  to  carry  heavy  bundles,  and  stated  that 
the  motion  at  the  elbow  was  still  improving.  Had 
I  had  complete  control  of  the  after-treatment,  I 
would  have  done  brisement  force  once  or  twice 
more,  and  I  believe  the  result  would  have  been 
even  more  satisfactory.  However,  when  we  con- 
sider that  there  was  practically  complete  ankylosis 
at  the  elbow  before  operation,  the  functional  im- 
provement is  enormous. 

In  future,  in  a  similar  case,  I  would  remo 
little  more  of  the  articular  ends  of  the  bone-  and 
also  some  of  the  coronoid  process  of  the  ulna.  This 
would  make  it  easier  to  obtain  free  motion,  espe- 
cially in  cases  that  would  not  remain  under  regular 
observation.  To  obtain  the  best  results  all  such 
cases  should  remain  under  observation  for  a  full 
year. 

Conclusions. 

1.  Brisement  force  is  useful  in  cases  only  of 
synovial  adhesions ;  in  true  bony  or  fibrous  union 
it  is  apt  to  do  harm.  2.  The  interposition  of  ab- 
sorbable or  non-absorbable  foreign  bodies  does  not 
give  good  results.  3.  The  interposition  of  living 
tissues  such  as  hernial  or  hydrocele  sac  is  unsat- 
isfactory, as  bony  ankylosis  regularly  results.  4. 
Arthroplasty  is  a  very  valuable  procedure  in  cases 
of  bony  or  fibrous  ankylosis  of  the  jaw,  shoulder, 
elbow,  hip  and  knee.  5.  Either  muscle,  or  fascia 
with  fatty  tissue,  should  constitute  the  interposed 
flap. 
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AD\  ANTAGES  I  'I     I  ill    l  I  U\  ED  ENl  [SION 

IN   CERTAIN   CLASSES   OF   SURGICAL 

W<  IRK. 

Arthur  Bowles,  M.D., 

ELLSWORTH,     KANSAS. 


The  idea  of  making  use  of  a  curved  or  semi-cir- 
cular incision  through  the  skin  and  subcutaneous 
tissues  is  no  new  one,  and  vcr\  many  practical  sur- 
geons whose  experience  has  taught  them  the  many 
advantages  of  such  an  incision  for  the  exposure  of 
a  subcutaneous  operative  field,  are  making  daily- 
use  of  it  in  their  work,  without  giving  it  a  second 
thought.  Occasionally  it  has  happened  that  some 
one  man  has  applied  the  principles  involved  in  the 
curved  incision  repeatedly  to  one  operation,  and  has 
made  it  a  part  of  his  regular  technic  in  the  per- 
formance of  that  particular  class  of  work,  until  the 
entire  profession  has  come  to  a  realization  of  its 
advantages,  and  it  has  been  individualized  and  ele- 
vated to  the  dignity  of  having  the  surgeon's  name 
attached  to  it,  and  a  separate  niche  assigned  to  it 
in  our  already  too  long  list  of  oponymic  incisions. 

Thus  we  have  Kocher*s  semi-circular  incision  for 
the  removal  of  the  thyroid  gland,  and  Pfannen- 
stiel's  curved  transverse  incision  for  pelvic  work. 
Recently  Kelly  has  advocated  the  routine  use  of  a 
curved  transverse  incision  through  the  skin  and 
fascia  with  longitudinal  separation  of  the  recti  as 
the  routine  method  in  suprapubic  cystotomy.  For 
years  the  semi-circular  flap  for  the  exposure  of 
lesions  of  the  cranium  and  cranial  contents,  has 
been  the  common  property  of  the  profession,  and 
is  recognized  as  the  standard  method  of  procedure 
in  work   on  these   structures. 

I  realize,  then,  that  in  writing  this  paper  I  am 
not  advancing  a  single  new  idea.  Then  why  write 
it?     It  is  because  I  believe  that  the  men  who  do 
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most  of  the  work  in  which  the  curved  incision  ex- 
hibits its  greatest  advantages,  the  men  who  would 
derive  the  most  benefit  from  its  more  routine  ap- 
plication in  their  surgery,  are,  in  a  majority  of  in- 
stances, unaware  of  the  way  in  which  it  facilitates 
the  technical  procedures  in  a  great  many  oper- 
ations, both  major  and  minor. 

The  curved  incision  finds  its  greatest  sphere  of 
usefulness  in  cases  where  the  point  of  surgical  at- 
tack is  located  in  the  subcutaneous  tissues,  above 
or  in  the  muscular  structures.  This  class  of  cases 
embraces  many  minor  procedures,  which  the  gen- 
eral practitionei  undertakes  for  himself,  and  does 
not  refer  to  his  surgical  confrere. 

For  instance,  a  needle,  or  piece  of  steel,  or  some 
similar  foreign  body  has  penetrated  the  skin,  and 
is  buried  in  the  subcutaneous  tissues ;  it  can  be  felt 
more  or  less  plainly,  and  it  seems  a  simple  matter 
to  make  a  little  incision,  and  promptly  extract  it. 
So  the  attempt  is  made,  often  with  some  form  of 
local  anesthesia,  and  sometimes  without  any  at- 
tempt to  render  the  field  anesthetic.  What  is  the 
result ;  the  skilful  and  ready  extraction  of  the  of- 
fending body  ?  It  may  be  so  sometimes,  but  that  is 
not  the  way  I  have  usually  seen  it  work  out.  The 
actual  facts  are  often  about  like  the  following: 
The  physician  makes  a  neat  little  straight  cut  im- 
mediately over  the  supposed  resting  place  of  the 
needle.  Then  he  picks  up  a  small  forceps  for  its 
extraction  and  peers  confidently  into  the  wound. 
Strangely,  the  needle  does  not  appear  to  view.  But 
it  can  still  be  felt  just  a  short  distance  within  the 
tissues;  so  that  will  be  all  right.  Just  a  few  deft 
touches  with  the  knife,  and  we  will  have  it.  These 
are  made  and  still  no  needle.  So  probing  is  tried, 
retractors  are  introduced,  the  wound  is  enlarged, 
and  the  tissues  in  the  vicinity  are  converted  into  a 
hash,  but  the  needle  is  still  elusive.  By  this  time 
'the  operative  procedure  has  extended  the  field  be- 
yond the  sphere  in  which  the  local  anesthetic  holds 
fcrth.  or  if  ethyl  chloride  has  been  used  the  effects 
of  it  have  worn  off  completely,  the  patient  begins 
to  feel  pain,  and  becomes  a  trifle  impatient,  and  a 
little  peevish  at  his  surgical  attendant.  The  latter 
also  begins  to  feel  the  strain  of  the  situation,  and  to 
use  language.  The  situation  may  terminate  favor- 
ably with  the  ultimate  extraction  of  the  elusive  ob- 
ject from  a  bruised  and  traumatized  area  that  i« 
predisposed  to  a  later  infection  as  a  result  of  the 
above  surgical  efforts.  And  very  often  it  ends 
with  the  needle  still  in  the  tissues,  and  the  dis- 
satisfied patient  is  told  that  it  may  not  do  any  harm 
after  all,  or  he  is  told  that  it  will  have  to  be  lo- 
cated with  the  .r-ray  before  it  can  be  removed,  and 


that  a  general  anesthetic  may  be  necessary.  This 
picture  may  seem  a  trifle  exaggerated,  but  I  have 
seen  many  instances  of  it,  and  probably  there  arc 
few  physicians  who  do  not  have  at  least  one  or 
two   similar   experiences. 

In  great  contrast  with  the  above,  I  have  gen- 
erally found  the  search  for  a  foreign  body,  and  us. 
subsequent  removal,  to  be  comparatively  simple 
when  a  curved  incision  is  employed.  The  cut 
should  be  semi-circular,  having  the  site  of  the- 
needle,  or  piece  of  steel  within  its  circumference. 
When  the  flap  is  turned  back,  in  a  majority  of  the 
cases  the  needle  will  be  at  once  disclosed  within 
easy  reach,  and  can  be  caught  with  forceps  with- 
out doing  any  damage  whatever  to  the  surround- 
ing tissues.  If  not  at  once  exposed,  it  is  always 
much  easier  to  identify  and  reach  it  within  the 
muscular  tissue,  without  disturbing  its  position  and 
crowding  it  still  deeper  into  the  flesh,  than  if  the 
straight  incision  is  used.  No  more  than  one  trial 
will  be  needed  to  convince  the  most  skeptical  of 
the  great  difference  made  in  the  work,  by  the  slight 
change  in  the  shape  of  the  incision. 

Another  procedure  in  which  I  have  found  the 
curved  incision  to  be  of  great  service  is  the  re- 
moval of  all  classes  of  subcutaneous  or  muscular 
tumors.  Lipomata,  either  large  or  small,  enlarged 
glands,  cystic  tumors,  etc.,  are  shelled  out  through 
the  curved  incision  far  more  readily  and  with  less 
traumatism  to  surrounding  tissues,  than  with  a 
straight  cut  directly  over  the  lesion. 

In  major  cases,  to  cite  an  example  other  than 
the  classical  ones  already  spoken  of  (Kocher's 
goiter  incision,  Pfanenstiel's  incision,  etc.),  I  have 
made  frequent  use  of  a  semi-circular  cut  in  oper- 
ations for  the  fixation  of  ununited  or  badlv  united 
fractures  of  the  lower  part  of  the  tibia.  Here  the 
bone  is  subcutaneous,  and  lends  itself  ideally  to  ex- 
posure by  a  curved  incision.  This  should  be 
started  externally  to  the  tibial  crest,  well  above 
the  site  of  the  fracture.  The  cut  should  then  be 
carried  in  a  bold  sweep  across  the  tibia,  and  well 
down  on  the  internal  surface  of  the  bone,  then 
downward,  and  in  a  reverse  curve,  to  a  point  on 
the  external  aspect  of  the  bone,  below  the  lesion. 
When  this  flap  is  reflected  the  fracture  is  per- 
fectly exposed,  and  the  ends  of  the  bone  can  be 
freed,  and  brought  into  apposition  without  intro- 
ducing a  retractor  into  the  wound. 

I  have  not  made  us  of  a  curved  incision  in  deal- 
ing with  fractures  of  any  other  bones,  but  I  am  in- 
clined to  believe  that  it  might  be  of  service  in  bone 
work  in  other  localities,  where  the  lesion  lies  near 
the  surface. 
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In  regard  to  technic,  there  is  little   that  need  be 
said.  thesia  maj  be  used  as  readilj  as 

in  the  straight  incision,  the  >km  infiltration  follow- 
ing th<  d  cut.      rhe  incisii 

through  the  skin  and   fat,  and  the  flap  is 

d  at  the  central  point  of  the  curve  with  a 

tooth-pointed     hemostat.     Slight    traction   on    this 

enables  the  flap  to  be  readih    separated  from  the 

underlying  tissues  with  the  point  or  handle 

I,  .uid  the  operative  field  is  at  once  well  ex- 
is  held  back  by  the  weight  of  the 
attached  hemostat,  and  no  retractor  need  be 
If  the  flap  ;  oi  the  work  is  to  be  at 

all  prolonged  ii  is  well  to  wrii  pad  out  of 

hot  sterile  salt  solution  and  wrap  it  about  the  flap. 

The  operation  proper  maj     now     be     proceeded 
with.     In  the   removal  if  the 

simple  raising  of  the  flap  does  not  disclose  it,  it 
should  be  located  in  the  muscular  tissue-  by  gentle 
palpation,  and  the  muscle  directly  over  it  split  in 
the  direction  of  its  fibers,  by  running  a  sharp 
pointed  hemostat  into  the  muscle  in  the  direction 
of  the  foreign  body  and  separating  the  handles. 
Generally  this  can  be  done  withoul  an)  additional 
use  of  tlie  anesthetic  solution.  In  shelling  out 
.subcutaneous  tumors  or  cysts,  it  may  he  necessary 
to  infiltrate  the  tissues  to  the  sides,  and  beneath  the 
growth,  if  it  he  very  adherent.  It  will  he  found 
that  the  sides  and  base  of  the  tumor  will  he  very 
easilv  reached.  If  the  incision  lie  well  planned  no 
retraction  need  be  used,  or  if  any  lie  needed  it 
should  be  of  the  gentlest.  Tin-  is  quite  an  import- 
ant point,  as  after  the  removal  of  these  subcu- 
taneous growths,  a  dead  -pad-  is  often  necessarily- 
left,  and  if  there  has  been  any  bruising  of  the  tis- 
sues, or  prolonged,  strong  retraction,  a  wound  in- 
fection is  almost  sure  t<  >  follow. 

When  the  work  i  ted,  the  wound  is  best 

closed  by  interrupted  sutures  of  silkworm-gut  in- 
troduced in  a  radial  direction.  If  the  tlap  is  a  large 
one,  or  if  there  is  a  large  dead  space,  it  is  well  to  in- 
troduce a  strip  of  iodoform  gauze  between  two  of 
the  stitches,  and  remove  it  after  a  couple  of  days. 
This  is  especially  true  after  removing  a  lipoma,  as 
there  is  always  some  breaking  down  of  the  fatty 
tissues  if  the  growth  has  been  at  all  large.  A 
gauze  compress  is  placed  over  the  entire  region, 
and  a  rather  tight  bandage  is  applied. 

The  advantages  I  claim  for  the  curved  incision, 
as  compared  with  the  straight,  are  then  about  as 
follows:  There  is  a  better  exposure  of  the  sub- 
cutaneous field,  giving  much  more  room  to  work. 
Less  retraction  is  required,  and  this  means  less  as- 
sistance  needed,    fewer   fingers   in   the   wound,   and 


consequently    Ii       dang<  i   oi   infection      In  looking 

for  a    foreign   bod)    imbedded   in   the  tissues,  11   is 

found  :  w  ith  less  traumatism,     I  n 

grow  tli,  a  mu<  h  bettei   exposure  oi  the 

sides  and  ba  ■  ble,  i  endei  ing  the  worl    ol 

:  ing  and  shelling   it   oul    fat   less  difficult,    fn 

i  ase    the    work    calls    for    an    in  ision    into    the 

muscular  tissues,  I  Ii  .  and  the 

intermu  ■  i  and  hue    of  ch  n    more 

readil)   found  than  when-  the  straight   inci  ion  has 

d   n   ractoi     have  to  be  usi  d  to 

haul  the  sides  oi  the  wound  in  one  direction  or  the 

other.      \nd  lastly   the  readily 

closed,  and  heals  as  well  and  as  quickly. 

All   of   the  above   are   undoubtedly   points   that 
speak   favorably    for  the  curved    incision,   so   it   is 
only  natural   that  there  should  be  something  to  be 
said  on  the  opposite  side  of  the  question.     There- 
is  a  possibility  of  some  sloughing  of  the  skin  flap 
from    insufficient  blood   supply.      1    have   observed 
this  twice,  the  band  being,  in  both  instances,  the 
site  of  the  lesion.     In  one  the  flap  was  of  trau- 
matic  origin,    but    I   mention    it   here,   because   the 
same  thing  might  easily  occur  with  a  flap,  the  re- 
sult   of    an    operative    incision.     The    skin    of    the 
entire  palm   was  torn  loose  as  the  result  of  a  ma- 
chinery   accident,    the    flap    being    semi-circular    in 
form,  with  its  base  at  the  ulnar  side  of  the  hand. 
There    were    bruising   and    extensive    laceration   of 
the  tissues,  and  altogether  it   was  a  ragged  looking 
affair.      It   was  cleaned   up   as   well   as   possible,   the 
torn   portions    trimmed    away,   and    the   entire   flap 
sutured  in  place.      Drainage  was  but  gutta-percha 
strips  through  a  central  tear  in  the  flap.     I  hardly 
expected  a  good  result,  and  I  certainly  did  not  get 
one.  The  entire  palm  sloughed  out,  simply  because 
the   blood    supply    from    the    pedicle    was   not   suf- 
ficient to  keep  it  nourished.     I   had  to  perform  a 
skin   graft    later,    in    order   to   prevent   contraction. 
The  second  case  was  operative.  A  tumor  had  been 
removed  from  the  dorsal  aspect  of  the  hand.     No 
subcutaneous   infection  occurred,   but  there   was   a 
little  sloughing  of  the  flap  along  its  edges.     A  good 
result    was    obtained,    but    the    wound    had    to    be 
dressed  a  little  longer  than  if  primary   union   had 
ensued. 

This  is  the  only  argument  1  know  of  against  the 
curved  incision,  and  I  think  with  a  little  care  it 
can  always  be  avoided.  The  points  to  be  observed 
are  to  direct  the  base  of  the  flap  toward  the  source 
of  the  blood  supply,  especially  in  cases  where  the 
depth  of  the  flap  is  great  in  proportion  to  the  length 
of  the  incision.  And  if  infection  is  feared,  as  in 
cases   where   there   is  much   dead   space  below   the 
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flap  that  cannot  be  perfectly  obliterated,  a  small 
gauze  or  gutta-percha  drain  should  be  slipped  in  be- 
tween  two  of  the  stitches  or  brought  out  through 
a  puncture  in  the  center  of  the  flap.  With  these 
precautions,  I  do  not  believe  the  danger  of  slough- 
ing to  be  of  any  moment. 

Many  of  the  instances  that  I  have  mentioned  as 
suitable  for  the  curved  incision,  come  under 
the  head  of  minor  surgery,  the  kind  of  cases  which 
makes  up  the  bulk  of  the  general  practitioner's 
operative  work.  I  think  that  a  trial  of  the  ideas 
advanced  above  will  convince  him  ot  their  truth, 
and  that  by  use  of  the  curved  incision  he  will  find 
himself  able  to  operate  without  assistance  and  with 
local  anesthesia,  many  times  where  a  straight  in- 
cision would  necessitate  an  extra  assistant  and  a 
sreneral  anesthetic. 


UNDESCENDED  TESTICLE,  WITH  REPORT 
OF  THREE  CASES  IN  ONE  FAMILY.* 
Goodrich  B.  Rhodes,   M.D., 
Junior    Surgeon    Cincinnati    City    Hospital,   Junior 
Surgeon    Episcopal    Hospital    for    Children, 
Clinical   Instructor  in  Surgery  Ohio- 
Miami  Medical  College. 
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The  mere  occurrence  of  undescended  testicle,  or 
of  abdominal  retention  of  one  or  both  organs  is  not 
of  enough  .rarity  to  hold  medical  interest,  but  its 
occurrence  in  three  brothers  is  of  such  great  rarity 
as  to  warrant  a  report,  in  view  of  the  influence  of 
heredity  which  is  assumed  by  most  writers. 

I  f  we  study  the  statistics  available  as  to  the  fre- 
quency of  occurrence  of  undescended  testis  we  find 
that  two  observers  w:ho  present  the  largest  number 
of  cases  are  remarkably  in  accord  in  their  percent- 
ages. Coley1  finds  that  in  a  series  of  59,235  cases 
of  hernia  extending  over  a  period  of  eighteen  years 
(from  1890-1907)  in  737  cases  (or  1:80),  un- 
descended testis  was  an  accompanying  feature. 
Eccles8  in  a  series  of  48,000  males  with  hernia, 
found  754  cases  of  undescended  tetis,  1 156.  Bevan2 
quotes  a  figure  obtained  from  the  Austrian  army — 
1  1500.  while  Marshall,  in  Kocher's  Surgerv,  gives 
12  cases  found  out  of  10,800  recruits,  or  1  in  900. 

Accepting  these  figures  as  expressing  statistics 
obtained  from  sources  widely  separated  we  find  that 
they  mark  the  lesion  as  far  from  uncommon. 

I  have  been  unable  to  find,  in  a  rather  cursory  re- 
view of  the  literature,  a  report  of  more  than  two 
cases     in     one     family.      Biidinger3     reports     two 
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brothers  as  possessing  the  lesion,  and  mentions  a 
monorchid,  who  diagnosed  his  own  case  as  rupture, 
who  remarked  that  several  males  in  his  family  had 
the  same  so-called  "rupture."  <  Jodard  reports  a 
case  of  father  and  son,  both  with  undescended 
testes. 

J.  R.,  29,  unmarried,  presented  himself  at  the 
University  Surgical  Clinic  for  treatment  for  a  knife 
wound  of  the  thigh.  The  right  scrotal  sac  waa 
found  empty,  the  testicle  itself  being  located  in  the 
inguinal  canal  just  at  the  external  ring.  It  was 
freely  movable  and  could  be  pushed  out  of  the 
canal  for  a  very  short  distance  toward  the  scrotum. 
Apparently  a  hernia  occupied  the  canal  behind  the 
testis.  Testis  atrophied.  No  hypertrophy  of  the 
other  testicle.  Right  side  of  prostrate  gland  con- 
siderably smaller  than  the  left  side.  The  patient 
was  fully  aware  of  the  diagnosis  and  said  that  both 
his  brothers,  age  30,  had  the  same  lesion,  both  on 
the  right  side.  Both  brothers  were  married  and 
had  children.     The  father  was  normal. 

The  above  case  suggests  very  strongly  the  in- 
fluence of  heredity,  which  is  assumed  by  Biidinger : 
as  a  very  prominent  factor  in  the  arrest  of  the 
testis. 

A  study  of  the  normal  descent  of  the  testis  is  es- 
sential for  a  thorough  understanding  of  the  con- 
ditions which  are  met  with  in  these  cases.  The 
description  given  by  Lockwood4  is  very  thorough 
and  clear,  and  is  substantially  as  follows :  The  epi- 
didymis and  testicle  are  derived  from  two  separate 
structures,  the  epididymis  from  the  Wolffian  body, 
the  testicle  from  a  separate  group  of  cells.  In  the 
fifth  week  of  embryonic  life  the  rudimentary  testis 
and  Wolffian  body  lie  at  the  lower  and  outer  border 
of  the  kidney,  at  about  the  level  of  the  lower  third 
of  the  kidney.  The  gubernaculum  makes  its  ap- 
pearance at  the  third  month,  consisting  at  first  of  a 
band  extending  from  the  internal  abdominal  ring 
to  its  termination  above  the  so-called  "genital 
string."  This  latter  structure  is  a  cord  formed  by 
the  junction  of  the  oviduct  and  Wolffian  duct.  In 
this  manner  each  testicle  or  ovary  has  a  genital 
string.  The  blending  together  of  the  genital  strings 
in  the  midline  of  the  body  forms  the  uterus  in  the 
female  and  assists  in  the  formation  of  the  pros- 
trate in  the  male.  The  origin  and  development  of 
the  round  ligament  in  the  female  is  explained  by 
this  early  attachment  of  the  gubernaculum  to  the 
genital  string.  Afterwards  the  upper  attachments 
of  the  gubernaculum  become  more  extensive,  now 
reaching  along  the  genital  string  to  the  testicle,  epi- 
didymis, plica  vascularis  and  the  peritoneum  of  the 
posterior  abdominal  wall.  In  early  embryonal  life 
the  kidney  lies  very  low  in  the  abdomen  so  that  the 
distance   between   it   and   the   internal   ring  is  verv 
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and  the  testis  lies  ver)  near  the  ring  rhe 
kidney  rises  in  the  abdomen  later,  but  the  guber- 
naculum  has  sufficient  strength  to  hold  the  testis 
near  the  ring  and  to  prevent  its  being  carried  up 
with  the  ascent  of  the  kidney.  In  the  sixth  month 
the  ti  the  brim  of  the  pelvis  on  the  psoas 

muscle  and  the  testicle  and  epididymis  begin 
quire  a  mesentery,  01   mesorchium,  the  testicli 
coming    freerj    movable    in    the    abdomen.      This 
•  chium  has  two  pans,    (i)    \n  upper  part,  the 
plica  vascularis,  which  forms  the  future  spermatic 
vessels,      rhis  runs  upward  toward  the  diapl 
in  front  of  the  kidney.     (2)   The  replica  guberna- 
trix,  contaii  ulum  testis,  passes  down 

interna]  abdominal  ring.  This  plica  guberna- 
trix  terminates  in  the  processus  vaginalis,  a  glove- 
finger  projection  of  peritoneum  into  the  inguinal 
canal  which,  alread}  formed,  has  preceded  it  in 
pment.  This  point  is  an  important  one  in 
the  anatoim  of  the  lesion  and  is  strongly  insisted 
B<  van2,  0  mtradicting  the  often  advanced  view- 
that  the  gubernaculum  testis  drags  down  with  it  a 
pouch  of  peritoneum.  The  gubernaculum  testis  lies 
the  processus  vaginalis.  Fibers  ascending 
from  the  gubernaculum.  together  with  fibers  de- 
rived from  the  anterior  abdominal  wall  blend  to- 
gether to  form  the  cremaster  muscle.  The  inferior 
attachments  of  the  gubernaculum  are  important,  as 
they  are  attached  to  points  where  the  ectopic  testis 
is  found.  Jt  has  attachments  to  the  perineum,  pubes 
and  root  of  the  penis.  Scarpa's  triangle,  and  only 
after  the  seventh  month  to  the  bottom  of  the 
scrotum. 

The  specimen  which  I  demonstrated  before  the 
Academy  two  years  ago  is  interesting  as  portraying 
very  graphically  some  of  the  features  of  this  em- 
bryological  development.  The  specimen,  removed 
from  a  dissecting-room  cadaver,  consisted  of  a 
horse-shoe  kidney,  the  connecting  bar  uniting  the 
lower  poles  of  the  kidneys.  From  the  lower  pole 
of  each  kidney  ran  a  fibrous  cord,  which  at  first  was 
considered  an  accessory  ureter,  but  on  further  dis- 
section was  found  to  terminate  at  the  internal  ab- 
dominal ring.  Here  it  became  blended  with  the 
structures  of  the  cord,  losing  itself  among  the 
fibers  of  the  cremaster  muscle.  Both  testicles  were 
in  the  scrotum,  there  was  no  hernia,  and  the  pros- 
trate and  seminal  vesicles  were  normal.  The  sub- 
ject was  a  splendidly  developed  negro  of  about  forty 
years  of  age.  The  explanation  of  this  was  probably 
that  it  was  an  unobliterated  portion  of  the  guber- 
naculum and  genital  string,  or  the  remains  of  the 
plica  vascularis. 

The  causes  of  the  non-descent  of  the  testis  are 


differently  viewed  bj  various  observers.  In  gen 
ei.il  these  fai  toi s  an  1  on  lidered  .  abnoi malitie  ol 
the  mesorchium;  fetal  peritonitis;  abnormalities  oi 
the  gubernaculum,  inguinal  canal,  testicle,  epididy- 
mis, vas  or  the  vessel-  ol  thi  cord;  heredity;  me- 
chanical obstruction;  and  smallness  of  the  scrotum. 
Biidinger  claims  that  heredity  and  fetal  adhesions 
resulting  from  peritonitis  explain  all  cases,  basing 
his  deductions  on  fifteen  operated  cases  and  two 
autopsies  out  ol  twenty-four  cases.  In  these  seven- 
teen cases  he  found  hands  extending  from  the  cecum 
and  appendix  region,  sigmoid  and  bladder.  fie 
calls  attention  to  the  undoubted  fact  that  the  lesion 
is  most  often  seen  on  the  right  side,  where  peri 
toneal  adhesions  are  most  commonly  found,  lb- 
agrees  with  Bevair,  Moschcowitz0  and  others  in 
finding  the  vessels  shorter  than  the  vas,  but  con- 
siders the  reason  for  this  to  lie  in  the  imbedding 
Or  mechanical  shortening  of  the  vessels  by  the 
mentioned  adhesions.  He  considers  the  pos- 
sibility of  a  congenital  shortness  of  the  vessels,  only 
to  dismiss  it,  as  we  know  of  no  such  occurrence 
elsewhere  in  the  body.  All  observers  seem  to  agree 
that  the  excursion  of  the  testis  is  limited  by  the 
vessels,  and  that  in  practically  all  cases  the  vas  is 
of  sufficient  length  to  allow  reposition;  the  excep- 
tions to  this  being  those  cases  seen  late  in  life  where 
the  testis  is  placed  high  and  an  atrophy  and  con- 
sequent shortening  of  the  vas  has  occurred,  in  a 
fashion  analogous  t<>  the  shortening  of  the  ureter 
after  long  standing  renal  dislocations. 

The  physiology  of  this  condition  presents  prob- 
lems connected  with  the  study  of  internal  and  ex- 
ternal secretion.  Beginning  with  Leydig's6  dis- 
covery in  1850  of  the  interstitial  cells,  confirmed 
by  Kolliker,  Henle  and  von  Ebner,  work  on  tin- 
functions  of  the  various  cells  of  the  testis  has  fur- 
nished an  interesting  field  of  investigation.  The 
work  of  Bouin  and  Ancel7,  which  appeared  in  1903 
and  1904,  has  given  us  more  information  than  we 
have  received  from  any  other  source.  They  have 
demonstrated  the  existence  of  the  interstitial  cells 
as  an  individual  and  separate  gland,  which  fur- 
nishes an  internal  secretion  to  the  body.  This  se- 
cretion may  also  give  nutrition  to  the  Sertoli  and 
sperm-forming  cells.  Eccles  had  previously  called 
attention  to  the  relation  of  Leydig's  cells  to  develop- 
ment, noticing  the  decrease  in  size  of  the  prostrate 
after  castration.  This  influence  of  the  internal  se- 
cretion on  the  development  of  secondary  sexual 
characteristics  has  been  thoroughly  studied  by  Tan- 
dler9  of  Vienna  and  others.  In  non-descent  of  the 
testis  the  secondary  sexual  characteristics  are  fully 
preserved,  but  the  function  of  spermatogenesis  is 
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lost.  Griffiths10  and  Eccles8  arc  emphatic  on  this 
point  and  the  later  work  of  Hanes"  has  shown  it 
to  be  a  fact,  demonstrating  an  entire  disappearance 
spermatogenic  cells.  Griffiths  replaced  nor- 
mal testes  of  dogs  in  the  abdominal  cavity  and 
found,  after  variable  lengths  of  time,  atrophy  of  the 
testis  with  contraction  of  the  seminal  tubules  and  no 
trace  of  spermatogenesis.  On  the  other  hand, 
rne  &  Simmons12  state  that  spermatogenesis 
is  more  common  than  believed,  quoting  a  case  of  a 
double  cryptorchid  father.  They  state  that  the 
spermatogenic  function  is  lost  after  thirty  years  of 
age. 

The  pathology  of  undescended  testis  concerns  it- 
self practically  with  three  conditions:  (1)  inflamma- 
tion.  (2)  hernia  and  (3;  new  growths. 

The  arrested  testicle  shows  a  liability  to  the  same 
inflammations  to  which  the  normally  placed  organ 
i-  subject.  Simple  inflammations,  acute  and 
chronic;  parotitic  metastasis;  syphilitic,  gonorrheal, 
and  tuberculous  orchitis  are  all  reported,  with  no 
apparent  variation  from  the  frequency  of  occur- 
rence in  the  normally  placed  organ. 

Hernia,  congenital  or  acquired,  can  be  dem- 
onstrated in  the  majority  of  cases.  Odiorne  & 
Simmons  found  hernia  as  a  complication  in  49  in 
a  series  of  92  cases  of  undescended  testis,  or  57  per 
cent.,  while  Corner13  found  about  70  per  cent,  of 
cases  in  which  a  hernial  sac  could  be  demonstrated. 
Eccles  gives  no  figures,  but  states  that  undescended 
testis  is  almost  always  associated  with  hernia,  and 
offers  the  theory  that  some  malpositions  of  the 
testis,  such  as  inguino-superficial,  or  into  Scarpa's 
triangle,  are  due  to  pressure  by  a  hernia  behind  the 
testis,  and  not  to  any  traction  by  the  gubernaculum 
testis. 

The  persistence  of  the  processus  vaginalis,  which 
we  have  seen  always  present  in  advance  of  the  de- 
scent of  the  testicle  gives  ample  opportunity  for  the 
congenital  variety  of  hernia.  The  acquired  variety 
of  hernia  is  probably  of  less  frequent  occurrence, 
but  the  altered  relations  of  the  inguinal  canal,  with 
the  presence  of  a  distending  body  in  some  part  of 
its  course,  must  predispose  to  hernia.  Sevan  in- 
cludes the  danger  of  a  potential  hernia  among  the 
complications  with  which  an  undescended  testicle 
may  be  associated. 

The  liability  of  undescended  testis  to  undergo 
malignant  change  has  been  the  subject  of  much  con- 
troversy. Until  the  last  few  years  the  belief  was 
held  that  there  was  a  great  tendency  to  sarcoma, 
and  that  view  is  still  held  by  some  authorities,  but 
a  review  of  the  statistics  will  show  that  the  unde- 
scended testis  is  not  more  liable  to  sarcomatous 
change  than  the  normally  placed  organ.     Coley  has 


seen  only  three  cases  of  sarcoma  in  undescended 
testis,  all  of  them  abdominally  retained  organs, 
while  in  a  series  of  737  cases  of  undescended  testis 
not  a  case  of  sarcoma  was  found.  He  has  seen  al- 
together 34  cases  of  sarcoma  of  the  testis,  both  de- 
scended and  undescended,  being  about  9  per  cent. 
Odiorne  &  Simmons  quote  a  series  of  54  cases  of 
malignant  disease  of  the  testicle  from  the  Massa- 
chusetts General  Hospital  extending  over  a  period 
of  26  years,  of  which  6  cases,  or  11  per  cent.,  were 
in  undescended  testis ;  while  Schadel  reported  41 
cases  from  a  London  hospital,  of  which  5,  or  12 
per  cent.,  had  undergone  sarcomatous  change. 
These  three  figures  are  well  in  accord,  but  Eccles 
shows  a  very  much  lower  percentage  of  occurrence, 
finding  only  one  case  out  of  36  cases  of  sarcoma  in 
both  undescended  and  descended  testis,  the  one  case 
being  abdominal,  while  he  reports  a  series  of  854 
cases  of  undescended  testis  without  any  malignancy 
noted.  The  greater  liability  of  the  abdominally 
placed  organ  to  sarcomatous  change  is  a  fact  which 
cannot  escape  the  observation  of  one  who  studies 
the  statistics,  although  the  only  case  of  sarcoma  of 
the  undescended  testis  which  the  writer  has  seen 
was  situated  in  the  inguinal  canal,  and  metastasis 
had  already  occurred. 

The  rapidity  with  which  metastasis  occurs,  and 
the  great  difficulty  attending  an  early  diagnosis  of 
sarcoma  in  this  condition,  make  the  advent  of  malig- 
nancy greatly  to  be  feared  and  renders  the  progno- 
sis most  hopeless.  In  no  other  malignant  condi 
tion,  with  the  possible  exception  of  melanosarcoma, 
do  we  find  metastasis  so  early,  and  accompanied  by 
so  slight  a  change  in  the  size  of  the  organ  or  part 
involved.  Metastasis  almost  always  precedes  diag- 
nosis, and  death  usually  occurs  within  one  year 
from  the  first  appearance  of  symptoms.  Metastasis 
occurs  by  the  lymph  channels  with  first  localization 
in  the  lumbar  lymph  nodes  before  considerable  local 
extension  of  the  growth  has  occurred,  reaching 
other  parts  of  the  body  from  the  receptaculum 
chyli\  A  common  location  for  metastasis  is  in  the 
spinal  cord1-. 

The  type  of  tumor  formation  most  common  in 
the  testis  is  the  round-celled  sarcoma,  which  is 
strictly  speaking  not  sarcoma,  but  of  epithelial  or 
teratomatous  nature,  alveolor  or  diffuse  embryonal 
carcinoma,  with  polyhedral  or  rounded  cells,  often 
with  a  lymphoid  stroma14.  Hansemann15  describes 
another  type  as  very  common,  originating  in  the 
interstitial  cells,  forming  a  round-celled  tumor  of 
endothelial   type. 
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There  is  a  widespread  opinion  among  the  pro- 
n  and  the  laity  that  bodily  violence  is  the  main 
cause  of  displaced  viscera,  or  visceroptosis.  This 
view  refers  particularly  to  the  influence  of  trauma 
in  causing  hernia  and  displacement  of  the  kidney 
and  uterus.  As  yet  it  is  rarely  claimed  that  injury 
is  a  factor  in  the  production  of  enteroptosis  or 
splanchoptosis. 

Independent  of  the  organ  affected,  there  appear 
to  be  basic  factors  producing  a  displaced  viscus, 
and  these  may  be  said  to  be: 

i.     The  manner  of  the  accident. 

2.  The  site  of  the  bodily  violence. 

3.  The  individual. 

Obviously  the  manner  of  the  accident  plays  an 
important  part,  and  the  greater  the  degree  of 
violence  the  greater  the  effect.  There  are  many 
exceptions  to  this  general  rule,  however,  and  ex- 
perience teaches  that  almost  total  destruction  of 
rolling  stock  (as  in  a  rear-end  collision)  is  not 
necessarily  compatible  with  serious  injuries  to  pas- 
sengers. This  was  forcibly  impressed  upon  me  a 
few  days  ago,  when,  as  field  surgeon  at  the  recent 
aviation  tournament,  I  had  opportunity  to  examine 
and  treat  several  participants  injured  in  aeroplane 
contests.  One  accident  occurred  as  the  result  of  a 
collision  between  a  monoplane  and  a  telegraph  pole 
while  the  aviator  was  traveling  upward  of  eighty- 
miles  an  hour.  The  telegraph  pole  was  sheared  off 
as  if  it  had  been  a  toothpick,  the  machine  was 
wrecked,  but  the  occupant  of  the  monoplane  sus- 
tained only  moderately  deep  lacerations  of  the  face 
and  such  mild  shock  that  he  left  the  field  hospital 
unaided  in  less  than  an  hour,  and  was  not  totally 
disabled  at  any  time.  Another  case  resulting  from 
this  newest  method  of  transportation  was  a  forty- 
foot  fall  from  a  biplane  traveling  at  a  speed  of 

•Rod   at  the   20th    annual  meeting  of    the    New   York    and    New 
England  Association   of   Railroad  Surgeons.   November.   1910. 


i  null-,  an  hi>m.  tin-  aviator  and  the  machine 
somersaulting  several  times  in  the  descent,  and  yet 
In-  escaped  with  general  contusions  and  sprains. 

The  site  oi  the  bodil}    violence,  the  pari   i  i  parte. l. 

and  its  close  or  distant  relation  to  a  viscus  are  im 
portant  elements,  hence  direct    violence    is    more 

prone  to  cause  serious  effects  than   violence  applied 
in  an  indirect  mannei 

I'he  last  factor  is  the  personal  equation,  the  in 
dividual  makeup,  the  structural  calibei  of  the  in- 
jured person.  This  comprehends  the  anatomic  and 
the  physiologic  condition,  and  tak<  into  account 
any  congenital  malformation  or  predisposition  as- 
well  as  an)  acquired  tendency  toward  the  effect  in 
question. 

These  foregoing  factors  are  generic  bases  for  ar- 
riving at  an  opinion  as  to  what  relation  exists  be- 
tween a  given  accident  and  a  claimed  hernial,  kidney 
or  uterine  descent. 

I  shall  have  little  to  say  as  to  the  relationship 
existing  between  injury  and  hernia  because  that 
question  has  been  ably  discussed  here  and  elsewhere, 
and  it  is  now  definitely  determined  that  even  direct 
violence  is  practically  never  the  sole  cause  of  hernia. 
It  is  my  contention  that  the  arguments  in  support 
of  this  view  apply  with  almost  equal  force  to  what 
in  effect  may  be  termed  hernia  of  the  kidney  and 
uterus,  respectively,  using  the  word  "hernia"  in 
the  very  broad  sense  of  an  abnormal  position  of  a 
viscus.  As  to  traumatic  displacement  of  the  kidney 
it  is  to  be  borne  in  mind  that  there  is  a  normal 
motion  of  each  kidney  with  respiration  to  such  a 
degree  that  in  inspiration  an  excursion  of  an  inch 
is  not  unusual.  There  is  also  a  certain  structural 
formation  of  the  body  that  determines  motile  kid- 
neys, and  hence  has  arisen  the  so-called  "kidney 
index"  of  Beecher  and  Lennhoff  who  measure  the 
distance  from  the  symphysis  pubis  and  the  supra- 
sternal notch  and  divide  this  by  the  smallest  cir- 
cumference of  the  abdomen  and  multiply  the  result 
by  ioo  (to  avoid  fractions).  This  will  give  figures 
varying  between  63  and  95,  with  an  average  of  76. 
Those  with  a  high  index  are  congenitally  disposed 
to  movable  kidneys ;  those  with  a  low  index  have  no- 
such  predisposition.  This  means  that  the  tall  and 
lean  have  no  deep  recesses  near  the  vertebral  column 
to  lodge  the  kidneys,  nor  have  they  the  necessary 
fat  to  bind  the  organ  in  its  normal  place.  These 
are  congenital  factors  that  independently  determine 
kidney  motility  in  adult  life,  and  the  displacement 
may  remain  unknown  to  the  possessor  until  some 
searching  examination  brings  into  view  a  condition- 
that  has  been   developing  since  birth. 

The  right  kidney  is  always  lower  than  the  left. 
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and  it  is  said  to  be  motile  fifteen  times  oftener  than 
its  companion  opposite  owing  to  the  pressure  of  the 
liver.  Statistics  also  show  that  from  twenty  to 
fifty  per  cent,  of  women  and  six  per  cent,  of  men 
have  this  motile  condition.  About  eighty-five  per 
cent,  of  all  cases  occur  in  women,  and  this  is  not 
necessarily  associated  with  childbearing  or  tight 
lacing;  for  the  unmarried  and  the  savage  who  never 
saw  a  corset  are  likewise  affected.  In  only  five  per 
cent,  of  the  cases  is  the  descent  bilateral.  These 
figures  would  indicate  that  kidney  "hernia"  in 
women  is  a  more  common  affection  than  intestinal 
hernia  in  men.  Kuster  says  he  found  kidney 
motility  once  in  every  twenty-two  women  examined, 
and  once  in  every  207  men.  Hahn's  figures  are 
practically  identical. 

These  then  are  the  factors  as  to  malposition  of  the 
kidneys,  and  those  as  to  variability  in  the  position 
of  the  uterus  are  similar,  all  of  which  would  indi- 
cate that  there  may  be  normal  variants  of  our  in- 
ternal organs  as  well  as  of  those  exposed  to  more 
direct  observation.  In  my  experience  the  com- 
monest malposition  of  the  uterus  alleged  to  be  due 
to  trauma  is  retroversion,  with  or  without  prolapse ; 
anteverted  displacements  are  obviously  less  often 
claimed. 

In  the  case  of  the  uterus,  as  with  ordinary 
"hernia"  and  kidney  displacement,  we  find  that 
there  is  a  normal  structural  or  anatomical  arrange- 
ment that  makes  for  the  production  of  a  displace- 
ment. Likewise  we  note  that  a  displacement  of 
considerable  degree  may  long  exist  without  symp- 
toms and  be  discovered  only  by  a  searching  ex- 
amination. There  is  probably  no  organ  in  the  body 
better  protected  from  external  violence  than  the 
uterus,  and  it  is  difficult  to  assume  displacement  of 
it  from  external  impact  however  direct  it  may  be 
applied.  The  one  cardinal  element  that  determines 
abnormal  position  of  the  uterus  is  a  relaxation  of 
the  normal  supports,  either  ligamentous,  perineal 
floor  or  intraabdominal  pressure ;  hence  abnormal- 
ity of  the  uterus  becomes  possible  if  these  inter- 
related factors  are  disturbed,  assuming  the  absence 
of  a  congenital  displacement.  If  this  be  true,  in- 
jury practically  never  is  the  sole  cause  of  uterine 
displacement ;  in  other  words  trauma  bears  the  same 
relationship  to  this  occurrence  as  to  hernia.  Statis- 
tics vary  as  to  the  number  of  women  who  normally 
have  a  displaced  uterus,  and  obviously  what  would 
be  normal  for  one  would  be  abnormal  for  another. 
It  is  a  common  experience  to  find  an  anteversion 
of  90  degrees  without  symptoms  despite  the  fact 
that  the  normal  forward  tilt  is  about  65  degrees. 
Likewise,  there  are  variations  as  to  retrodisplace- 


ment  of  considerable  degree  without  symptoms,  and 
even  a  prolapse  may  be  long  in  formation  and  yet 
be  undiscovered. 

In  malpositions  of  the  uterus,  prior  inflammation 
plays  a  great  part  and  is  secondary  only  to  child- 
bearing  and  the  attendant  relaxation  of  soft  parts. 
An  incarcerated  uterus  has  become  so  as  a  result 
of  inflammation,  and  is  not  due  to  injury;  similarly 
an  extensive  degree  of  displacement  always  in- 
dicates an  ancient  process.  It  is  common  knowl- 
edge that  this  organ  has  wide  normal  excursions 
of  latitude  and  longitude,  and  it  is  extremely  hard 
to  long  maintain  it  in  an  abnormal  position  even 
when  desired,  as  at  an  operation.  The  elasticity  of 
its  normal  supports  is  also  well  known  and  they  have 
considerable  tension  capacity.  These  factors  all  go 
to  make  trauma  an  incident  rather  than  a  producing 
cause  of  a  malposition. 

If  the  injury  is  to  be  justly  accused  of  being 
responsible  for  a  malpositioned  kidney  or  uterus, 
certain  elements  must  be  taken  into  account,  and 
these  may  be  said  to  be : 

1.  There  must  be  no  congenital,  anatomical, 
physiological  or  pathological  prior  displacement  as 
determined  by  a  recent  examination. 

2.  The  manner  of  the  accident  and  the  site  of 
the  violence  must  be  such  as  to  bear  a  reasonable 
relationship  to  the  affected  organ. 

3.  The  immediate  symptoms  should  be  those 
typical  of  an  organ  suddenly  dislocated ;  in  effect,, 
the  signs  of  intraabdominal  injury  should  exist  at 
the  time  of  the  injury  and  not  be  postponed  until 
the  patient  is  up  and  about  or  become  manifest 
days  after  the  accident. 

Given,  then,  a  malposition  of  kidney  or  uterus 
we  are  in  a  position  to  state  what  relation  exists 
between  it  and  a  given  injury  by  recalling  the  fore- 
going anatomical  and  statistical  factors,  and  also  by 
bringing  our  experience  to  bear  in  determining 
what  usually  and  ordinarily  happens  under  like 
circumstances.  In  a  recent  search  of  diagnoses 
made  in  surgical  cases  as  contained  in  the  Report 
of  Bellevue  and  Allied  Hospitals  I  was  unable  to 
find  any  case  in  which  a  diagnosis  was  made  of 
traumatic  displacement  of  kidney  or  uterus;  and  in 
my  own  hospital  experience  I  have  never  seen  a 
case  in  which  trauma  was  the  sole  causative  agent 

In  litigated  cases  in  Xew  York  City,  claims  for 
visceral  displacement  are  exceedingly  common ;  but 
in  the  vast  majority  of  cases  any  existing  displace- 
ment was  attributable  to  the  causes  narrated  above, 
and  in  many  cases  was  but  a  part  of  a  general  en- 
teroptosis. 
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In  June,  i  old,  came 

ital    complaining    <>i    inability    to 
swall  ■  She  stated  that  two  days  1" 

g  dinner,  she  had  swallowed  a  rub- 
ate  which  hold  two  incisor  teeth.     She  went  at 
once  I  i  ispital  where  examination  of  the 

throat  revealed  nothing  abnormal.     Her  symptoms 
worse  until  liquids  passed  down  with 
ilty.      The    next    morning    an    X-ray    picture 
sh  iwed  a  shadow  in  the  cricoid  region.     Thai  after- 
.  tminary  dose  of  morphin  and  atropin 
lermatically.     The  patient  was  ex 
amined  in  the  sitting  position  after  applying  io  per 
cent,  cocain  solution  to  the  mucous  membrane  of 
the   throat   and   the   upper  end  of  the  esophagus. 
With  Jackson's  laryngoscope  the  larynx  was  pulled 
forward  and  the  swollen  edematous  membrane  oi 
the    esophagus   brought    into   view.      In   a   moment 
the  edge  of  the  plate  was  seen  lying  transversely 
across  the   esophagus.      It    was   easily    seized    with 
1 'fan's  forceps  and  removed.     Aside   from  a  slight 
sore  throat  the  patient  made  a  prompt  recovery. 

Since  undertaking  esophagoscopy  ahout  three 
years  ago.  I  have  used  local  anesthesia  in  a  number 
of  cases  with  satisfaction.  The  argument  ad- 
vanced by  some  that  we  do  not  have  time  to  make 
a  careful  examination  has  not  held  true  in  my 
patients.  All  examinations  are  made  at  the  hospi- 
tal and  it  is  our  invariable  rule  to  precede  the  first 
examination  by  a  hypodermatic  injection  of  mor- 
phin and  atropin  a  half  hour  before  examination. 
At  the  time  of  examination  the  patient  is  seated  as 
comfortabK  as  possible  and  the  head  supported — 
not  held — by  a  nurse  in  an  easy  position.  We  d  i 
not  insist  upon  forced  extension  of  the  head  sinci 
it  is  easier  to  pass  the  esophagoscope  and  much 
more  comfortable  for  the  patient  with  the  head 
further  forward.  After  passing  the  cricoid  carti- 
lage the  different  parts  of  the  esophagus  are  ex- 
amined by  turning  the  patient's  head  in  different 
positions  and  not  by  trying  to  force  the  instrument 
down,  which  is  dangerous.  After  applying  cocain, 
io  per  cent,  to  20  per  cent,  solution,  to  the  pharynx, 
larynx  and  esophagus,  Jackson's  laryngoscope  is 
gentlv  introduced  for  the  examination  of  the  upper 
end  of  the  esophagus.  I  may  say  in  passing  that 
the  secrets  of  success  in  esophagoscopy  under  local 


anesthi  entleness  and  patience   in  manip 

ulating  instruments  and  constantly    rea    uring  the 
patient   that,  with  his  n,  he  will  suffer 

Min. 

A  iii  i   i  >ne  has  examined  a  nun  es  he 

tell  w  hether  there  is  anj   pathologic  •  i  >n 

dition  in  the  cricoid  region.     If  nothing  is   i  >und 

the    in  nun.  min  ■   into  the   right   or  left 

inus.     \\  e  have  now    reached  the   most 

difficult  part    i  if   the   examinal  ion    For,    th<    ■       iid 

d     '  hi  i  ndei    i     pai 

ativel)  easy.      The  principal  caution  to  be  ob  erved 

in  passing  the  cricoid  is  never  to  use  force  on  the 

agoscope.     The   walls  ol    the   i   ophagus   are 


thin  and  any  undue  force  may  result  in  rupture 
with  a  fatal  ending.  After  passing  the  instrument 
into  the  pyriform  sinus,  the  larynx  is  pulled  for- 
ward hy  making  traction  on  the  handle  of  the 
laryngoscope  and  the  esophagoscope  is  simply 
guided  into  the  esophagus.  Its  own  weight  usually 
carries  it  past  the  cricoid  cartilage.  If  resistance 
is  met  with  it  is  usually  due  to  the  fact  that  mor- 
phin has  not  been  administered  or  sufficient  co- 
cain has  not  been  used.  In  some  cases  removing 
the  instruments  and  introducing  them  on  the  other 
side  meets  with  prompt  success.  After  the  esopha- 
goscope has  passed  the  cricoid,  the  laryngoscope  is 
removed  and  the  examination  is  made  at  leisure. 
I  have  found  that  most  patient-  will  tolerate  the 
esophagoscope  from  15  to  30  minutes  which,  to  an 
experienced  man,  gives  plenty  of  time  for  a  care- 
ful examination  of  the  esophagus.  I  do  not  believe 
that  anyone  will  deny  that  cocain  simplifies  any  ex- 
amination in  that  it  does  away  with  the  danger  of 
general  anesthesia  and  thus  provides  the  co-oper- 
ation of  the  patient.  The  mucous  membrane  of  the 
esophagus  is  very  slightly  sensitive  and  the  parts 
to  be  anesthetized  are  the  pharynx,  larynx  and  the 
upper  end  of  the  esophagus. 

By  the  above  method  I  have  succeeded  in  remov- 
ing foreign  bodies  and  diagnosing  and  dilating 
strictures,   malignant   and   benign.     In   young  chil- 
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dren  I  never  use  anesthesia  in  esophageal  work. 
In  my  early  experience  I  lost  a  baby,  14  months  old, 
from  ether  pneumonia  10  days  after  successfully 
dilating  a  stricture  in  the  cricoid  region.  In  only 
one  patient  have  I  failed  to  make  a  satisfactory  ex- 
amination of  the  esophagus  with  local  anesthesia 
and  he  was  a  man  with  a  short  thick  neck  who  ab- 
solutely refused  to  help  me.  The  examination  was 
successfully  made  the  next  day  under  ether  and 
chloroform ;  the  patient  recovered  from  the  anes- 
thetic but  died  suddenly  seven  hours  later  from 
some  unknown  cause.  Had  I  persevered  with  local 
anesthesia,  I  am  satisfied  the  patient  would  be  liv- 
ing to-day. 

From  my  three  years'  work  in  esophagoscopy,  I 
have  drawn  the  following  conclusions : 

In  an  otherwise  healthy  patient  esophagoscopy 
under  local  anesthesia  is  a  safe  and  practical  pro- 
cedure. 

All  instruments  must  be  used  gently  and  care- 
fully. 

The  pharynx,  larynx  and  upper  end  of  the 
esophagus  must  be  thoroughly  cocainized. 

The  patient  must  be  placed  in  as  comfortable  a 
position  as  possible  so  that  he  will  not  tire. 

The  operator  must  be  familiar  with  the  anatomy 
of  the  parts  and  should  be  skilled  in  the  use  of 
throat  instruments. 

A  preliminary  injection  of  morphin  and  atropin 
is  of  great  value ;  morphin  relaxes  the  muscles  and 
atropin  dries  up  secretion. 

In  the  majority  of  patients  esophagoscopy  is  as 
easy  under  local  anesthesia  as  under  general 
anesthesia  and  safer. 

It  is  better,  though  not  absolutely  necessary,  to 
make  the  examination  in  a  well-equipped  hospital. 

A  nurse  who  knows  how  to  support  the  head  and 
a  trained  assistant  to  attend  to  instruments  are 
valuable  aids. 

The  co-operation  of  the  patient  in  changing  the 
position  of  the  head,  etc.,  is  of  great  value  to  the 
operator. 

807  X.  Charles  Street. 
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A  congenital  lipoma  or  localized  hypertrichosis 
or  nevus,  or  depression,  or  a  combination  of  these, 
situated  over  the  spine  indicates  a  spina  bifida  oc- 
culta beneath.  In  the  absence  of  any  such  index 
it  is  still  worth  while  to  skiagraph  the  spinal  col- 
umn for  evidence  of  a  bifidity  in  the  laminae,  when 
trophic,  sensory,  or  motor  disturbances  in  the  lower 
extremities,  or  loss  of  or  incomplete  control  of 
bladder  or  rectum  are  not  satisfactorily  accounted 
for  otherwise. 


The  first  case  here  reported  is  one  of  subacute 
or  chronic  tetanus  and  probably  would  have  re- 
covered under  any  form  of  treatment. 

The  period  of  incubation  was  about  three  weeks. 
The  original  wound  was  a  slight  laceration  of  the 
end  of  the  thumb.  Ten  thousand  five  hundred  units 
of  tetanus  antitoxine  from  the  New  York  City 
Board  of  Health  were  given  between  the  time  of 
admission,  August  29  and  September  4 — a  period 
of  one  week.  At  the  third  dose  of  1.500  units, 
August  31,  the  patient*s  temperature  shot  up  to 
1050,  but  under  sponging  came  down  to  its  previ- 
ous level  of  ioo°-ioi°  during  the  course  of  the 
following  24  hours. 

The  antitoxine  did  not  lessen  the  patient's  rest- 
lessness, his  inability  to  sleep,  nor  seemed  to  dimin- 
ish the  force  of  the  tonic  muscular  contractions, 
and  it  was  not  until  sodium  bromide  and  hydrate 
of  chloral  had  been  given,  beginning  September 
1,  that  the  patient  went  to  sleep,  and  later  his 
muscles  began  to  relax  and  a  general  improvement 
took  place. 

As  the  original  wound  was  firmly  healed  at  the 
time  of  his  entrance  to  the  hospital,  no  tetanus  ba- 
cilli were  found  about  it  nor  were  there  any  evi- 
dences of  them  in  the  blood. 

While  the  antitoxine  may  have  helped  to  a  more 
speedy  cure  of  the  disease,  it  is  by  no  means  certain 
that  it  had  any  effect  whatever  upon  the  course  of 
the  disease  and  that  to  the  bromide  and  chloral 
most  of  the  credit  should  be  due  so  far  as  medica- 
tion is  concerned. 

The  second  case  shows,  however,  the  immense 
value  of  the  antitoxine  serum  when  used  as  a 
prophylactic. 

The  value  of  antitoxin  when  used  as  a  prophy- 
lactic is  clearly  shown  by  comparing  the  mortality 
of  tetanus  before  its  introduction,  and  that  ob- 
tained at  the  present  time. 

According  to  Stewart  (American  System  of 
Practical  Medicine,  Vol.  L.,  1897),  the  mortality, 
when  symptoms  arose  before  the  tenth  day  was  96 
per  cent. ;  in  chronic  cases,  where  the  period  of  in- 
cubation was  from  two  to  three  weeks,  25  to  50 
per  cent. 

That  the  antitoxine  serum  has  only  a  slight  cura- 
tive action  in  both  acute  and  chronic  cases  after  the 
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symptoms  of  the  disease  are  well  marked  is  shown 
1,\   the  rep  treated  bj   the  use  of  the 

serum  quoted  by  Jacobson  and   Pease   [Anna 

XLIV.),    where    the    mortality    in 
acute  cases  is  about  83  per  cent.,  and  in  cl 
::  43  per  cent. 

rhe   reason   for   this   1-  that   the  tetanus   toxine 
.  be  taken  up  b)  the  nerves  proceeding  from 
the  infected  region  and  pass  through  them  to  the 
cells  in  the  spinal  cord.     In  these  situations 
the  toxine  is  beyond  the  reach  of  the  antitetanus 
oce  circulating  in  the  blood  or  lymph,     rhe 
antitoxine   will   neutralize   the   toxine   before   it   is 
taken  up  by  the  nerve.-,  hence  the  necessity  0 
ing  this  agent   earl)    and  hence  its  curative  ; 
svhen   thus  early   administered.      ^s   it   1-  possible 
for  the  tetanus  to  be  deferred  b)  a 

dose  of  antil  reak  out  later  in  a  viru- 

lent form,  the  necessit)  is  apparent  of  frequently 
repeating  the  prophylactic  dose  until  all  bacilli 
have  disappeared  from  the  wound  and  then  to 
make  one  or  two  weekly  injections  until  at  least 
three  weeks  have  elapsed  since  the  receipt  of  the 
infection. 

It  is  our  practice  in  Harlem  Hospital  to  admin- 
ister the  tetanus  antitoxine  in  all  cases  of  com- 
pound fractures,  crushing  injuries  and  lacerated 
wounds  that  have  been  contaminated  with  street 
dirt  and  in  all  cases  of  blank  cartridge,  pistol,  gun- 
shot or  firecracker  wounds,  as  well  as  punctured 
wounds  from  nails,  etc.  So  far  as  I  can  ascertain, 
no  case  of  tetanus  has  developed  in  the  hospital 
after  such  prophylactic  treatment.  In  addition  to 
these  measures  all  such  wounds  are  treated  thor- 
oughly after  the  usual  surgical  plan,  tincture  of 
i  dine  is  freelv  poured  into  the  wound  and  rubbed 
into  all  parts,  and  drainage  is  freely  used,  chiefly 
by  tubes,  rubber  tissue  and  balsam  of  Peru  gauze. 

Subacute  Tetanus. 

P    R     30  years  of  age.     Admitted  to   Harlem  Hospital 

August  29;  discharged   September    1".    1910.     One   month 

before  patient   fell   from  a  bicycle   and  lacerated  his   right 

thumb.     This  was  dressed  by  a  physician  and  the  wound 

d      For  the  past   week  he  has   noticed  a  stiffness  in 

mscles  of  the  jaw  which  grew  worse  and  culminated 

night  in  a  "spasm  of  his  legs  and  back,    so  his  friend 

Examination.— The  patient  is  a  large,  strong  man  suf- 
fering some  pain.    All  examination  is  negative  except  that 

aw  is  fixed  so  that  the  patient  cannot  open  it  more 
t^an  half  an  inch.    There  is  some  rigidity  of  the  neck  and 

e   abdominal   muscles.     Tenderness   is   marked  along 

terior  aspects  of  both  thighs  and  over  both  mastoids. 

■Roth  knee-jerks  are  exaggerated,  Kermg  s  sign  is  absent 

the  pupils  react  normally.     There  is  an  old   lacerated 

,d  over  the  end  of  the  right  thumb  healed.  The 
urine  has  a  high  specific  gravity.  1030.  slight  trace  of  al- 
bumin  and  a  few  hyaline  casts.  Temperature  is  99.5  ,  pulse 


80,  full  and  strong ;  respiration     Ifl      ["hi   patient  wa    given 

'     n,l  oi   Health    tntitoxine  at  once  into 

his  but:.  \    rust    80;   the  condition   the     ame,   same 

■  in  i  epi  ited      Vgain  this  was  given  on  the 

:tut.     At   9  p.   in.   his  t  He,   which  had   not   l»  en 

i  to  105°;  pulse  to  182  and  n  spiration9 

.        n,  was  verj  restless, 

getting    ■in  of  bed  several  times,  but  there  were  no  twitch 

I  Ik-  greatest  pain  was  in  in- 

1  abdomen.      \   ■  ol  i  ith   was   given ;   he 

.  it  nit,,  a  pi    •  ation  and  b\  moi  ning  his 

tun    dropped  to   10)        I  »n  this  day,  S(  pti  mbi  i    I 

i    the    antitoxine    were    given,    also    sodium 

bromide  gi    XX    and  hydi  ite  ol  chloral  gr,  X,  per  rectum, 

hours      September   2:   he   began    to    bi 

well  all  night.    3 units 

of  antiti  the  morning,     I  lis  jaw  had  not 

relaxed 

omitted 

after  the  moi  ni  S  ormal  saline    olu i  ii 

["here 
w  as  less  stiffness  in  the  jaw        P    ieni       much  quiet 

;  hi    timi       '"'.■  i  .mi  ito  :ine      Bl 1  ex 

aminati  i  00     polys    7s    per   cent.. 

lymph  '_'_'  per  cent.     September    I  :  slept  well, 

takes   fluids  by    mouth,  which   he   has   been   unable   to  do 

1000  l  ii-  en.  Saline  and  bromide 

and  chloral  given  at  9,  I   and  5  o'clock.     The  temperature 

dropped  below    100  .     September  5:  improv- 

the  mouth,  however,  is  very  foul  with 

abundant  sordes  along  gums  and  teeth;  peroxide  usi 

.  er  6  '  tal  medication  and  salines  discon- 
tinued Bromide  given  by  mouth.  Chloral  discontinued, 
itienl  steadily  improved  and  was  out  of  bed  on 
September  9.  Felt  well  in  all  respects,  but  could  not  open 
his  mouth  to  its  full  extent.  There  was  no  pain  or  tender- 
ness about  the  masseters  which  had  previously  existed.  He 
was  discharged  on  the   10th 

Gunshot  wound  of  the  leg.  Tetanus  bacilli  in 
the  discharge  and  in  the  depths  of  the  wound.  An- 
titoxine used.  Recovery,  without  any  symptoms 
of   tetanus  developing. 

V.  P.,  aged  33  years.  Admitted  to  Harlem  Hospital 
Septembi  r  IS  Oci  ibi  r  7.  1910      \dmitted  with 

a  gunshot  wound  in  the  lower  part  of  the  right  leg.  The 
wound  of  entrance  is  on  the  posterior  aspect  of  the  leg 
four  inches  above  the  ankle  joint.  The  bullet  can  be  felt 
just  beneath  the  skin  on  the  outer  part  of  the  front  of  the 
leg  opposite  to  the  wound  of  entrance.  On  September  20 
under  general  anesthesia  the  bullet  was  removed  through 
a  small  incision  in  trout  and  the  wound  of  entrance  en- 
larged and  explored.  A  thick  wad  of  cloth,  some  shreds 
of  tissue  and  thick  brownish  pus  cleaned  out.  Examina- 
tion of  the  cloth  and  pus  showed  a  great  number  of 
tetanus  bacilli.  Antotoxine  was  given  on  the  following 
dates   and   in   the   amounts  noted  : 

These    injections   wei  near  as   possible  into  or 

iei     !6         mits         September   28.  ...3.000  units 

September  21.... 2,000 units  September  23...  .3,000  units 
about  the  great  sciatic  nerve  just  below  the  gluteal  fold. 
The  temperature  was  never  higher  than  100.5°  and  aver- 
aged a  degree  lower  than  this.  The  pulse  and  respirations 
were  in  keeping  with  the  temperature.  No  nerve  or  mus- 
cular symptoms  developed.  The  wound  was  thoroughly 
treated  with  tincture  of  iodine  at  the  time  of  the  opera- 
tion and  rubber  tissue  drain  was  inserted  through  and 
through.  After  this  the  leg  was  treated  with  a  hot  sub- 
limate bath  for  half  an  hour  every  four  hours,  and,  in  ad- 
dition, night  and  morning  the  wound  was  thoroughly  ir- 
rigated with  peroxide  of  hydrogen,  full  strength.  Ex- 
amination of  the  wound  discharges  on  September  28 
showed  no  tetanus  bacilli,  but  plenty  of  staphylococci.  The 
wound  healed  by  October  3,  the  patient  was  out  of  bed 
on  the  4th   and  discharged  on   the  7th. 

107  West  R5TH  Street. 
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A  NEW  TABLE  FOR  CYSTOSCOPY. 
Victor  C.  Pederson,  A.M.,  M.D., 

NEW    YORK. 


Patients  vary  considerably  as  to  the  best  position 
in  which  they  may  cystoscoped.  Some  give  good 
results  lying  upon  the  back  with  the  feet  extended 
for  a  simple  inspection.  Other  patients  are  more 
comfortable  in  the  sitting  posture  with  the  thighs 
separated  and  the  legs  and  feet  hanging  free  over 
the  edge  of  the  table  or  supported  by  stirrups.  A 
third  group  requires  a  lithotomy — or  an  exag- 
gerated lithotomy  position  with  the  pelvis  on  the 
same  level  as  the  trunk  or  more  or  less  elevated.  A 
fourth  group,  which  seems  to  be  the  largest  num- 
ber, does  best  with  the  feet  hanging  over  the  edge 
of  the  table  separated  by  stirrups,  the  thighs  widely 
separated,  the  pelvis  elevated  and  the  head  raised 
so  as  to  relieve  tension  on  the  recti  abdominales.  In 
some  of  these  patients  the  lower  extremities  must 
be  elevated  coordinately  with  the  pelvis.  In  others 
it  is  better  to  let  the  lower  extremities  hang  lax 
in  fixed  stirrups  while  the  pelvis  is  elevated. 

In  was  in  order  to  secure  all  these  positions  in 
one  table  that  I  was  induced  to  devise  a  table, 
description  of  which  is  embodied  in  the  following 
notes. 

The  top  of  the  table  consists  of  three  parts  (Fig. 
1);  head-piece,  A;  body-piece,  B,  and  foot-piece, 
C,  each  of  which  is  movable  independently  of  the 
others  so  as  to  permit  the  greatest  possible  vari- 
ation of  position.  The  head-piece  is  hinged  at  D 
upon  the  body-piece  in  such  a  way  as  to  allow  the 
head  to  be  elevated  to  a  right  angle  with  the  body- 
piece  no  matter  what  the  position  of  the  latter  may 
he,  thus  the  sitting  posture  may  be  obtained  with 
the  body-piece  horizontal,  or  while  the  body-piece 
is  elevated  the  head-piece  may  be  kept  at  right 
angles  to  it  or  at  any  other  angle  desired.  This 
allows  bending  of  the  trunk,  for  example  in  Tren- 
delenburg's posture. 

The  head-piece  also  carries  the  usual  lugs  for 
the  adjustable  shoulder  straps  E,  to  prevent  slip- 
ping in  the  Thendelenburg's  posture. 

The  middle  or  body-piece  is  hinged  upon  the 
main  frame  of  the  table  at  F  and  beginning  with 
the  horizontal  position  may  be  elevated  bv  means 
of  a  crank  G  to  any  ordinary  angle  including  that 
of  the  extreme  Trendelenburg's  posture.  In  order 
to  permit  ready  drainage  this  piece  is  slotted  for 
three-quarters  of  its  length  down  the  center  II  and 
deeply  notched  /  at  the  distal  edge  to  accommodate 
manipulation  of  the  cystoscope  and  to  facilitate  the 


use  of  a  receptacle  for  fluid  immediately  beneath 
the  urethra  in  males  or  females. 

Passing  upward  toward  the  head  and  held  in 
place  b)  tracks,  under  this  middle  piece,  is  a  drip- 
pan  ./,  delivering  fluid  into  a  bucket  carrier  .m  the 
cross  bars  of  the  table.  This  drip-pan  has  a  flat, 
as  distinguished  from  a  concave,  butt.  mi.  so  that  a 
glass  or  ether  receptacle  may  be  set  upon  it  with- 
out being   upset. 

The  middle  piece  of  the  table  also  carries  the 
lugs  for  the  stirrups  K,  L,  which  may  be  swiveled 
backward  and  forward  over  a  range  of  nearly 
ninety   degrees.     These   same    lugs    also    carry   the 
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pinions  for  the  tail-piece.  These  lugs  are  espe- 
cially available  for  stirrups  in  the  lithotomy  and 
exaggerated  lithotomy  positions  wherein  the  lower 
extremities  must  remain  in  constant  relation  to  the 
pelvis. 

The  foot-piece  swings  on  two  pinions  .V  in  the 
lugs,  as  just  stated,  and  is  detachable.  It  is  sup- 
ported by  a  center  rod  A",  which  swings  in  such  a 
manner  as  to  allow  the  feet  to  be  placed  at  any 
position,  beginning  with  the  straight  line  of  the 
body  to  a  right  angle. 

The  frame  of  the  table  is  of  a  simple  type  for  the 
sake  of  lightness.  The  front  legs  bear  two  lugs,  0, 
for  supporting  a  small  tray  which  is  verv  service- 
able for  instruments  but  is  not  shown  in  the  cut. 
These  lugs  are  of  such  a  size  as  to  accommodate  the 
stirrups  also.  When  these  lugs  are  used  for  the 
stirrups  the  lower  extremities  remain  suspended 
while  the  pelvis  is  elevated,  thus  securing  the  fourth 
position  of  the  body  as  previously  described. 

The  stirrups  are  of  two  types.  Type  A"  are 
fitted  behind  the  knees  when  flexed  in  the  Iithotomv 
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m.     rhese  are  supported  by  the  usual  angle 

.  ans  of  which  and  of  the  swivel  lugs  the 

stirrups  may  be  adjusted  to  the  patient's  comfort. 

["he  other   stirrups,  the   horseman's 

type,  into  which  the  i-  far    as    the   leg. 

rhese  stirrups  are  supported  b}  bars  bent  at  a  right 

themselves  being  held  in  the  lugs,  preferably 

on  the  table  lugs,  occasionally  b)  those  on  the 

of  the  table,     -Thus    the    lugs    maj    be    ex 
:  or  flexed  upon  the  knees  to  a  considerable 
while  the  feet  are  well  below  the  level 
trunk.     The  t\ et  may  remain  in  this  position  while 
tlie  pelvis  I-  elevated  if  the  lugs  of  the  table  are 
used,  or  the   feet   may    follow    the  elevation 
table  and  pelvis  by  using  the  lugs  attached  to  the 
top. 
The  table  is  insulated  by  large  rubber  tired  cas- 
ters,    h  is  light,  substantial,  easilj  adjusted.     It  is 
hoped  that   it  will  he   found  of  service  as   a 
scoping  and  operating  table  for  office  and  hospital 
purp< 

This  very  admirable  and  serviceable  table  was 
made  for  me  by  the  Frank  S.  Betz  Co.,  of  Ham- 
mond, Ind.,  after  many  helpful  suggestions  bj  Mr. 
Betz.  I  desire,  therefore,  to  extend  to  him  and  to 
them  my  very  best  thanks  and  appreciation  for 
services  so  friendly  and  valuable. 
45  W.  Ninth  Street. 


•\BDOMINAL     HYSTEROTOMY     FOR     RE- 

M<  IVAL  OF   A   UTERINE  FIBROID. 

T.  V.  Arumugum,  M.B.C.M., 

Medical  Officer  in  Charge.   Victoria   Hospital, 

BANGALORE.     INDIA. 


(  hi  October  27,  1910,  a  multipara  of  40  years. 
who  had  had  three  children  and  whose  last  born 
was  6  vears  old,  was  brought  from  Chinthamain 
to  the  Out-patienfs  Department  in  a  low  state  of 
vitality  with  a  very  feeble  and  thready  pulse,  very 
faintly  perceptible  at  the  wrist  and  with  a  gan- 
grenous,  very  offensive  mass  of  soft  tissue  pro- 
truding from  the  external  genitals. 

The  patient  gave  a  history  of  having  had  a 
growth  in  the  abdomen,  which  was  non-fluctuating, 
painless,  unattended  with  movements  or  bleeding, 
and  of  nearly  two  year's  duration. 

About  the  beginning  of  October,  1910,  the 
patient  began  to  pass  very  offensive  blood-stained 
fluid  from  the  vulva,  and  on  or  about  October  20. 
iqio,  a  foul-smelling,  dark-colored  mass  protruded 
through  the  vulva,  attended  with  pain  in  the  lower 
part  of  the  abdomen;  and  the  pains  which  were  in- 
termittent and  were  similar  to  those  of  labor  pains, 
ceased  two  days  after  they  had  set  in. 

The  patient' was  rapidly  prepared  for  an  oper- 
ation and  was  anesthetised  with  chloroform.  On 
examination  the  os  uteri  was  found  to  be  fully  di- 
lated and  the  uterine  cavity  was  found  to  contain 


a  large  solid  tumor,  pan  oi  which  was  protruding 
through  the  vulva.  Gentle  traction  on  the  pi" 
truding  mass  resulted  in  bringing  "in  slued-  onlj 

of  the  decomposed   part  of  the  tumor.       I  hen    Mac 

lion  was  tried   with  blunt   hook  and  the  crotchet 

with    similar     results.      1  he     Made,    qi     long     mid- 
eps    weie    applied    and    locked    with    dif- 
ficult) .  a  certain  a  nounl  of  <  essi  m   « ith  the 

blades  ha\  me   bei  n  applii  d  before  1"'  king.      I  !  '< 
tion   was  then  applied  and   resulted   in   failure.      The 

tumor  was  then  perforated  with  the  hope  of 
evacuating  semi  solid  1  ontent 5,  n   then 

(me    blade    of    the   cram  was    passed 

into  tin    "i"  11  ng  made  by  thi  and  the 

other  blade  was  applied  on  the  surface  of  the 
tumor.  Willi  the  blades  of  the  forceps  in  ibis 
position,  a  was  found  impossible  to  compress  the 
tumor;  smaller  portions  of  the  tumor  were  caught 
between  the  blades  of  the  craniotomy  forceps  and 
traction  was  applied.  The  blades  brought  out 
onl)  very  small  shreds  of  the  tumor.  It  was  then 
decided   i"  "pen   the  abdomen  and  the  uterus. 

II.  abdomen  was  rapidly  sterilized  again  and 
was  opened.  I  he  uterus  was  then  opened  and  the 
large  tumor  that  it  contained  was  easily  turned 
■  in  .  and  as  ii  was  not  attached  to  the  uterine  wall, 
the  pedicle  was  probably  that  portion  of  the 
tumor  that  was  protruding  through  the  vulva.  The 
uterus  was  closed  with  a  continuous  catgut  suture; 
the  peritoneum  and  the  abdomen  were  closed  in 
the  usual   way. 

\t  the  end  of  the  operation,  the  patient  had  a 
small  pulse  at  the  wrist  which  was  faintly  per- 
ceptible and  was  104  per  minute.  She  was  given 
a  pint  of  normal  saline  enema  while  still  on  the 
operating  table  and  was  then  removed  to  her  bed. 
For  48  hours  after  the  operation,  the  patient  was 
fed  by  nutrient  enemata  every  six  hours.  On  the 
thirdday  after  the  operation,  the  bowels  moved 
three  times  after  a  5-grain  dose  of  calomel.  The 
patient  made  an  uneventful  steady  recovery  ex- 
cept that  three  suture  abscesses  formed  in  the 
abdominal  wall  which  healed  in  the  course  of  a  few 
days.  The  uterus  was  felt  above  the  brim  of  the 
pelvis  until  November  15,  1910.  but  not  after 
that  date,  and  the  patient  left  the  hospital  on 
November  24,  iqio.  . 

The  tumor,  which  was  a  soft  fibroma,  was  ovoid 
in  shape  and  its  shortest  diameter  was  ti  inches. 

This  case  was  reported,  at  a  meeting  of  the  mem- 
bers of  the  Mysore  Medical  Association,  held  at 
the   Victoria   Hospital,   on   March   30,   iqti. 


Rei  urrent  Influenza  and  Antral  Infection. 
A  large  number  of  patients  have  influenza  a  num- 
ber of  times  during  the  year.  These  are  not  new 
infections,  but  Pfeiffer's  bacilli  are  retained  within 
the  antrum  of  Highmore  or  one  of  the  sinuses  and 
as  soon  as  the  patient's  resisting  power  is  lowered 
by  an  exposure  to  inclement  weather,  or  to  an  in- 
discretion in  diet,  the  bacilli  assert  themselves  and 
the  individual  again  has  a  relapse  of  his  influenza. 
— W.  T.  Thomason  in  Kentucky  Medical  Journal. 
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WATER   MEDIUM    CYSTOSCOPY   VS. 

KELLY'S   METHOD. 

A   Reply  to  Dr.  Kelly's  Reply  to  Dr.  O'Xeil. 

WlNFIELD    AyRES,    M.D., 
NEW     YORK. 

In  the  July  number  of  the  American  Journal 
of  Surgery  appears  a  "Reply  to  'A  Criticism  of 
the  Technic  of  Ureteral  Catheterization  of  Howard 
A.  Kelly,'  by  Howard  A.  Kelly  and  Curtis  F.  Bur- 
nam."  This  reply  can  scarcely  go^uaanswered  as 
it  contains  too  many  mistakes.  Snould  Dr.  Kelly 
thoroughly  study  the  advantages  of  modern  cysto- 
scopy I  am  confident  he  would  modify  his  state- 
ments. 

Dr.  Kelly  says :  ''As  a  matter  of  fact,  experi- 
ence has  taught  us  that  if  the  bladder  be  thor- 
oughly washed,  even  though  it  is  markedly 
diseased,  it  is  possible  to  apply  this  method,  (i.e., 
one  catheter  in  the  bladder  and  one  in  the  ureter). 
Provided  the  kidney  above  is  healthy,  the  urine  so 
obtained  (i.e.  from  the  catheter  in  the  bladder)  will 
be  free  of  pus  and  blood  and  microscopically  free 
of  bacteria."  What  does  Dr.  Kelly  mean  by  a 
"markedly  diseased"  bladder?  All  of  us  have 
treated  bladders  that  required  over  an  hour's  wash- 
ing before  the  return  flow  would  be  even  macro- 
scopically  free  of  pus.  He  surely  does  not  mean 
that  kind  of  a  bladder.  And  yet  we  are  sometimes 
required  to  obtain  separate  urines  of  a  patient  who 
has  such  a  bladder  as  this.  Xo  reliable  data  of  the 
"other  kidney"  could  be  obtained  without  bilateral 
catheterization.  Even  in  a  slightly  diseased  blad- 
der I  would  not  care  to  give  an  opinion  of  the  op- 
posite kidney  by  a  study  of  the  collections  from  the 
bladder  as  described  by  Dr.  Kelly. 

For  the  sake  of  argument  let  us  admit  that  the 
diseased  bladder  can  be  cleaned  and  hpnotized  so 
that  no  pus  other  than  from  the  opposite  kidney 
will  be  found  in  the  collection  from  the  bladder 
during  a  thirty  minute  period.  The  supposition 
is  that  the  patient  has  unilateral  pyuria.  By  the 
method  employed  by  Dr.  Kelly,  after  the  bladder 
has  been  washed  the  patient  must  get  into  the  knee- 
chest  position — thirty  seconds ;  the  bladder  is  in- 
spected— two  minutes  at  least  for  the  most  cursory 
examination  by  any  kind  of  a  cystoscope ;  the 
ureter  found  and  catheterized — five  seconds  (but 
if  one  takes  time  to  select  a  catheter  to  fit  the 
ureter,  more  time  should  be  allowed  for  this). 
Two  minutes  and  thirty-five  seconds  have  elapsed 
since  the  bladder  was  washed.  What  about  the 
pus  that  has  been  coming  from  the  diseased  kid- 
ney ?  It  has  been  collecting  in  the  bladder  and  that 
organ  must  be  again  cleansed  before  the  test  can 
be  made,  even  though  one  or  more  hours  have  just 
been  spent  in  bladder  lavage. 

Dr.  Kelly  says:  "On  the  other  hand,  with  in- 
fected urine  in  the  bladder  we  are  very  loath  to 
pass  a  catheter  up  the  ureter  of  a  healthy  kidney." 
Does  he  wish  to  intimate  that  any  one  violates  the 
rules  of  ase.psis  by  any  such  procedure?  For  his 
information  I   will   sav  that  in  all  cases  of  cysto- 


scopy the  bladder  is  washed  as  thoroughly  as  pos- 
sible before  the  cystoscope  is  inserted ;  and  after  it 
has  been  filled  with  an  antiseptic  fluid  we  do  not 
hesitate  to  catheterize  both  ureters. 

In  speaking  of  the  danger  of  infection  by  the 
ureteral  catheter,  Dr.  Kelly  says:  "Such  infec- 
tions do  occur,  and  it  seems  to  us  with  the  water 
type  of  cystoscopy,  must  be  fairly  common."  I 
have  never  heard  of  such  an  infection  and  I  would 
like  Dr.  Kelly  to  tell  us  where  and  when  such  ac- 
cident occurred. 

The  fact  that  many  men  who  began  ureteral 
catheterization  with  the  air  cystoscope  have  dis- 
carded air  and  now  use  water  dilatation  is  fairly 
good  evidence  of  its  superiority  over  air.  Dr. 
Kelly  refers  to  Luys  as  one  who  successfully  uses 
air  in  the  male,  but  neglects  to  mention  Bransford 
Lewis,  who  was  catheterizing  the  ureters  through 
air  medium  on  male  subjects  before  Luys  began. 
Bransford   Lewis   now   uses   water  medium. 

Dr.  Kelly  refers  to  the  Xitze  cystoscope  as  the 
only  one  worthy  of  consideration  and  speaks  of 
the  limited  size  of  catheter  that  can  be  used  with 
that  instrument.  Does  he  not  know  that  Albarran 
by  means  of  a  guide  introduced  into  the  ureter  has 
often  passed  a  Xo.  1 1  catheter  to  the  renal  pelvis  ? 
The  writer's  operating  cystoscope  is  fitted  to  carry 
a  Xo.  11  French  with  ease;  and  the  ureteral  orifice 
will  rarely  admit  a  larger.  This  cystoscope  is  fitted 
with  a  telescope  by  means  of  which  the  wax-tipped 
catheter  may  be  used  with  reliability.  But  the 
speculum  cystoscope  used  by  Kelly  is  better 
adapted  for  the  wax-tip  in  women. 

Dr.  Kelly  speaks  of  being  able  to  inspect  the 
entire  bladder  with  his  cystoscope ;  he  says  the 
images  are  not  distorted,  etc.  Probably  he  has 
never  used  a  good  lens  system.  As  one  who  has  in- 
spected the  bladder  through  both  air  and  water, 
I  will  say  that  one  can  judge  better  of  the  con- 
ditions present  with  water  dilatation  than  with  air. 

In  conclusion  I  shall  have  to  claim  that  Dr. 
Kelly  is  wrong  in  practically  everything  he  states 
of  the  advantages  of  speculum  cystoscope.  It  is 
true  that  a  larger  catheter  may  be  used  with  it,  but 
one  rarely  cares  to  use  larger  than  a  Xo.  11.  The 
instrument  is  unquestionably  cheap  and  simple,  but 
that  is  not  important  if  one  is  enabled  to  do  better 
work  with  the  higher  priced  affair.  The  statement 
that  a  higher  per  cent,  of  cases  can  be  catheterized 
by  the  use  of  Kelly's  instrument  will  be  doubted  by 
every  man  who  has  had  experience  with  cystoscopy 
in  its  various  forms. 


The  Paretic  Bladder. 

There  are  certain  cases  of  paresis  of  the  bladder, 
that  are  caused  by  edema  of  the  bladderwall. 

This  edema  may  be  produced  by  gross  mechani- 
cal interference  with  the  circulation  by  the  im- 
paction of  tumors,  whether  they  are  a  pregnant 
uterus  or  any  other  uterine  tumor  or  an  ovarian 
tumor. — G.  Kolischer  in  the  Chicago  Medical 
Recorder. 


■ 


i'lM  .HKIAI.S. 


American  Journal  of  Murium 

niLiinit    it    Tin 

SURGERY    PUBLISHING    CO. 

1     \U  DONALD,  Jr.,  MP.  Picsu.rnl  «m.    Ircnsuir, 
92   William  St.,   N.   Y.,    U.   S.   A. 

I     intended     for    the     Editor,     0 
review,    exchanges,    business    letter! 
and  nbscrjptioiu  should  be  iddreuecL 

si  rs<  Kin  n>\  run  i  .  ONI    DOl  I   LA 

FORI  /(.  \.    \/\    s////  /  /\<.s 

IN     r/i*    HIlrffrffaNrfiftf    li'tjl     l/ifv    Of*    cent  rtbutfti     /JclMji't'f />' 
for  tlits  journal. 

It  is  of   advantage   to  submit    typewritten    manuscript;   it  avoids 

CHANCE  OF  ADDRESS.    Subscribers  chancing  their  a 
should  immediately  notify  us  of  their  present  and  pjsl  locations.     rVt 
■    ibh   lor   non-receipt    of    the   Journal  in 
I    nnltss  tie  arc  thus  notified. 
ILL  Hal/tones,    line    etchings    and    other    illus- 

-.Hi,    be    jurmshed    by    the    publishers    when    photographs    of 
,ire  supplied  by   the' author. 


percentage  of  persistent  chest,  bone  and  even   ;ofl 
part  sinuses  that  have  mocked  repeated  efforts  with 
the  knife,     li  is  ;it  once  the  simplest  and  the  must 
useful  treatment  of  these  lesions  that  ha    been  con 
tributi  d  m  nudi \  years.     \\ .  M.  B. 
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BECK'S  BISMUTH   PASTE. 

Reports  of  nitrite  and  of  bismuth  poisoning  fol- 
lowing the  use  of  Beck's  bismuth  pastes  are  far 
less  frequent  in  the  literature  now  than  they  were 
soon  after  the  introduction  of  this  method  of  treat- 
ing sinuses,  when  its  dangers  and  its  technique 
were  less  understood.  Nevertheless,  one  may  still 
see  from  time  to  time  a  severe  stomatitis  or  other 
evidence  of  poisoning  by  the  probably  too  liberal 
us<  of  a  bismuth  paste. 

On  the  assumption  that  the  beneficent  action  of 
the  paste  is  largely  mechanical  and  that  the  bis- 
muth exercises  no  specific  local  eflfect  on  the  tissues, 
substitutes  for  it  have  been  employed.  Zinc 
oxide  has  been  thus  used  and  in  the  Journal  of  the 
American  Medical  Association,  July  29,  J.  R. 
Mitchell,  of  Ft.  Worth,  reports  his  use.  with  good 
results,  of  a  mixture  of  equal  parts  of  chalk  and 
petrolatum. 

If  one  of  these  or  some  other  non-toxic  metal 
proves  a  satisfactory  substitute  for  bismuth  the  only 
objection  to  the  use  of  Beck's  method  will  be  over- 
come. While  on  the  one  hand,  rationale  of  the 
bismuth  paste  has  not  been  clearly  established — 
except  by  its  clinical  results — a  purely  mechanical 
action  of  that  mixture,  or  of  any  other  metal  and 
raseline  mixture,  equally  remains  to  be  explained. 

Whatever  its  modus  operandi,  Beck's  bismuth 
paste  cures — often  with  a  single  injection — a  large 


1  111.    CON  riNUED    SE  \K<  11     Ft  >k    SKIN 
DISINFECTING    METHODS, 
introduction  bj   Grossich  of  the  disinfection 
of  the  operating  field  bj    simplj    painting  the  drj 
skin   with   tincture   of   iodine,   marked   at    once   thi 
widest   departure   from,  and  the  most   satisfai 
substitute  for,  the  mor<    familiar  method  bj 
bing  with  snap  and   water  and   laving   with  ethei 
and  with  alcohol.     The  ver)  simplicity  ol  Grossich's 
inellb.il    lias   made   some   timid    surgeons   hesilati     to 
discard   what  seemed   fundamental  to  surgical  skin 
cleansing — soap  and   water     but   abundant   experi 
ence  has  shown  that  the  iodine  method  is  11/  least 
as  reliable  as  the  older  and  more  time-consuming- 
processes  ;  and,  in  fact,  its  adoption  as  the  routine 
in    surgical    clinics    is    becoming    more    and    more 
general. 

The  real  objections  to  the  iodine  plan  of  skin 
disinfection  are  few  and  not  serious.  The  one 
most  to  be  considered  is  the  production  of  derma- 
titis of  greater  or  less  severity.  The  number  of 
individuals  who  are  susceptible  to  very  slight 
amounts  of  iodine  is  very  small,  and  for  the  others 
dermatitis  can  be  avoided  by  using  a  weak  tincture 
(the  Mayos  use  3  per  cent,  only)  and  by  washing 
off  the  excess  of  iodine  after  the  operation  with 
alcohol  or  ether. 

In  a  recent  number  of  Zcntralblatt.  f.  Chirurgie 
(May  13.  I'jin.  Propping  expressed  the  belief 
that  the  Grossich  method  was  responsible  for  an 
increase  in  the  number  of  cases  of  post-operative 
intestinal  adhesions.  Whether  or  not  his  observa- 
tion is  correct,  his  warning  that  the  intestines 
should  not  be  allowed  to  come  in  contact  with 
iodine-painted  skin  is  quite  reasonable;  but,  in  fact, 
with  proper  toilet  of  an  abdominal  operation  such 
contact  does  not  take  place. 

The  employment  of  iodine  on  the  skin  for  a 
goiter  operation  is,  of  course,  contradicted,  and  its 
use  on  the  face  is  inelegant.  Discoloration  of  the 
skin  by  iodine  is  a  disadvantage  in  the  removal  of 
nevi  and  other  lesions  whose  outlines  would  be  thus 
obscured. 

Prof.  Konig  set  himself  the  task  to  find  a  color- 
less, non-irritating  rapid  skin  disinfectant  to  replace 
iodine  on  the  field  of  operation,  and  this  he  has 
found,  he  says,  in  an  alcoholic  solution  of  thymol. 
In  Zcntralblatt  f.  Chirurgie,  June  17,   191 1,  Konig 
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and  Hoffmann  report  their  experimental  and  clini- 
cal results  with  "thymolspiritus."  They  report 
that  if  a  dog's  (shaved)  skin  is  painted  with  I  per 
•cent,  solution  of  thymol  in  60  per  cent,  alcohol, 
pieces  of  the  skin  removed  at  intervals  of  one  to 
fifteen  minutes  thereafter  show  no  growth  in 
bouillon  even  at  the  end  of  three  days.  For  human 
"beings,  however,  they  used  5  per  cent,  thymol  solu- 
tions in  alcohol,  and  their  expeience  in  130  unse- 
lected  cases,  leads  them  to  assert  that  the  results 
■of  "thymolspiritus"  rapid  disinfection  are  at  least 
as  good  as,  if  not  superior  to,  those  of  iodine. 

The  solution  is  used  in  about  the  same  way  as 
iodine.  Over  the  dry  skin  one  application  is  made 
five  to  ten  minutes  before  operation  and  another 
two  to  three  minutes  before.  The  thymol  produces 
a  hyperemia  and  sense  of  warmth.  In  no  case  did 
any  eczema  develop :  in  a  few  cases  the  too  free 
use  of  the  thymol  caused  some  blistering,  however. 
The  kidneys  showed  no  effects.  Thymol  is  cheaper 
than  iodine. 

To  avoid  the  irritating  effects  of  tincture  of 
iodine,  Ellice  McDonald  recommended  (Medical 
Record,  April  25,  191 1)  a  two  per  cent,  solution 
of  iodine  in  carbon  tetrachloride  well  rubbed  into 
the  skin.     He  has  used  this  for  three  years. 

In  the  August  issue  of  Annals  of  Surgery, 
O.  W.  H.  Mitchell,  of  Columbia.  Mo.,  discusses  the 
"'<  rermicidal  and  Osmotic  Actions  of  Picric  Acid." 
He  quotes  Ehrenfried  as  reporting  a  saturated 
(1.2  per  cent.)  solution  of  picric  acid  to  be  fifty 
times  more  germicidal  than  1  per  cent,  phenol  solu- 
tion. Mitchell  adopted  the  clinical-laboratory 
osmosis  tests  of  penetration  and  germicidal  action 
■established  by  Seelig  and  Gould  (Surgery,  Gyne- 
cology and  Obstetrics.  March.  191 1)  and  found 
that  "no  germicidal  action  was  shown  after  sixty 
minutes  exposure  when  the  skin  and  abdominal 
muscles  were  used.  When  the  met.cntery  was  used 
B.  typlwsus  was  killed  in  15  minutes  with  a  1  per 
cent,  picric  acid  solution,  in  1 1  minutes  with  a  1 
per  cent,  alcoholic  solution,  and  in  15  minute-  with 
r  cent,  alcohol."  At  Mitchell's  request  picric 
acid  solution  was  used  by  Dr.  Nifong  as  a  disin- 
fectant of  the  skin  in  19  laparatomies.  It  is  ap- 
plied as  a  1  per  cent,  alcoholic  solution  after  wash- 
ing with  soap  and  water  the  day  before,  and  again 
just  before  operation.  Smears  from  the  skin 
showed  no  growth  in  any  case  before  the  second 
application.  Mitchell  fails  to  report,  however,  on 
the  wound  healing.  The  picric  acid  penetrates 
rubber  gloves  sufficiently  to  stain  the  fingers  in 
prolonged  operations.  There  were  no  untoward 
effects  in  anv  case. 


We  have  at  least  a  few  methods  of  skin  disinfec- 
tion that  are  satisfactory,  but  none  that  is  ideal. 
"Sterilization"  of  the  skin  for  surgical  purposes  is 
a  problem  that  presents  many  difficulties — mechani- 
cal, chemical,  physiological — and  the  establishment 
of  each  new  method  develops  new  phases  of  this 
problem. — W.   M.  B. 


FRANK  P.  FOSTER. 

Dr.  Frank  P.  Foster,  dean  of  American  medical 
journalism,  died  on  August  13,  191 1,  at  the  age 
of  70.  For  thirty-one  years  he  was  the  editor  of 
the  New  York  Medical  Journal,  a  magazine  that 
grew  steadily  in  dignity  and  importance  under  his 
direction,  while  other  medical  publications  fell  by 
the  wayside.  The  greater  part  of  Dr.  Foster's  pro- 
fessional career  was  devoted  to  literary  medicine. 
In  addition  to  his  journal  work  he  edited  Foster's 
Encyclopedic  Medical  Dictionary,  a  massive  four- 
volume  work  that  took  twelve  years  to  prepare  and 
was  translated  into  seven  languages ;  the  Refer- 
ence Handbook  of  Practical  Therapeutics,  in  two 
volumes  and  the  1902  edition  of  Adler's  German 
and  English  Dictionary. 

A  master  of  Latin.  Greek  and  several  modern 
languages,  Dr.  Foster  was  a  scholar  of  academic 
type.  He  was  a  purist  in  literary  composition  and 
in  medical  nomenclature.  His  insistence  on  accu- 
rate terminology  and  elegance  of  expression  has 
been  an  influence  that  two  generations  of  medical 
authors  have  felt.  When  the  American  Medical 
Association  decided  upon  a  revision  of  the  medical 
nomenclature.  Dr.  Foster  was  naturally  chosen 
chairman  of  the  commission  and  wrote  the  reports 
presented  in  1909,  1910  and  191 1. 

A  brilliant  scholar,  a  polished  writer,  Frank  P. 
Foster  has  left  his  mark  on  American  medicine.  A 
sympathetic  friend  and  genial  companion,  he  will 
be  missed  by  all  those  who  had  the  privilege  of 
knowing:  him  in  his  hours  of  relaxation. 


SURGICAL  ESSENTIALS   (XEEF). 

With  this  issue  of  the  Journal  begins  the  series 
of  articles  by  Dr.  Neef.  As  previously  stated,  we 
feel  that  the  large  number  of  our  readers  will  be 
benefited  by  the  interesting  observations  contained 
in  the_-e  articles.  Dr.  Xeef  has  tried  to  give  in  de- 
tail the  many  points  which  are  so  valuable  and 
necessary  in  the  performance  of  surgical  opera- 
tions, and  if  some  descriptions  will  be  regarded  as 
simple  by  a  few  we  hope  the  reader  will  remember 
that  in  simplicity  there  is  perfection. 


G1CAI.   Soi 
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Surgical  Suggestions 


Severe    neuralgic    pain  over    the    bridge    of    the 

nose  indicates  pn  the  anterior  ethmoidal 

nerve   probably    due  -      ition   of   the 
:  ptum. 


Many    a    distressing    frontal    headache  may   be 

d  by  reducing  the  h_\  middle 

turbinate,    preferably    by    streaking    with  trichlor- 
acetic acid. 


The  healing  of  a  mastoid  wound  is  often  hast- 
ened by  fewer  dressings  and  allowing  Nature  to 
do  her  part  in  the  reparative  process. 


A  peritonsillar  abscess  as  a  rule  is  more  painful 
than  serious.     But  one  should  not  forget  that  pa- 
tients have  died  of  suffocation  and  that  erosion  of 
el  may  take  place  in  the  wall  of  the  cavity 
and  cause  death. 


A  -evere  sore  feeling  in  the  throat  is  frequently 
complained  of  by  nervous  individuals.  Close  in- 
spection will  show  numerous  fine  white  spots  sur- 
rounded by  a  red  areola — herpes. 


A  small  erosion  of  the  trachea  may  give  rise  to 
a  di.-tressing  hemoptysis  which  differs  from  a  hem- 
orrhage from  the  lungs  in  that  there  are  no  lung 
symptoms,  no  loss  of  weight  or  constitutional  symp- 
toms and  in  that  the  bleeding  occurs  in  small  lumps 
of  clotted  blood. 


Pressure  from  a  mediastinal  tumor  or  enlarged 
tubercular  glands  will  often  give  rise  to  an  irrita- 
tive condition  of  the  throat  which  can  in  no  way  be 
relieved  by  local  measures. 


Repeated  attacks  of  "hyperacidity"  usually  mean 
gastric  or  duodenal  ulcer — gastric,  if  the  pain  is  one 
or  more  after  eating  (Moynihan's  "hunger  pain"), 
hour  or  less  after  eating;  duodenal  if  three  hours 
and  probably  pyloric  if  about  two  hours  after  eating. 


If  a  patient  prepared  for  ureterolithotomy  has  a 
sudden  surcease  or  an  exacerbation  of  pain — and 
even  without  these  if  the  stone  is  quite  small — have 
a  fnal  skiagraphic  exposure  just  before  operating. 
If  the  stone  has  slipped  into  the  bladder  it  is 
better  for  both  patient  and  surgeon  to  discover  this 
by  the  x-ray  than  by  the  knife. 


Surgical  Sociology 

Ira  S.  Wile,  M.D. 
I  leptrtmenl  Editoi 


preliminary   stati  >ti<      i    hi  d   b)    tin-  Censu 
Bureau   as   far  a-  thej    deal   with   tin-  institul 
census    present    v<  figure        I  'risons, 

institutions    for   juvenile    delinquents,    almhi 
and  Institutions  for  the  insane  and   feeble-minded, 
'otm   the   li.i  i     ol    the   investigation,    The   figures 
an    ii«  il   quite  complete  at  th    pri   eni   I 

Ilk-  prison  population  on  Januarj    t,   1910,  was 

109,311;    tlu-   admissions   or   commitments    during 

eat    [910   were  462,530;  and  the   numbei    -1 

prisoners   discharged   during   the   year   on   i unl 

piration  of  sentence,  or  other  reasons,  includ- 
ing deaths,  were  458,996. 

tnu  ler  of  juvenile  delinquents  reported  in 
institutions   Eoi   thai  class  was  22,903. 

I'i'  nnmter  of  paupers  in  almshouses  on  Janu- 
ary   1.    rpio,    was   83,944.     The   number   admitted 
during  the  year  was  [06,457,  a1"'  tne  number  dis- 
dying   was   100,858. 

The  enumeration  of  the  insane  in  asylums  indi- 
cates a  very  striking  increase  in  this  class  of  the 
lation.  In  19  1  the  number  of  insane  in  in- 
stitutions was  150,151.  In  ](|io  this  numbei 
increased  to  [84,123,  an  increase  of  22.6  per  cent. 
in  six  years.  The  number  of  commitments  to  in- 
sane asylums  during  the  year  1904  was  :  ■ 
during  the  year  [910  was  59,628,  an  increa  e  1 
per  cent. 

In    1904  the   feeble-minded   in   institutions   num- 
bered  1  ki  )7 :  in   1010  the  number  was  20,199.    The 
number  of   commitments    for   tin's   class    in,    . 
from  2.590.  in    km  a.  to  3,848,  in   1910. 

When  the  completed  figures  are  available  there 
will  come  to  light  many  valuable  facts  regarding 
the  unfortunate  portion  of  the  community  that  is 
in  a  sense  parasitic,  and  grows  upon  society.  The 
result  of  our  humanity  is  especially  apparent  in 
the  increase, 1  number  of  commitments  of  the  in- 
sane and  feeble-minded.  The  large  number  of 
prison  offenses  docs- not  essentially  mean  that  the 
world  is  growing  worse  but  shows  that  the  num- 
ber of  offenses  lias  been  multiplied.  Many  of  the 
prisoners  are  counted  merely  because  of  imprison- 
ment for  the  non-payment  of  fines.  Another  group 
that  goes  to  swell  the  numbers  in  prison  is  the 
short-term  prisoners  committed  for  minor  offenses. 
The  resull  of  the  probation  system  are  not  to  be 
as  the  system  lias  had  too  short  a  trial  and 
in  too  small  a  section  of  the  country. 

The  new-  penology  that  takes  a  stand  for  the 
reformation  of  the  prisoner  and  his  ultimate  resto- 
ration to  society  as  a  useful  citizen  is  interested  in 
the  reduction  of  the  number  of  prisoners  through 
the  medium  of  the  indeterminate  sentence,  proba- 
tion colonies  for  inebriates.  The  health  and  wel- 
fare of  the  institutional  victim  is  of  current  prom- 
inence. Will  the  new  census  figures  shed  any  light 
on  the  morbidity  ratio  of  the  inmates  of  all  these 
institutions  as  compared  with  the  general  assumed 
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ratio  for  similar  age  groups  in  the  ordinary  walks 
of  life?  What  forms  the  greatest  cause  of  death 
among  long-term  prisoners  in  State  prisons?  How 
far  is  the  health  of  prisoners  protected  through  ade- 
quate sanitary  conditions  in  the  institutions?  How 
many  large  asylums  have  no  hospital  facilities? 
How  many  almshouses  and  workhouses  depend  for 
their  full  nursing  service  upon  the  inmates  them- 
selves ?  How  many  fail  to  provide  for  a  resident 
physician  but  depend  upon  the  more  or  less  regular 
visitation  of  some  non-resident  medical  man  ?  In 
how  many  places  is  there  any  segregation  of  the 
tuberculous  or  the  sufferers  from  active  venereal 
diseases?  It  is  to  be  regretted  that  there  is  such  a 
paucity  of  information  regarding  the  medical  and 
surgical  administration  of  these  institutions  that 
are  caring  for  a  large  part  of  the  general  popula- 
tion. What  is  the  general  relation  of  the  health 
of  the  inmates  throughout  those  institutions  where 
the  prisoners  are  employed  as  contrasted  with  in- 
stitutions that  still  humiliate  convicts  by  enforcing 
idleness  or  permit  a  quasi  peonage  ?,\Vhat  is  the 
incidence  of  accidents  among  prison  laborers  and 
artisans  as  compared  with  the  ratio  among  workers 
in  similar  trade  in  free  competition  ? 

Alienists,  surgeons,  medical  men,  laboratory 
workers,  research  students  should  have  an  unusual 
opportunity  for  extending  the  knowledge  of  science 
through  the  careful  daily  supervision  of  the  multi- 
tude who  are  incarcerated  at  the  expense  of  the 
public.  Thus  at  least  would  the  careers  of  these 
delinquents  be  of  ultimate  good  to  the  community. 
It  has  already  been  suggested,  and  in  a  few  places 
put  into  practice,  that  inmates  of  prisons,  incur- 
ables, defectives,  should  be  utilized  for  the  pur- 
pose of-  human  experimentation  in  the  interest  of 
humanity.  While  this  idea  might  appeal  to  the 
zoophilist  it  is  hardly  in  accord  with  the  general 
plan  of  caring  for  the  sick  and  even  the  sharers 
of  the  festive  boards  at  almshouses  are  to  be  placed 
in  the  category  of  the  sick  or  suffering. 

The  entire  subject  of  surgery  in  penal  institu- 
tions will  bear  investigation  and  invites  study. 
The  restoration  of  mental  competence,  through  the 
removal  of  brain  tumors,  raising  depressed  frac- 
tures that  have  long  since  healed,  even  the  re- 
moval of  tonsils  and  adenoids  for  the  benefit  of 
imbeciles  should  receive  careful  records.  We 
would  call  attention  tp  Dr.  Axtell's  recent  articles 
in  this  journal  on  the  etiologic  relationship  of 
acute  angulation  and  flexure  of  the  sigmoid  to 
epilepsy.  The  repair  of  hernia,  cure  of  varicose 
ulcers  or  removal  of  varicose  veins,  the  correction 
of  deformities,  all  have  a  place  in  the  surgery  of 
reform  institutions.  Especial  stress  might  well  be 
given  to  the  various  surgical  complications  of  the 
venereal  diseases.  For  the  value  that  should  be 
possessed  by  a  knowledge  of  the  relation  of  surgi- 
cal conditions  to  the  mental  and  moral  weaknesses 
of  the  inmates  of  penal  institutions,  there  is  a  pau- 
city  of  figures  and  literature  that  does  not  reflect 
credit  upon  the  surgical  attendants  of  the  institu- 
tions in  question. 

The  medical  and  surgical  care  of  the  victims  of 


life's  grind  should  receive  more  aggressive  atten- 
tion from  the  men  who  should  be  in  the  van  of 
every  reform  movement  for  health — the  true  phy- 
sician. 


The  general  movement  for  the  correct  registra- 
tion of  accidents  and  industrial  diseases  is  being 
crystallized  into  law.  The  following  legislation 
in  the  State  of  Xew  York  is  of  interest  and  de- 
serves the  full  attention  of  the  practitioners  of  this 
State. 

"58.  Industrial  poisonings  to  be  reported.  1.  Every 
medical  practitioner  attending  on  or  called  in  to  visit  a 
patient  whom  he  believes  to  be  suffering  from  poisoning 
from  lead,  phosphorus,  arsenic  or  mercury  or  their  com- 
pounds, or  from  anthrax,  or  from  compressed  air  illness, 
contracted  as  the  result  of  the  nature  of  the  patient's  em- 
ployment, shall  send  to  the  commissioner  of  labor  a  notice 
stating  the  name  and  full  postal  address  and  place  of  em- 
ployment of  the  patient  and  the  disease  from  which,  in 
the  opinion  of  the  medical  practitioner,  the  patient  is  suf- 
fering, with  such  other  and  further  information  as  may 
be  required  by  the  said   commissioner. 

"2.  If  any  medical  practitioner,  when  required  by  this 
section  to  send  a  notice,  fails  forthwith  to  send  the  same, 
he  shall  be  liable  to  a  tine  not  exceeding  ten  dollars. 

"3  It  shall  be  the  duty  of  the  commissioner  of  labor  to 
enforce  the  provisions  of  this  section,  and  he  may  call 
upon  the  State  and  local  boards  of  health  for  assistance. 

"§2.  This  act  shall  take  effect  September  first,  nineteen 
hundred  and  eleven." 


Book   Reviews 


Applied  Anatomy.  The  Construction  of  the  Human 
Body  Considered  in  Relation  to  its  Functions,  Diseases 
and  Injuries.  By  Gwilym  G.  Davis,  Associate  Pro- 
fessor of  Applied  Anatomy,  University  of  Pennsyl- 
vania; M.D.,  Univerities  of  Pennsylvania  and  Goettin- 
gen ;  Member  Royal  College  of  Surgeons,  England; 
Surgeon  to  the  Episcopal,  St.  Joseph's  and  the  Oitho- 
pedie  Hospitals,  etc.,  etc.  Octavo;  630  pages;  630  illus- 
trations, mostly  from  original  dissections  and  many  111 
color  by  Edwin  F.  Faber.  Philadelphia  and  London  : 
J.  B.  Lippincott  Company,  1911. 

The  appreciation  that  anatomical  facts  which  appeared 
trivial  or  academic  in  his  student  days  become  of  profound 
importance  in  practice  comes  to  every  physician  sooner  or 
later.  Indeed,  it  may  be  safely  said  that  much  of  the 
progress  of  clinical  surgery  and  of  surgical  technic  in 
particular  is  based  on  a  closer  and  more  detailed  study  of 
anatomy.  Witness  the  knowledge  of  anatomy  required  in 
tendon  and  nerve  transplantation,  some  of  the  newer  plas- 
tic operations  on  joints  and  many  of  the  more  recently 
described  operations  for  hernia.  The  amount  of  anatom- 
ical learning  required  by  the  modern  physician  is  infinitely 
greater  than  that  required  even  a  decade  or  two  ago. 

In  the  strictest  sense,  all  anatomy  is  "applied,"  or  at 
least  will  eventually  become  so  when  medicine  and  surgery 
have  reached  their  maximum  of  development.  Until  this 
consummation  is  attained,  a  distinction  between  "applied" 
anatomy  and  "systemic"  anatomy  is  necessary.  By  applied 
anatomy  we  refer  to  the  description  and  application  of  such 
anatomical  data  as  have  a  bearing  upon  clinical  medicine 
or  surgical  technique;  or,  as  the  author  has  recently  put  i; 
in  his  substitute,  "the  construction  of  the  human  body 
considered  in  relation  to  its  functions,  diseases  and  in- 
juries." 

We  believe  the  author  has  accomplished  his  task  ad- 
mirably.    His  descriptions   are  short,  clear  and   unencum- 
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■  ,  that  arc  not  of  the  strictest  clinical  import 

The  application  of  I  to  clinical  medicine  anil  sur- 

ly but  adequately  considered.     The  i 
ance  of    anatomical    landmarks    and    structure    to 
technic    is    duly    emphasized,    and,    whenever    nei 
surgical  operations  are  briefly  described.     Tl 

lanced  and  eminently  readable. 
The  illustrations  are  as  important  a  nature  oi  Lh< 
as  the  text,     i  ted  and  reproduced 

and  ha  ted  with  taste  and  judgment.    TI 

nearly  all  original.     The  illtistrai  n  sections  in 

the  appendix  are  admirable  and  highly  u 

Modern  Diagnosis  and  Treatment  of  Diseases  of  Chil- 
dren, se  on  the  Medical  and  Surgical  Dis- 

phasis 
upon  Clinical  Diagnosis  and  Modern  Therapeutics.  For 
practictioners  and  students  of  medicine.  By  Herman 
B.  Sheffield,  M.D.     Octavo:  606  p  riginal 

halt-tone  photo-engravings  and  numerous  smaller  illus- 
trations, some  in  colors.  Philadelphia;  F  V  Davis 
Company;  1911. 

Practical  volumes  on  pediatrics  that  are  not  befuddled 
ry  are  always  welcome.  ins  his  book 

with  a  very  simple,  though  detailed  description  of  the 
method  of  examining  children  with  a  view  to  securing  a 
complete  physical  "status."  There  is  strangely  lacking  any 
reference  to  the  mental  development  of  the  normal  child 
to  serve  as  the  basis  for  later  discussion  of  the  mental 
diseases. 

The  chapter  on  prevention  and  control  of  disease  has 
much  of  merit,  but  it  seems  rather  odd  to  find  the  discus- 
sion of  infant  feeding  only  under  this  head.  Only  24 
pages  are  given  to  the  subject  of  nutrition,  and  this  is  woe- 
fully inadequate.  The  author  favors  top-milk  feeding — 
with  the  upper  18  ounces  of  a  bottle  of  milk.  A  curious 
errors  occurs  on  page  75  in  the  statement  that  the  writer 
was  chief  of  one  of  the  milk  depots  of  the  charity  organi- 
zation society,  when  he  meant  to  say  a  depot  under  the 
control  of  the  Xew  York  Milk  Committee. 

The  general  arrangement  of  the  book  is  commendable. 
and  the  illustrations  are  well  chosen  and  excellently  repro- 
duced. The  total  omission  of  pathology  is  possibly  of 
some  value,  though  it  weakens  the  general  force  of  thq 
remarks  on  treatment.  As  a  result  of  this  there  is  insuffi- 
cient reference  to  the  symptoms  that  are  to  be  derived 
from  the  study  of  the  blood  and  the  various  excreta.  The 
value  of  the  volume  as  far  as  surgery  is  concerned  may  be 
judged  by  the  fact  that  talipes  is  given  one-half  a  page, 
while  hernia,  save  the  umbilical  type,  are  not  discussed. 
Surgery,  from  the  standpoint  of  diagnosis  is  not  enriched 
in  its  literature.  The  medical  phases  of  the  book  are  of 
value  merely  in  expressing  the  views  of  the  writer,  which 
are  not  always  in  accord  with  those  colleagues  dealing  with 
similar  subjects. 

The  History  of  Medicine.  Philosophical  and  Critical, 
from  its  Origin  to  the  Twentieth  Century.  By  David 
Allyn  Gorton.  In  two  volumes.  Small  octavo;  932 
pages;  illustrated.  Xew  York  and  London:  G.  P. 
Putnam's  Sons  and  The  Knickerbocker  Press,  1910. 

To  call  this  work  "The  History  of  Medicine"  is  a  per- 
version of  the  meaning  of  both  the  words,  "the"  and  "his- 
tory." The  first  volume  begins  promisingly.  Gorton's  di- 
vision of  medical  progress  into  such  periods  as  the 
Mythical,  Hippocratic.  Aristotelian,  Medieval  and  the  Re- 
naissance appears  both  logical  and  workable.  His  account 
of  Hippocrates  is  passable.  From  Hippocrates  he  passes 
to  Aristoteles  and  from  him  almost  directly  to  Galen.  It 
is  amusing  to  read  that  "Galen's  observations  of  the  pulsa 
have  been  superseded  by  the  studies  of  John  Mason  Good 
(whoever  he  may  be)  and  by  the  introduction  of  the 
Sphygmograph,  the  invention  of  Dr.  Dudgeon,  of  London 
in  1870."  Marcy  is  not  even  in  the  index.  Here  we  may 
note,  in  passing,  that  Heraphilus  is  recorded  as  the  discov- 
erer of  the  circulation  of  the  blood!  In  the  fourth,  or 
Medieval   period,    we   find    short   sketches   of  the   Arabian 


school.   Avicenna,    \  Rogei    Bacon  is  given 

ii      ■  I.  .'.     i  ii   religion  and  some 

of  his  d  '  ■    dulj    i  i  iii'  d,     We  won- 

■  ■  hy  this  philosopher  was  dragged  into  a  hi  torj   oi 

until   we  d  raph   which   related 

ihilosopher's  sto im       PI  il phers 

in  fact,  arc  dragged  into  the  narrative  frequently;  in  most 

instance-,    it   set  to   met  luthi  'i  ! 

taste  for  disputation.     Even  here  Gorton  reveals  an  amaz- 
ing self-assurance  and  utter  dicta  with  an  almo  I  reckle 
ti.     I  le  attacks  the  p   ilosoph;    oi    Ba  i  m  and    I >' 
cartes  in  sweeping  phrases      Hen   is  his  su larj  ol   Des 

(Di  -ii n  as  a 

pi  i  ii.  tui  al  genii  [sic]  •    he  h  i  utter 

and  proclaim   imaginary   views   of   the   unknown.      Had    lie 

i   would  lia>.  e  i  t,  and  had  m 

following  am  cience.     Had   Di     art     devoted 

himself  lately  to  medicine  he  would  have  distinguish!  d  him- 
self as  the  prince  of  quacks." 

The  fifth  period,  or  thai  oi  thi  Renai  ance,  o  rich  in 
names  of  the  first  magnitude,  Servetu  .  Harvey,  Vesahus, 
Falloppius,  Pare,  Sydenham,  Malpighi,  Boerhaave,  etc.,  af- 
fords scope  for  a  brilliant  essay,  but  here  the  author  fails 
miserably.  As  an  instance,  we  need  only  note  that  in  tha 
story  of  the  discovery  of  the  circulation  of  the  blood  the 
author  fails  utterly  to  trace  the  development  of  this  elis- 
or its  profound  influence  on  subsequent  medical 
thought.  The  miserably  short  account  of  such  a  pioneer 
as  Vesalius  is  not  even  dignified  by  the  dates  of  his  birth 
and  death,  and  his  only  contributions  to  medicine  are 
summed  up  in  the  bare  statement  that  he  first  practiced 
dissection  on  the  cadaver,  and  that  he  disputed  the  su- 
premacy of  Galen. 

The  second  volume,  which  concerns  itself  with  what  the 
author  terms  the  sixth  period,  embracing  the  Nineteenth 
Century,  is  a  hopeless  jumble  of  misinformation,  undi- 
gested data,  distorted  viewpoints  and  profound  ignorancc. 
There  is  barely  a  page  which  is  not  open  to  criticism. 

In  the  first  place.  Gorton's  division  of  the  century  into 
decades,  each  decade  representing  an  era,  is  artificial,  un- 
warranted and  totally  subversive  of  all  historical  canons. 
What  right  the  author  had  to  label  the  second  decade  "the 
era  of  sects  and  sectaries,"  the  sixth  of  "quackery"  and 
the  seventh  of  "etiology"  is  beyond  us  to  fathom.  As  an- 
other consequence  of  his  artificial  division  we  find  the  most 
extraordinary  association  of  biographies  in  these  so-called 
"eras."  In  the  fifth  decade,  for  instance,  we  find  (in  the 
order  in  which  thev  are  mentioned)  Bell  (1774-1842),  Sar- 
ruy  (1798-1842).  Brodie.  Willard  Parker  (1800-1884). 
Bigelow,  Oliver  Wendell  Holmes,  von  Graefe,  Langenbeck, 
Billroth  (1829-1894),  Dupuytren  (1777-1835),  Gross,  Vel- 
peau   (1795-1867),   MacDowell,  Wells,  Warton  and   Lister. 

The  biographies  are  remarkable,  some  by  their  vacuity 
and  some  by  the  evident  gross  ignorance  of  essential  data. 
Here  are  one  or  two  typical  ones:  "Oliver  Wendell 
Holmes  was  one  of  the  stars  of  Harvard ;  the  brightest, 
perhaps,  in  the  Boston  firmament  at  this  time.  He  held 
and  filled  the  chair  of  anatomy  in  that  institution — and 
wrote  poetry  in  prose  and  verse.  His  chief  contribution 
to  medicine  was  a  word  'anaesthesia'  to  characterize  insen- 
sibility produced  by  ether  and  chloroform."  "Carl  Ferdi- 
nand von  Graefe,  who  was  the  first  professor  of  surgery 
[sic]  at  the  Berlin  University,  which  was  founded  in  1808. 
with  von  Humboldt  at  its  head;  Johann  Frederick  DiefTen- 
bach,  a  surgeon  of  equal  skill,  who  followed  him  in  that 
university,  the  first  to  use  strabotomy  [sic]  in  strabismus." 
Instances  of  this  sort  could  be  endlessly  multiplied. 

The  pages  are  replete  with  statements  which  it  would 
be  charitable  to  call  inaccuracies.  Diphtheria  antitoxin  is 
called  "a  culture  of  the  Kleb-Loffler  diphtheria  bacillus."" 
Koch  discovered  the  comma  bacillus  of  tuberculosis.  The 
gonococcus  was  discovered  by  Nissl.  Pasteur's  treatment 
of  rabies  "Consists  of  cultures  made  from  the  rabic 
microbe  obtained  from  the  saliva  of  the  rabid  dog,  atten- 
uated to  such  a  degree  as  experience  has  found  to  be  most 
efficient."  Errors  of  omission  are  similarly  conspicuous. 
The  most  glaring  instances  of  this  are  the  complete  ab- 
sence of  any  mention  of  Semmelweis  and  Claude  Bernard 
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history  (?)  would  occupy  a  volume.  We  have  said  enough 
however,  to  show  that  this  work  is  from  every  point  of 
view  worthless. 

It  may  be  of  interest  to  report  that  Dr.  Gorton's  biog- 
raphy in  "Who's  Who"  states  that  he  is  79  years  old  and 
a  graduate  of  the  New  York  1  lygeio-Therapeutic  Collegs 
111   1858.     This  accounts  for  many  things. 

Diseases  of  the  Stomach  and  Intestines.  By  Boardman 
Reed,  M.D.,  Consulting  Gastro-Enterologist  to  the 
Pattenger  Sanitarium,  Monrovia,  Cal. ;  Consulting 
Physician  to  the  Carey  Sanatarium  and  Hospital,  Al- 
hambra,  Cal. :  Late  Professor  of  Disease  of  the  Gastro- 
enteric Tract.  Hygiene  and  Climatology  in  the  Depart- 
ment of  Medicine  of  Temple  University,  etc.,  etc.  Third 
Edition.  Thoroughly  revised  and  largely  rewritten. 
Octavo;  1.037  pages;  illustrated.  New  York:  E.  B. 
Treat  &  Co.,  1911. 

This  bulky  volume  comprises  S3  chapters  in  lecture  form. 
Many  of  the  author's  communications  to  medical  journals 
are  published  verbatim.  More  than  one-third  of  the  book 
is  devoted  to  the  general  aspects  of  gastric  and  intestinal 
diseases,  and  includes  anatomy,  physiology,  methods  of 
examination,  dietetics  and  methods  of  treatment.  The  re- 
mainder of  the  book  concerns  itself  with  the  special  dis- 
eases. The  discussion  is  somewhat  prolix,  not  very  pro- 
found, and  is  written  from  the  personal  viewpoint.  Refer- 
ences are  not  very  abundant,  nor  do  they  reveal  a  wide 
acquaintance  with  the  literature.  The  author's  views  are 
sound,  conventional,  and  his  treatment  judicious.  The 
book,  on  the  whole,  leaves  a  colorless  impression. 

Studies  in  Cardiac  Pathology.  By  George  William 
Norris,  A.B..  M.D..  Associate  in  Medicine  at  the  Uni- 
versity of  Pennsylvania,  Visiting  Physician  to  the 
Episcopal  Hospital,  Philadelphia,  etc.  Large  octavo; 
85  original  half-tone  illustrations.  Philadelphia  and 
London:  W.  B.  Saundeks  Co.,  1911.  Cloth,  $o.00 
net. 

Ih  the  preface  to  his  book,  Norris  states  that  "No  attempt 
has  been  made  to  publish  a  complete  work  on  the  path- 
ology of  the  heart,  the  text  being  mainly  in  the  form  of  ai) 
explanation  and  an  elucidation  of  the  illustrations,  and  but 
little  space  has  been  devoted  to  the  microscopic  tissue 
changes."  The  book  does  contain  an  unusual  number  of 
excellent  photographs  covering  a  large  variety  of  heart 
lesions,  both  congenital  and  acquired,  acute  and  chronic. 
The  description  of  the  plates  and  the  account  of  the  patho- 
genesis and  anatomy  of  the  lesions  are  clear,  and  have 
been  written  with  wide  knowledge  of  the  literature,  both 
that  of  the  specific  theme  and  that  of  collateral  subjects. 
The  work  is  especially  valuable  as  a  guide  to  lesions  in- 
volving the  valvular  apparatus  of  the  heart. 

Much  stress  has  been  laid  on  the  relation  of  rheumatism 
to  abnormalities  of  the  heart.  Although  statistics  have 
been  diligently  collected,  it  is  unfortunate  that  their  tabu- 
lation is  not  so  clear  as  might  be  desired.  Another  chap- 
ter where  more  clearness  might  have  been  desirable  is  that 
on  simple  and  malignant  endocarditis.  The  subject  is  dif- 
ficult at  present,  but  the  peculiar  subacute  infectious 
disease  caused  by  the  streptococcus  viridens.  often  con- 
sidered rare,  but  now  regarded  as  not  uncommon,  might 
have  received  greater  emphasis  as   a  pathological   entity. 

The  book  is  welcome  as  a  summary  of  the  changes  tak- 
ing place  in  the  endocardium  and  in  the  valvular  apparatus. 
At  this  time,  however,  when  physiological  advance  is  teach- 
ing new  and  surprising  things  about  the  heart  muscle,  one 
cannot  but  think  that  the  value  of  the  work  would  have 
been  much  enhanced  by  the  addition  of  chapters  dealing 
with  these  phases  of  pathological  anatomy  more  espe- 
cially, since  it  is  here  that  the  solutions  for  a  number  of 
problems  in  clinical  pathology  are  possibly  to  be  found. 
Though  the  industry  displayed  in  the  collection  of  the 
material  in  the  book  and  its  value  are  appreciated,  one 
may  be  pardoned  for  insisting  that  the  interest  of  the 
general  medical  public  be  directed  to  the  heart  as  a  whole 
more  especially   to   its   muscular   and   nervous   mechanism. 


slight  as  our  knowledge  of  them  still  is,  rather  than  solely 
to  the  gross  changes  which  occur  in  the  lining  membrane 
and  the  vascular   supply  of   this  organ. 

Golden  Rules  of  Pediatrics.  Aphorisms,  observations  and 
precepts  on  the  science  and  art  of  pediatrics.  Giving 
practical  rules  for  diagnosis  and  prognosis,  the  essent- 
ials of  infant  feeding  and  the  principles  of  scientific 
treatment.  By  John  Zahorsky,  A.B.,  M.D.  With  an 
introduction  by  E.  W.  Saunders,  M.D.  Second  Edition. 
Octavo.     St.  Louis:    C.  V.  Mosby  Co.,  1911.    $2.50. 

Books  of  suggestion  are  always  valuable.  Despite  an 
old-fashioned  verbose  title  this  handy  volume  contains 
much  interesting  information  presented  in  concentrated 
form.  As  the  first  edition  of  the  book  now  gives  way  to 
the  second  edition  it  appears  certain  that  a  book  of  medical 
maxims  is  of  service  to  the  profession.  For  pediatric  sug- 
gestions he  general  practitioner  will  find  this  work  of  con- 
siderable service. 

Spezielle  Chirurgische  Diagnostik  fur  Studierende  und 
Artzte.  Bearbeitet  von  Dr.  F.  De  Quervain,  O.  O., 
Professor  der  Chirurgie  und  Direktor  der  Chirurgis- 
chen  Klinik  in  Basal.  Large  octavo;  730  pages;  462 
illustrations,  and  4  plates.  Third,  enlarged  edition. 
Leipzig:  F.  C.  W.  Vogel,  1911.     Price,  16  Marks. 

The  difference  in  size  and  completeness  between  a  mod- 
ern text-book  on  surgical  diagnosis,  and  one  of  twenty 
years  ago,  is  striking.  To-day  the  advances  in  surgery, 
permit  of  autopsy  "in  vivo"  and  consequent  increase  in  our 
knowledge  of  early  stages  of  diseases.  The  laboratory  is 
called  in  to  assist  blood  culture,  bloodcount,  bacteriology, 
histological  reports,  etc. ;  special  methods  of  examination — 
cystoscopy,  A'-ray,  etc — are  employed  as  a  matter  of  course, 
and  the  usual  clinical  tests  have  multiplied  and  gained  in 
accuracy  and  completeness.  Consequently  the  task  of  pre- 
paring a  clear,  coherent  and  not  too  complicated  text- 
book, which  is  to  embrace  such  an  extensive  field  as  that 
of  surgical  diagnosis  of  the  entire  body,  has  grown  more 
difficult.  Many  attempts  to  accomplish  this  almost  impos- 
sible feat  have  been  made,  but  few  authors  have  com- 
pleted  their  task   with   the   success   of   De  Quervain. 

In  order  to  keep  this  volume  within  reasonable  limits  the 
author  has  merely  mentioned  when  laboratory  methods  or 
special  aids  are  indicated,  but  has  rigidly  refrained  from 
entering  into  any  description  of  their  mode  of  application. 
On  the  other  hand,  he  has  employed  skiagrams  with  lavish 
profuseness.  Both  these  and  the  numerous  photographs 
are  well  selected,  beautifully  executed  and  really  serve  to 
illustrate  the  conditions  described.  The  illustrations  are 
small  in  size,  thus  occupying  little  space,  but  they  have  not 
lost  either  in  clearness  or  in  artistic  effect  by  their  reduc- 
tion. Nor  has  the  reader  the  impression  that  some  of  the 
pictures  have  been  used  as  "padding,"  as  so  frequently 
happens  at  the  present  day. 

The  text  also  shows  excellent  judgment.  The  complete- 
ness of  description  is  accurately  apportioned  to  the  fre- 
quency and  importance  of  the  disease  discussed,  although 
the  rarer  diseases  are  by  no  means  overlooked.  Chapters 
to  be  especially  commended  are  those  treating  of  brain 
and  spinal  cord  lesions,  the  descriptions  of  abdominal  con- 
ditions and  particularly  that  on  appendicitis  in  which  a 
series  of  colored  diagrams  illustrate  the  various  methods 
and  degrees  of  extension  of  the  disease.  More  than  200 
pages  are  devoted  to  the  surgery  of  the  extremities. 

In  his  introduction  the  author  warns  his  readers  that 
efforts  at  making  a  correct  diagnosis  should  never  be  al- 
lowed to  harm  the  patient  by  the  employment  of  too  dan- 
gerous methods  of  examination,  or  by  allowing  the  best 
time  for  interference  to  pass  unheeded.  Throughout  his- 
book  he  faithfully  adheres  to  these  rules.  Innumerable 
concrete  examples,  extracts  from  case  histories,  lend  the 
interest  which  might  otherwise  be  lacking  and  serve  to  give 
this  volume  the  value  of  a  surgical  clinic. 

A  few  omissions  have  been  noted.  No  mention,  for  in- 
stance, of  phlebitis  of  the  legs  has  been  found  in  the  text, 
or  in  the  otherwise  complete  index.  Both  students  and 
practitioners  will  find  this  book  of  unusual  interest  and 
merit.  It  is  written  by  a  man  of  broad  views  and  will 
have  an  inspiriting  effect  on  its  readers. 
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The  Gastric  Weak  Line  in  Wounds  of  the  Abdominal 
Wall.     R.    T.    Morris,    New    Yorl  '    the 

American  Medit  .  17,  191 1. 

Morris  offers  an  explanation  oi  certain  cases  in  which, 
!',   the   wound   of   the  ah 

.'.    wall,   in    spite   of   apparent    primary    union    and    in 

trdly  a 
has  i  ■   ently  had  an  experi- 
ii  two  such  cases,  one  of  which  he  reports,  and  at 
tin-  same  time  heard  of  two  others  occurring  in  the  practice 
of  oth  find  anything  in  regard  to 

the   subject   in   the   literature,   it  occurred   to   him   that   the 
eviden  i  trophic  fault  was  sufficient  for  investiga- 

lines  suggested  by  Head,  relating  to  certain 
superficial  zones  which  are  knmvn  to  be  irritated  in  con- 
nection with  irritation  of  different  viscera.  Head  had 
that  when  we  have  ulcer  of  the  stomach,  the  sensory 
nerves  of  the  skin  are  irritated  in  a  zone  which  forms  a 
triangle,  the  base  of  which  is  at  the  linea  alba,  extending  be- 
tween the  ensiform  cartilage  and  the  navel,  with  its  apex 
at  the  ninth  intercostal  space.  It  seemed  to  Morris  that  we 
might  assume  that  trophic  disturbance  occurs  in  the  same 
superficial  area,  and  thus  account  for  the  failure  of  wound 
repair  in  these  cases.  Examining  the  right  Head  zone  in 
the  case-  reported,  he  found,  instead  of  hyperesthesia,  a 
distinct  lessening  of  sensation,  while  there  were  two  slight- 
ly hyperesthetic  spots  on  the  corresponding  zone  of  the 
other  side.  These  points  were  observed  independently  by 
his  assistant-  Sensation  in  the  zone  w:as  determined  to  be 
practically  normal,  hut  it  seemed  as  if  the  trophic  nerves 
which  were  similarly  distributed  were  irritated  simultane- 
ously with  the  sensory  nerves,  thus  affecting  the  process  of 
repair.  In  two  cases  experimented  with  by  blistering  in  the 
Head  zone,  one  of  gastric  ulcer  and  the  other  of  angina 
pectoris,  the  reaction  was  more  intense  within  the  Head 
and  lasted  twenty-four  hours  longer  than  in  a  distant 
test  area.  All  these  facts  seem  to  bear  out  the  theory  he 
has  offered  for  these  cases  of  failure  of  repair. 

Gastrointestinal  Hemorrhages  After  Operations.  (Ucber 
Magen — Darmblutungcn  nach  Opcrationcn.)  J.  R. 
ton  WixNiwARTF.R.  Vienna.  Archiv  fur  Kliniscke 
Chirurgie.    Vol.  95.  Part  I. 

Since  von  Eiselsberg  published  his  first  observation  on 
gastric  and  intestinal  hemorrhages  following  operations 
many  other  authors  have  written  on  the  subject. 
Most  of  them  are  in  accord  with  von  Eiselsberg's  theory  of 
the  causation  of  these  hemorrhages:  namely,  that  they  re- 
sult from  thrombotic  and  embolic  processes  in  the  territory 
of  the  gastrointestinal  circulation. 

The  author  has  studied  30  cases  of  gastric  and  intestinal 
hemorrhages  after  operation.  All  these  cases  were  oper- 
ated upon  for  acute  or  chronic  abdominal  conditions ;  17 
patients  died  after  the  operative  procedures.  At  the  post- 
mortem examinations,  in  most  of  the  cases,  very  little 
be  found  to  account  for  the  oft  times  profuse  bleed- 
ing during  life.  It  may  in  general  be  stated,  however,  th-it 
the  anatomical  alterations  consist  in  hemorrhages  into  the 
mucous  membrane,  hemmorrhagic  erosions,  or  small  ulcers. 
These  lesions  are  to  be  found  in  the  stomach  or  duodenum ; 
nainder  of  the  intestinal  tract  is  usually  negative. 
These  anatomical  changes  result  from  injury  to  the  cor- 
responding bloodvessels.  Such  injury  may  be :  1.  Blocking 
veins  from  retrograde  emboli  or  from  a  progressing 
venous  thrombosis:  or  2.  Paralysis  of  the  circulation  in 
localized  areas,  the  effect  of  the  circulating  poison  or,  in 
rare  cases,  the  result  of  an  affection  of  the  central  nervous 
system. 

The  gastrointestinal  hemorrhages  occur  most  frequently 
in  the  first  three  days  after  operation.  When  the  con- 
dition from  which  the  patient  is  suffering  is  not  fatal  the 
gastric  or  intestinal  lesions  rapidly  get  well :  the  lesions  are 


thus   Tiot    true   ulcers       The   prognosis    in   iudn  idu.iU    sutler 

u  profuse  hemorrhages  is,  in  the  presence  of  a  gen- 
eral in  fei  t  ion,   >  ei  ■ 

Treatment   of    Localized    Appendicular    Abscess.     Van 

I'.i  kin  Knott,  Sioux  '  ity.    Journal  American  Medical 

iation,  August  12,  li'l  l. 

Knott    discusses    the    question    whether    w<      hould    oi 

should  i  ippi  ndi  k  oi  t\  ei )  case  ol  localized 

In   the   last    iln  ee   y  at  -    he   has   opei 

e  .    l i.i i  plj  1'  icalized,  with  i  inh  thi  ee  di  ath 
in  none  oi  them  w;is  the  general  pentonr.il  cavity  infected 

These   results    were   infinitely    hitter   than    when   he   had   al 
lowed    tli-     appendix    to    remain    on    account    of    adhesions. 

using  only  incision  and  drainage      He  noticed  thai  in  the 
ra-.es  where  the  appendix  had  been  removed,  a  large  rubber 

drain    put    in    and    the    Fowler    position    einplo       !       mn 

was  uniformly  smooth  and  rapid.  By  separating 
the  adhesions  small  collections  ol  pu  were  cleaned  out, 
and  the  free  separation  of  adhesions  tends  largely  to  lessen 
the  danger  of  postoperative  obstruction.  With  thi  patien 
in  Fowler-  position  a  large  rubber  tube  will  drain  the  lowei 
peritoneal  pouch  much  more  rapidly  and  completely  than 
the  region  immediately  adjacent  to  the  cecum  can  he 
drained,  as  a  tube  in  the  latter  position  wull  be  more  rapidly 
shut  in  by  limiting  adhesions,  lie  gives  the  tcchnic  of  his 
operation.  The  incision  is  made  through  the  right  rectus 
muscle,  splitting  the  libers,  and  the  peritoneal  cavity  freely 
opened.  Gauze  packs  are  adjusted  to  prevent  escape  of 
litis  upward  or  toward  the  median  line  and  the  abscess 
cavity  freely  opened,  the  pus  mopped  out  and  the  appendix 
exposed  and  removed.  All  adhesions  separating  the  abscess 
cavity  from  the  lower  pelvis  are  now  freely  separated  and 
the  pus  or  sero-pus  found  in  the  lower  peritoneal  pouch 
mopped  up  with  sponges.  A  large  split  rubber  tube,  from 
one-half  to  one  inch  in  diameter  and  carrying  a  wick  of 
iodoform  gauze,  is  inserted  through  the  lower  end  of  the 
wound  to  the  bottom  of  the  rectal  vesical  pouch,  the  pro- 
tecting gauze  packs  are  removed  and  the  wound  closed 
down  to  the  tube  with  through  and  through  interrupted  silk- 
worm sutures.  The  patient  is  put  in  a  bed  with  the  head 
li  (rated  at  least  thirty  inches  from  the  floor  and  is  turned 
on  the  right  side,  which  position  is  maintained  for  twenty- 
four  hours.  Proctoclysis  is  kept  up  as  long  as  necessary. 
Water  is  allowed,  not  more  than  an  ounce  at  a  time  and 
frequently  repeated,  pain  is  controlled  by  morphin  and 
nourishment  is  withheld  for  forty-eight  hours  and  then 
given   sparingly. 

Subphrenic  Abscess  the  Result  of  Acute  Inflammation  of 
the  Vermiform  Appendix.  G.  C.  Ross,  Philadelphia. 
Journal  Am,  rican  Medical  Association,  August  12, 
1911. 
The  principal  points  to  be  noted  in  a  consideration  of 
subphrenic  abscess  complicating  appendicitis  are:  1.  The 
frequency  and  incidence  as  to  age.  sex.  etc.  2.  The  mode 
of  infection.  3.  The  anatomy  of  subphrenic  collections 
arising  from  disease  in  the  right  iliac  fossa.  4.  The 
symptomatology.  5.  The  treatment.  From  statistics  made 
by  him,  Ross  draws  the  following  inferences:  Subphrenic 
abscess  following  appendicitis  is  more  common  than  form- 
erly was  supposed  and  it  occurs  in  from  0.5  per  cent,  to  1 
per  cent,  of  all  cases  of  acute  appendicitis.  Various  au- 
thors have  agreed  that  infection  may  occur  as  a  part  of  the 
general  peritonitis:  by  direct  extension  up  the  lower  peri- 
toneal fossa?;  through  the  medium  of  the  portal  vein:  and 
by  lymphatic  extension  (a")  uo  the  right  peritoneal  cellular 
tissue  or  Chi  tin  the  lymphatics  around  the  deep  epigastric 
artery  to  the  falciform  ligament.  Ross  believes  that  the 
second  of  these  methods  of  approach  is  by  far  the  most 
frequent.  He  has  found  it  impossible  so  closely  to  deter- 
mine the  exact  anatomic  variety  of  subphrenic  abscesses  as 
has  seemed  possible  to  some  investigators  They  may  all 
be  grouped  into  those  of  the  right  and  left,  anterior  or 
posterior.  The  intraperitoneal  or  extraperitoneal  origin  is 
often  impossible  to  determine.  Pathologically,  subphrenic 
abscess  in  association  with  appendicitis  falls  into  three 
groups:  1.  Those  occurring  or  found  at  operation,  i.  e., 
an  immediate  and  primary  complication  of  the  disease:  2, 
those  making  themselves  manifest  as  late  or  postoperative 
sequelae  during  the  postoperative  stadium  ;  and  3,  cases  oc- 
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curring  a  long  time  after  the  primary  infection.  In  giving 
a  list  of  symptoms  of  subphrenic  abscess,  Ross  places  first, 
following  an  operation  for  appendicitis  without  evi- 
dence of  it  cause,  the  primary  incision  progressing  favor- 
ably. Second  in  importance  to  the  symptoms  of  genera! 
sepsis  are  the  signs  of  pulmonary  involvement  at  the  base 
of  the  lungs.  The  most  valuable  of  these  indications  is  the 
presence  of  a  more  or  less  marked  area  of  dulness.  In 
addition  to  this,  the  other  indications  of  a  collection  in  the 
pleural  cavity  are  often  found,  i.  e.,  lessened  breath  sounds 
and  fremitus.  The  abdominal  symptoms,  when  present,  are 
those  of  any  collection  within  the  abdomen.  The  treat- 
ment of  subphrenic  abscess  following  appendicitis  is  that 
of  any  other  collection  within  the  abdominal  cavity 
Thirty-one  cases  are  reported. 

Testing  the  Viability  of  Strangulated  Intestine.  S.  C. 
Plummer,  Chicago.  Surgery.  Gynecology  and  Ob- 
stetrics, June,  1911. 

Plummer  suggests  a  simple  method.  After  relieving  thf 
constriction  at  the  neck  of  the  sac.  reduce  the  affected 
part  of  the  intestine  into  the  abdominal  cavity,  but  retain 
a  portion  of  adjacent  and  contiguous  intestine  in  the 
wound  in  order  to  be  able  to  withdraw  and  inspect  the 
suspected  loop.  From  three  to  five  minutes  after  reduc- 
tion again  inspect  the  loop.  By  this  method  all  traction 
on  the  mesentery  is  avoided,  and  the  intestine  is  kept 
warm  and  moist  in  its  natural  habitat.  Contraindications 
for  employment  of  this  method  are  infection  of  the  hernial 
sac  or  advanced  impairment  of  circulation  with  beginning 
gangrene. 

A  Review  of  542  Cases  of  Prostatectomy.  E.  S.  Judd, 
Rochester.  Journal  American  Medical  Association, 
August  5.  1911. 
Judd  gives  an  analysis  of  all  the  cases  of  prostatectomy 
operated  on  previous  to  April  1.  1911,  in  St.  Mary's  Hos- 
pital, Rochester,  including  461  operations  for  benign  hyper- 
trophy, seventy-four  for  cancer,  and  seven  for  tuberculosis. 
Cancer  and  hypertrophy  were  noticed  together  in  several 
No  specific  etiologic  factors  were  determined  in 
these  cases  and  the  conditions  calling  for  operation  were 
twice  as  frequent  in  country  dwellers  as  in  those  living  in 
the  city  and  only  a  small  percentage  had  had  specific  in- 
fection. The  majority  were  operated  on  between  the  ages 
of  60  and  70  years.  Only  eleven  were  under  45.  and 
fifteen  were  over  80.  Four  hundred  and  seventeen  of  the 
542  patients  were  married,  ninety-four  were  widowers  and 
nineteen  were  single.  The  average  duration  of  symptoms 
before  operation  was  5.96  years.  The  aim  was  to  operate 
on  patients  whose  symptoms  were  dependent  only  on  pros- 
tata enlargement,  but  it  was  not  always  easy  to  determine 
this  point.  If  only  a  slight  amount  of  residual  urine  is 
found  in  the  bladder  by  catheterization  in  a  case  having 
marked  secondary  symptoms  without  great  difficulty  in 
voiding  little  benefit  can  be  expected  from  operation,  which 
will  he  accompanied,  moreover,  with  great  risk.  On  the 
other  hand,  if  a  large  amount  of  residual  urine  is  obtained 
with  the  catheter  Cand  atony  is  excluded)  the  case  is  one 
for  prostatectomy,  even  though  the  tumor  is  small.  In  late 
years  the  mortality  in  the  hospital  has  been  materially  re- 
duced and  better  convalescence  obtained  by  spending  a  little 
more  time  in  preparing  patients  for  operation.  With  a 
permanent  catheter  in  the  ureter  or  through  a  suprapubic 
stan-wound  the  patient  isin  the  same  condition  as  after  an 
operation  so  far  as  emptying  the  bladder  is  concerned.  The 
secondary  symptoms  are  relieved  and  the  general  health 
can  be  built  uo.  The  specific  gravity  becomes  lower  and 
operation  should  not  be  performed  until  it  has  risen  again. 
which  may  take  several  weeks  As  a  rule,  the  Rochester 
surgeons  do  not  consider  it  advisable,  if  the  symptoms  are 
slight  and  only  two  or  three  ounces  of  residual  urine  are 
found,  to  operate.  Within  the  last  five  years  they  have 
used  the  cystoscope  to  great  advantage  in  95  per  cent,  of 
the  cases  in  determining  the  presence  of  stone  and  selecting 
the  tyDe  of  operation.  The  perineal  operation  is  the  one 
ordinarilv  chosen,  but  the  cystoscope  may  show  conditions 
calling  for  a  suprapubic  operation.  The  mortality  is  not 
especially  affected  by  the  tyoe  of  procedure.  The  supra- 
pubic   sinus    as    a    rule    is    slower   in   healing,   but   is   less 


likely  to  be  followed  by  painful  complication.  They  have 
been  able  to  trace  90  per  cent,  of  their  patients  and  nearly- 
all  of  them  report  they  are  absolutely  free  from  pain.  In 
seventy-four  cases  of  carcinoma  the  immediate  results  have 
been  quite  as  good  as  in  benign  cases,  but,  in  such,  opera- 
tion should  be  advised  only  when  obstruction  and  bladder 
symptoms  exist.  Several  of  the  cancer  patients  are  still 
alive  after  more  than  two  years.  Of  the  eighty-one  opera- 
tive patients  who  have  died  since  leaving  he  hospital,  thirty 
had  carcinoma,  and  twenty  are  reported  as  having  been 
well  for  some  time  and  then  dying  of  other  trouble.  Twenty- 
nine  died  from  kidney  lesions  before  the  end  of  the  second 
month  and  in  nearly  all  of  them  the  autopsy  showed  evi- 
dence of  old  nephritis  with  new  nephritis  superimposed. 
These  patients,  it  would  appear,  had  already  had  some  sort 
of  interference  in  kidney  function  before  operation.  The 
preliminary  treatment  is  considered  as  the  most  important 
factor  in  the  good  results  obtained  during  the  past  few 
years.  By  the  use  of  the  permanent  catheter  before  opera- 
tion in  suitable  cases  they  have  been  able  to  eliminate  a 
considerable  percentage  of  mortality  from  kidney  disease. 

Have  We  an  Ideal  Operation  for  Internal  Hemorrhoids? 
A  New  Hemorrhoid  Clamp.  A.  B.  Cooke,  Nashville. 
Journal  American  Medical  Association.  August  12. 
1911. 

The  essentials  of  hemorrhoidal  operations,  accordng  to 
Cooke,  are:  1.  Complete  hemostasis.  2.  Immediate  closure 
of  the  operative  wounds.  3.  Preservation  of  the  function 
of  the  parts.  4.  Permanency  of  cure.  5.  Due  consideration 
of  the  factors  of  safety,  simplicity  of  technic,  time  required 
for  recovery  and  the  amount  of  postoperative  pain.  The 
older  methods  are  open  to  criticism,  the  ligature  method 
failing  in  the  second  requisite,  and  the  clamp  and  cautery 
failing  as  regards  the  fifth.  Of  more  recent  methods,_the 
Whitehead  operation  conforms  only  to  two  of  the  requisites, 
the  second  and  fourth,  and  its  modification  by  means  of  the 
use  of  Earl's  clamp,  while  an  improvement,  also  involves 
the  danger  of  interference  with  function  of  the  part.  Pen- 
nington's enucleation  operation  has  many  features  to  com- 
mend it,  but  it  fails  as  regards  avoidance  of  hemorrhage 
and  is  not  a  simple  procedure  in  the  operation  itself  or  in 
its  after  care.  Cooke  offer;  as  the  method  which  he  thinks 
meets  all  the  indications  the  following  clamp  and  suture 
method  used  by  himself:  "A  narrow  clamp  with  tapering 
blades  is  applied  to  the  base  of  the  hemorrhoid  to  be  re- 
moved in  a  direction  parallel  with  the  long  axis  of  the  in- 
testine and  so  that  its  smaller,  or  free,  extremity  engages 
the  upper,  or  proximal,  portion  of  the  tumor.  By  depres- 
sing the  handle  of  the  clamp  the  end  of  the  blades  where 
the  suturing  is  to  begin  is  brought  into  full  view.  A  No.  1 
or  No.  2  plain  sterilized  catgut  suture  threaded  on  a  round, 
half-curved  needle  is  now  passed  beneath  the  tip  of  the 
clamp  and  securely  tied  on  the  sound  mucosa  above  the 
base  of  the  tumor.  This  is  the  most  important  step  of  the 
operation  as.  if  properly  executed,  the  blood-supnly  of  the 
tumor  that  is  being  dealt  with  is  at  once  effectively  con- 
trolled. With  scalpel  or  scissors  the  portion  of  the  tumor 
outside  the  grasp  of  the  clamp  is  amputated  and  a  continu- 
ous suture  inserted  over  the  clamp  blades,  as  in  the  Earl 
operation.  The  clamp  is  then  gently  loosened  and  with- 
drawn and  the  suture  carefully  and  uniformly  tightened 
and  secured  at  the  skin  margin.  Each  pile  tumor  in  turn  is 
treated  in  a  s:milar  manner.  If  one  or  more  of  the 
growths  is  of  the  externo-internal  variety,  the  clamp  should 
be  so  adjusted  as  to  include  as  much  of  the  anal  margin  as 
may  be  indicated  at  each  apnlication.  In  order  to  avoid  the 
possibility  of  the  tissues  slipping  from  the  grasp  of  the 
clamp,  it  is  best  to  amputate  the  overlying  portion  of  the 
tumor  by  degrees,   following  the  knife  closely 

with  the  sutures.  As  a  rule  the  sutures  should  be  placed 
from  %  to  V'  of  an  inch  apart,  though  when  the  first  one 
is  properly  placed,  the  danger  of  hemorrhage  is  largely 
eliminated  and  approximation  of  the  edge?  of  the  mucosa 
is  the  ch'ef  puroose  of  the  remainder."  The  only  dressing 
needed  is  a  well-lubricated  strip  of  gauze  in  the  rectum  and 
an  external  compress  and  pad  and  a  T-bandaee.  The 
method  is  closely  allied  to  the  clamp  and  cautery  operation, 
but  the  suture  is  used  instead  of  the  cautery  for  hemostasia 
and  closure  of  the  wound. 
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A  New  and  Simple  Method  of  Removing  a  Renal  Cal- 
culus.     Howard  i)    the 

July    1.  l!'ll. 

itheter  1.75  mm.  in  diameter,  large  enough  to 
ureteral  orifice  and  prevent  a  reflux  of  fluid 
I  through  an  open  air  cysti 
and  introduced  well  i  re  giving  the 

rhe   patient   :-  then   pul  fa    with   gas, 

semi-prone,  on  an  Edebohls  cushion.  An  incision  is  made 
in  the  loin  and  the  superior  lumbar  triangle  is  pulled  open 
and  the  kidi  and   freed  on  all  sides  from  its 

is  then  felt  and  the  kidney  gently  loosened  as 
Is  the  wound. 
Then  an  assistant  forces  fluid  (1/1,200  silver  nitra- 
the  renal  pelvis,  until  it  puffs  out  ti   isi        \-  a  rule,  with  a 
careful  preliminary  study,   the  exact  capacity  of  the  renal 
is  already  known.     Then  when  the  pelvis  and  kidney 
are  swollen   up  tense  the   surgeon  first  incises  the  capsule 
and   then   plunges   a   blunt-pointed   and   blunt-edged    knife 
through  the  cortex  on  the  posterior  surface,  easily  enter- 
ing the  renal  pelvis  at  once  and  enlarging  the  incision,  in  a 
•ection    if   the   stones  are   small.     There  is   a 
gush  of  fluid  which  stops  as  he  introduces  his  finger  and 
feels  for  and  finds  the  stone,  which  he  at  once  grasp-  with 
a  small  stone  forceps  and  removes. 

The  calices   and   the  mouth  of  the  ureter  are  now  ex- 
amined for  more  stones  and  the  kidney  is  palpated  on  all 
sides   with   both    hands,   one  finger   being  inside  the   renal 
After  all  stones  ar  und  is  plugged 

or  held  closed,  while  the  pelvis  and  the  calices  are  again 
distended  with  the  silver  solution,  when  the  finger  is  sud- 
denly withdrawn,  letting  the  fluid  escape  with  a  rush,  bring- 
ing any  small  calculous  debris  with  it.  This  may  be  re- 
peated several  times. 

Kelly  emphasizes  the  following  points  regarding  the  oper- 
ation : 

1.  It  involves  a  minimal  amount  of  damage  to  the  kidney. 

2.  It  is  done  through  the  part  of  the  organ  most  easily 
accessible. 

3.  The  distention  is  invaluable  in  offering  a  bag  of  fluid, 
overlaid  with  a  zone  of  soft  tissue,  which  is  easily 
punctured. 

i.  An  exploration  is  easily  conducted  through  the  open- 
ing, revealing  the  presence  or  absence  of  other  calculi. 

5.  If  it  is  desirable  to  keep  it  open  a  while  for  drainage 
the  transverse  incision  is  a  good  one  for  this  purpose,  as 
it  can  be  left  open  and  will  close  rapidly  when  the  irriga- 
tions are  omitted. 

6.  In  the  last  case  in  which  operation  was  done,  no 
sutures  were  put  into  the  kidney,  and  yet  there  was  no  es- 
cape of  urine  after  twenty-four  hours  and  practically  no 
bleeding  through  the  inci- 

Summary  of  Results  Reported  from  the  Use  of  Vaccines 
and  the  Sera  of  Gonococci  and  Other  Pyogenic 
Organisms  in  Urology.  R.  F  O  .Veil.  Boston.  The 
American  Journal  of  Urology,  June.   1911. 

A  critical  study  of  95  papers  on  vaccine  therapy  that  have 
appeared  in  the  literature  of  the  last  few  years  has  been 
made  by  the  author.  He  finds  that,  in  gonorrheal  infec- 
tions in  general,  a  stock  vaccine  is  as  serviceable  as  an 
autogenous  one  but  that,  in  the  complicating  joint  affect 
ions,  an  autogenous  vaccine  is  preferable.  The  estimation 
of  the  opsonic  index  is  unnecessary.  Concerning  results 
it  is  "the  almost  universal  opinion  that  vaccine  treatment 
in  acute  or  chronic  urethral  gonorrhea  has  proved  to  be  of 
no  value."  Indeed,  "vaccine  therapy  is,  on  the  whole,  of 
very  doubtful  value  in  the  local  complications"  of 
gonorrhea.  On  the  other  hand  both  gonococcus  vaccines 
and  antigonococcic  have  proven  of  very  distinct  value 
in  the  treatment  of  gonorrheal  orthritis. 

Of  the  other  infections  of  the  urinary  tract  the  most  im- 
portant is  the  colon  bacillus  infection.  The  results  of 
vaccine  theraphy  in  the  latter  condition  may,  at  the  pres- 
ent time,  be  stated  as  follows :  In  acute  and  subacute 
pyelitis  remissions  of  temperature  and  relief  of  symptoms ; 
in  chronic  pyelitis  and  pyelonephritis,  unavailing;  in  colon 


vacilluria,  no  effect      In  some  of  the  milder  bladder  infe< 
tions,  lief ;  in  the    .    erei      ises,  no  effect. 

Trephining  for  Apoplexy.  I  I  >.  \Inm.\n  Pittsburg, 
Journal   oj    the    .  Unei  i<  lime 

17.  inn. 

Trephining  .1   hemorrhages  is  n 

mended  !.>    Milligan.     IK-  asks   whether  we  shall  sit  idly 
by  and  nake  the 

patient  ise  of  in- 

testinal pi  i  foration 

surgei  |  rgery  oi    the  in  am.  he 

thinks,    is   equally    imperal 
prompt.     In  hematoma  of  the 

is   likely  to  settle   the   fate   ol    the  api   ilectii     pro 
\  iding  he  sun  ives  thi  itienl  i-. 

generally   in  i    than   in   the 

usual  case  of   cerebral   traumatisn       I  ■teafter 

for  a  limited  time,  <  <■  is  still 

.  and  the  i  in  gi 

•   time  to  operate  bc- 
.i 
He  reports  I  i|   oper 

n  eleven   days  after  the   attack,   with  good  results, 

A  Convenient  Form  for  Keeping  Bismuth  Paste  Ready 
for  Use.     M.  (i.  Si.i  i  ig,  St.  Louis.    Interstate  1 
Journal,  August,  1911. 
Small  collapsible  tubes,  such  as  vaseline  is  dispensed  in. 
are  procured.     These  tubes   differ   from   vaseline    tubes   in 
that  they   end  in   a  pointed   snout,   over   which   a   protective 
cap  screws.     The  tubes  are  sterilized  by  dry  beat,  and  are 
filled  with  the  paste,  after  it  has  been  sterilized.     The  open 
end  of  the   tube   is  closed   by    folding  it  on   itself 
times.     The  paste  is  used  by  removing  the  screw-cap,  in 
sorting  the  nozzle  into  the  fistula,  and  forcing  the  paste  in 
by  finger-pressure  on  the  tube. 

The  Prepyloric  Vein  and  Its  Relation  to  the  Pyloric 
Valve.  (La  Veine  Prepylorique,  Scs  Rapports  Avec 
La  Valvute  Pylorique).  1".  Tkamblin  and  C.  Fon- 
tan.  Lisle.     L'Echo  Medical  dn  Nord,  July  9,  1911 

Whereas  Anglo-Saxon  surgeons  consider  duodenal  ulcer 
a    very   commonly    found    lesion,    French    ob 
pretty  genera'  to  its  rarity.     The  authors  be- 

lieve that  this  diversity  of  opinion  depends  upon  the  dif- 
ference in  the  stress  placed  upon  the  prepyloric  vein  as 
the  boundary  between  stomach  and  duodenum.  Tramblin 
and  Fontan  accordingly  made  studies  of  the  anatomy  of 
this  vein.  From  the  literature  of  the  anatomy  of  this  vein, 
as  well  as  from  their  own  dissections,  they  conclude  that 
the  vein  is  not  constantly  present,  that  it  is  often  of  in- 
significant size  and  that  its  position  varies.  It  is  therefore 
a  poor  standard  for  a  dividing  line  between  gastric  and 
duodenal  lesions,  some  better  anatomical  landmark  must 
ployed  to  differentiate  gastric  from  duodenal  ulcer. 

The  Surgical  Treatment  of  Lupus  of  the  Face.  (La 
Traitement  Chirurgical  du  Lupus  de  la  Face). 
Moustix,   Paris.     Paris  Medical,    1911,   No.  30. 

Despite  the  progress  realized  by  other  modern  methods, 
surgery  still  occupes  an  important  place  in  the  treatment 
of  lupus  of  the  face.  Excision  is  especially  indicated  when 
the  disease  is  of  small  size  and  does  not  involve  the  edge 
of  the  nostrils  or  the  eyelids  Operation  here  yields  the 
most  lasting  and  the  best  cosmetic  result-.  When  the  dis- 
ease is  widespread  surgical  intervention  is  indicated  only 
for  purpose  of  relief.  Thoroughly  curetting  and  cauteriz- 
ing the  affected  area  generally  restdts  in  remarkable  ameli- 
oration of   the   symptoms. 

It  is  for  the  cicatrius  resulting  from  healed  lupus  that 
plastic  surgery  offers  a  wide  range  of  possibilities.  In 
order  to  obtain  good  results  Moustin  believes  that  scar 
tissue  must  be  widely  excised — he  regularly  removes  a 
wide  zone  of  skin  adjoining  the  scar  tissue  and  excises  not 
only  skin,  but  the  whole  deep  fascia.  Several  plastic  oper- 
ations may  be  necessary  to  replace  large  areas  of  scar  tis- 
sue. The  author  always  employs  local  anesthesia  in  these' 
operations,  except  in  children.  He  presents  an  illustrated 
report  of  a  number  of  splendid  results. 
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THE  ADVANTAGES   OF   NITROUS   OXIDE- 
OXYGEN    NARCOSIS,   ESPECIALLY    IN 
CONNECTION     WITH     THE     NEW 

ERA  IN  SURGERY 
Raymond  C.  Coburx,  M.A.,  M.D., 

NEW     YORK. 


The  bete  noir  of  every  surgical  operation  is  the 
anesthetic.  This  view  is  shared  alike  by  the  sur- 
geon, the  medical  man  and  the  layman.  I  have 
never  discussed  the  subject  with  a  single  physician 
who  did  not  state  frankly  that  if  he  were  compelled 
to  submit  to  the  influence  of  the  knife  he  would 
dread  the  effects  of  the  anesthetic  more  than  that  of 
the  operation  itself. 

Diagnostic  and  operative  technic  have  been  so 
nearly  perfected  in  these  latter  days  that  the  mod- 
ern surgeon  is  able  to  give  the  prognosis  almost  to 
a  certainty,  barring  the  effects  of  the  anesthetic 
alone.  Little  wonder  is  it,  then,  in  this  day  of  ac- 
curacy and  refinement  of  procedure  that  the  subject 
of  anesthesia  is  receiving  more  attention  than  that 
of  any  other  in  the  whole  realm  of  surgery. 

A  few  decades  ago  it  was  no  uncommon  occur- 
rence to  have  a  death  upon  the  operating  table  due 
to  the  immediate  effects  of  the  anesthetic,  distress- 
ing as  such  instances  always  are.  The  effect  was 
so  rapid  and  the  determining  factor  so  evident  that 
the  mortality  of  the  anesthetic  was  then  considered 
to  be  very  easily  and  accurately  determined.  But 
as  the  science  of  the  administration  of  anesthetics 
was  evolved  this  evident  and  immediate  mortality 
was  so  greatly  reduced  that  the  surgeon,  having  the 
services  of  a  skilled  anesthetist,  considered  that  the 
danger  of  the  anesthetic  was  practically  eliminated. 
But,  like  Banquo"s  ghost,  the  bugaboo  of  the  anes- 
thetic would  not  down,  and  no  sooner  was  the  sur- 
geon resting  calm  and  serene  in  the  contemplation 
of  the  safety  of  this  feature  of  his  operative  work 
when  along  comes  the  laboratory  man,  delving  into 
the  heretofore  hidden  secrets,  who  shows  con- 
clusively that  quite  a  percentage  of  surgical  mortal- 
ity, previously  attributed  to  other  causes,  is  due  di- 
rectly and  solely  to  the  effects  of  the  anesthetic,  no 
matter  how  skilfully  it  may  have  been  administered. 

The  use  of  nitrous-oxide  as    a    preliminary    to 

•  Read  before  the   Manhattan   Medical   Society,   Feb.   24.   1911. 


ether,  and  the  light  and  unsatisfactory  anesthesia 
that  is  produced  when  "gas"  is  combined  with  air 
1-  -1  well  understood  in  this  city  that  it  makes  many 
surgeons  hesitate  to  believe  that  nitrous  oxide-oxy- 
gen can  be  used  saisfactorily  in  major  surgery.  But 
its  practically  routine  use  in  Mich  work  in  some 
of  the  largest  hospitals  of  this  country,  and  the  nu- 
merous demonstrations  which  I  have  made  with  it 
in  the  various  hospitals  and  sanitariums  in  this  city . 
ought  to  convince  the  most  skeptical  that  it  not  only 
i»  a  practical  anesthetic  for  general  and  special  sur- 
gical purposes,  but  that  it  also  is  the  anesthetic  par 
excellence  in  that  large  variety  and  number  of  cases 
and  conditions  in  which  it  is  especially  indicated, 
or  in  other  words,  where  ether  and  chloroform, 
either  through  recent  research  or  long  established 
usage,  are  contraindicated. 

In  comparing  in  this  paper  the  advantages  of  one 
anesthetic  agent  to  those  of  another,  I  wish  to  do 
so  upon  the  basis  of  their  constant  physiological 
actions,  separate  and  apart  from  the  effect  upon 
the  sensory  nervous  system. 

It  is  so  well  known  that  ether  is  an  irritant  t'  i 
the  mucous  membrane  of  the  respiratory  and  genito- 
urinary tracts  that  I  hesitate  to  state  such  an  old 
observation,  and  allow  me  to  repeat,  for  the  sake  of 
emphasis,  that  this  is  a  definite  and  constant  physi- 
ological effect,  regardless  of  the  skill  exemplified  in 
its  administration.  Although  this  is  an  old  obser- 
vation, yet  the  majority  of  surgeons  to-day  are  using 
ether  as  the  anesthetic  agent  even  though  one  or 
both  of  these  tracts  are  the  seat  of  irritation  or  in- 
flammation, thus  adding  fuel  to  the  flame.  In  all  se- 
riousness I  ask,  why  not,  in  such  cases,  give  your 
patient  the  benefit  of  science,  instead  of  prejudice? 
Nitrous  oxide-oxygen  is  absolutely  unirritating  to 
the  respiratory  and  genito-urinary  tracts,  and  should 
be  the  anesthetic  agent  whenever  either  tract  is  ir- 
ritated or  inflamed,  no  matter  what  the  operation 
may  be.  Post-operative  pneumonia,  due  to  the  ef- 
fects of  nitrous  oxide-oxygen  either  directly  or  in- 
directly, is  unknown.  In  fact,  so  completely  un- 
irritating is  this  anesthetic  to  the  lungs  that  even 
so  violent  an  inflammation  as  acute  pneumonia  is 
not  aggravated  by  its  prolonged  administration. 
This  remarkable  freedom  from  post-operative  lung 
complication  is  due  to  the  fact  that  this  anesthetic 


COBURN       NlTROUS    OXIDE-OXYGEN      NARCO 


i-  non-irritant   and   non-depressant,   and   does   no! 
en  the  natural  defenses  against  bacterial   at 

rhere  is  much   less   shock   and  depression   with 

fgen    than   with   ether  or   chloro 

form.     The  patient  regains  consciousness  within  a 

minute  or  two  after  the  anesthetic  is  withdrawn, 

and,  being  always  less  depressed,  must  consequently 

ration  sooner  and 
better  in  ever)    case  than   when  more  depressing 

anesthetic  agents  arc  used.  Moreover,  nitrous  oxide 
a  causes  much  less  nausea  and  vomiting  than 
ether,  consequently  the  patient  is  much  more  com- 
fortable  after  this  form  of  anesthi  ia  Few  phy- 
sicians realize  how  much  importance  the  patient  at- 
taches to  the  post-anesthetic  discomfort  and  depres- 
sion of  ether,  or  how  much  he  appreciates  its  pre- 
vention through  the  use  of  a  pleasant  narcotizing 
agent,  such  as  nitrous  oxide-oxygen. 

In  diabetes,  nitrous  oxide-oxygen  is  always 
Strongly  indicated,  regardless  of  the  character  or 
length  of  the  operation.  The  vastly  superior  results 
in  this  condition  as  regards  the  ultimate  safety  of 
the  patient  are  undoubtedly  due  to  the  combined  non- 
irritating,  non-depressing,  shock-preventing,  immu- 
nity-preserving qualities  of  this  anesthetic. 

Nitrous  oxide-oxygen  is  much  less  toxic  per  se 
than  ether  or  chloroform,  is  much  more  rapidly 
eliminated  from  the  system,  and  causes  no  degener- 
ation, either  through  its  early  or  remote  effects, 
of  the  cells  of  the  blood,  liver  or  kidneys,  as  do  the 
other  anesthetics. 

It  has  been  shown  conclusively  in  the  laboratory 
that  chloroform  and  ether  markedly  impair  phago- 
cytosis and  produce  anemia,  thereby  impeding  Na- 
ture's effort  to  repel  bacterial  invasion  and  to  re- 
pair injured  tissue.  And  allow  me  to  repeat,  this 
is  a  definite  and  constant  effect,  no  matter  how 
in  fully  the  anesthetic  is  administered,  for  suffi- 
cient quantity  of  either  narcotic  circulating  through 
the  blood  to  produce_  anesthesia  will  destroy  hemo- 
globin, reduce  the  volume  of  the  blood,  materially 
alter  the  constituents  of  the  cells  through  their  fat 
solvent  action  and  greatly  reduce  the  functional  ac- 
tivity of  the  phagocytes. 

Nitrous  oxide-oxygen,  on  the  other  hand,  does 
not  impair  phagocy-tic  action,  and  therefore  does 
not  lower  the  patient's  natural  resisting  power 
against  infection.  Would  you  not  criticize  one  of 
your  colleagues  if,  in  a  case  of  opium  poisoning, 
lie  were  to  administer,  for  any  reason  whatsoever, 
more  opiates?  Most  certainly  you  would.  Yet  the 
ti  >n  seems  exactly  parallel  where  a  patient  with 
infection    is   operated    and    chloroform   or   ether   is 


used  .1-  the  anesthetic.  Both  of  these  agents  lowei 
the  patient':  natural  resisting  powers  against  infec 
tion  m  a  definite  and  demonstrable  manner,  ami 
consequent!)  increase  tin  ver)  toxemia  from  which 

the  patient  is  already  suffei  ing,  I  Ins  effect,  lenient 
ber,  is  as  constant  .1-  thai  upon  the  sensor)  nervou 
system,   and   no  care  or   skill    111   administration   can 

prevent  it.  ["he  most  that  has  evei  been  accom 
plished  even  experimentall)  in  the  administration 
of  chloroform  and  ether  is  to  restore  phagocytosis 
after  it  has  been  impaired.  In  short,  chloroform 
and  ether  exert  such  a  profound  and  decided!? 
detrimental  influence  on  the  natural  defense 
against  infection  that  the)  suspend  conferred  im 
munity,  and  a  subject,  narcotized  with  either  <>t 
these  agents,  becomes  susceptible  and  will  suc- 
cumb 1..  the  specific  microbe  against  which  their 
was  previously  complete  immunity. 

Nitrous  oxide-oxygen,  on  the  other  hand,  con 
serves  the  patient's  vital  energy  and  immunity  and 
so  permits  his  physiologic  agencies  to  continue 
waging  battle  for  the  preservation  of  life  without 
depression,  alteration  or  hindrance.  Again,  I  ask 
the  question,  why  not,  in  all  cases  of  infection,  give 
your  patient  the  benefit  of  science,  instead  <>t 
prejudice?  It  is  certainly  time  for  the  profession 
to  make  practical  application  of  the  demonstrations 
of  the  laboratory  in  this  branch  of  work,  and  so 
render  prolonged  anesthesia  ultimately  safer,  and 
post-narcotic  effects  less  disagreeable  in  every  par- 
ticular. The  surgical  patient's  interest  demands 
that  all  his  physiologic  agencies,  at  this  critical  time, 
shall  be  maintained  at  the  highest  possible  degree 
of  efficiency,  so  that  Nature  may  continue  the  strug- 
gle for  the  conservation  of  life  without  a  needless 
handicap. 

Listen  to  R.  T.  Morris*,  who  has  caught  the  in- 
spiration : 

"It  seems  to  me  that  the  object  lesson  of  the  re- 
sults of  conserving  the  patient's  natural  resistance 
has  opened  the  vista  of  a  new  epoch  in  surgery. 
Our  faces  are  now  turned  toward  Metschnikoff  and 
Wright  with  their  descriptions  of  phagocytes  and 
opsonins,  and  of  the  natural  protective  forces  of  the 
patient.  We  are  to  conserve  the  natural  resistance 
of  the  patient  and  to  turn  him  over  to  his  phagocytes 
and  antibodies  as  helpfully  as  we  can.  This  is  the 
new  principle — turning  the  tide  of  battle  only,  and 
leaving  the  patient  with  his  physiology  as  nearly  in- 
tact as  possible.  It  is  quite  as  important  for  the 
patient  to  retain  his  natural  resistance  after  opera- 
tion as  it  is  for  the  surgeon  to  add  artificial  means 
for  securing  asepsis  during  operation. 

I     1    ,i,i:  .,,,    ;  he  I     urth   I  ra     n    Surgery- 
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"The  first  stage  of  surgery  was  heroic,  the  sec- 
ond was  anatomic,  the  third  was  pathologic,  and  we 
are  now  about  to  enter  upon  the  fourth  or  physi- 
ologic stage  of  surgery.  Immunity  is  to  be  the 
watchword  of  the  day.  Behold  the  dawn  of  the 
fourth  era  of  surgery  lighting  up  the  horizon !" 

In  the  whole  realm  of  materia  medica  no  other 
anesthetic  so  satisfactorily  and  completely  fulfills 
the  requirements  of  this  era  as  does  nitrous  oxide- 
oxygen;  and  in  that  most  crucial  of  all  tests,  prac- 
tical results,  it  stands  without  a  peer,  supported  by 
science  as  producing  the  least  detrimental  effects  of 
all  anesthetics,  and  endorsed  by  our  greatest  Medi- 
cal Association  as  being  the  best  means  for  pro- 
ducing general  anesthesia  yet  devised. 

Bretton  Hall,  86th  Street  and  Broadway. 
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Introduction. 

We  are  asked  so  frequently  by  visitors  to  our 
hospital  for  the  formulae,  etc.,  used  in  the  prepara- 
tion and  sterilization  of  operating-room  and  ward 
accessories,  that  the  publication  of  these  methods 
in  a  convenient  and  available  form  seems  advisable. 
The  methods  described  have  been  adopted  after  a 
trial  extending  over  many  years.  We  do  not  re- 
gard them  in  any  sense  as  final ;  in  fact,  we  invite 
criticism  nnd  any  suggestions  will  be  accepted  with 
gratitude. 

Catgut. 
General  Directions. 

All  catgut  is  wound  in  a  single  layer,  fastened  on 
both  ends,  on  so-called  Elsberg  spools,*  (Fig.  i) 
(obtainable  at  Henry  Allen's,  138  William  street, 
N.ew  York  City).  For  the  sake  of  ready  recogni- 
tion, the  different  sizes  of  catgut  are  wound  on  dif- 
ferent sized  spools. 

Prior  to  being  used,  cultures  are  made  from 
every  lot  of  catgut  prepared. 

Plain  Catgut. 
(See  General  Directions.) 
Sizes  o  and  1. 
1.   Place  for  24  hours  in  commercial  ether. 
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2.  Place  for  13  days  in  1  to  500  alcoholic  bichlo- 
ride of  mercury  solution. 

3.  Remove  with  sterile   forceps  and  preserve  in 

95%  alcohol  until  used. 

1  Note — Prior  to  using  allow  the  catgut  to  remain 
in  the  alcohol  for  at  least  two  weeks.) 
Sizes  2  and  3. 

1.  Place  for  24  hours  in  commercial  ether. 

2.  Place  for  16  days  in  1  to  500  alcoholic  bichli  - 
ride  of  mercury  solution. 

3.  Remove  w'ith  sterile  forceps  and  preserve  in 
95%  alcohol  until  used. 

(Note — Prior  to  using,  allow  the  catgut  to   re- 
main in  the  alcohol  for  at  least  two  weeks.) 
Chromicized  Catgut. 
(See  General  Directions.) 
Sizes  o  and  1. 

1.  Place  for  24  hours  in  95%  alcohol. 

2.  Allow  to  dry  by  spreading  on  a  sterile  towel. 

3.  Place  for  30  hours  in  the  following  chromiciz- 
ing  solution : 

I£   Potassium      Bichromate         5.0 
Carbolic   Acid  i-5-o 

Distilled  Water  2500.0 

4.  Remove  with  sterile  forceps,  and  allow  to  dry 
slightly  by  spreading  on  a  sterile  towel. 

5.  Place  for  six  days  in  1  to  500  alcoholic  bichlo- 
ride of  mercury  solution. 

6.  Remove  with  sterile  forceps  and  preserve  in 
95%  alcohol. 

Sizes  2  and  3. 

1.  Place  for  24  hours  in. 95%  alcohol. 

2.  Allow  to  dry  by  spreading  on  a  sterile  towel. 

3.  Place  for  three  days  in  the  chromicizing  solu- 
tion.    (Formula  given  above.) 

4.  Remove  with  sterile  forceps  and  allow  to  dry 
slightly  by  spreading  on  a  sterile  towel. 

5.  Place  for  six  days  in  1  to  500  alcoholic  bichlo- 
ride of  mercury  solution. 

6.  Remove  with  sterile  forceps  and  preserve  in 
95%  alcohol. 

Iodine  Catgut. 

Moschcowitz   (Annals  of  Surgery,  January,  191 1.) 

1  See  General  Directions.) 

1.  Place  for  five  days  in  the  following  solution: 

Iodine    Crystals  50.0 

Alcohol  95%  1 000.0 

(Shake  frequently  until  dissolved.) 

2.  Remove  with  sterile  forceps,  and  allow  to  dry 
by  spreading  on  a  sterile  towel,  covered  by  a  sterile 
towel. 

3.  Preserve  dry  in  a  sterile  glass  vessel. 

Silk. 
Sizes   1  to  3. 
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i.  Wind  loosel)  on  spools;  not  necessarily  in  a 
single  I 

2.  Boil  for  ten  minutes  in  plain  water. 
.   Preserve  in  05' !    alcohol. 

All  (  Ither  ^ 
1.  Wind  loosel)   on  spools;  nol  necessarilj    in  a 

layer. 
j.   Boil  for  fifteen  minutes  in  plain  water. 
3    Preserve  in  <iy .    alcohol. 
Linen    1'hki  ad. 
nstecher's  Celluloid  Thread 
1.   Roll    ..11    spools,    nut    necessarily    in    a    single 
layer. 

j.    Boil    for   fifteen   minutes   in   plain   water. 
,;     Preserve  in   i>5'<    alcohol. 

Silkworm-!  if  1. 
1.  Roll  into  suitable  coils. 

_>.    Roil   for  fifteen  minutes  in  plain  water. 

3.  Preserve  in  959    alcohol. 

Ri  G        v-Per<  11  \  1  Tissue. 

1.   Cut  into  pieces  of  the  desired  size, 
j.   Scrub  both  side-  with  tincture  of  green  soap 
and  water. 

3.  Rinse  i>ti  under  running  water. 

4.  Place  for  48  hours  in  1  to  500  aqueous  bichlo- 
ride of  mercury  solution. 

5.  Wipe  off  each  piece,  cover  with  a  piece  of 
sterile  gauze  of  same  size  as  rubber  tissue;  roll 
loosely  and  preserve  dry  in  a  sterile  glass  jar. 

1  Note — For  the  final  step,  the  supervising  nurse 
prepares  herself  as  for  an  operation.) 
Gauze,  Sponges,  Compresses,  Packings,  Dressing 

.Materials.   Towels,   Sheets,    Gowns,   Etc., 
are  sterilized  in  Schimmelbusch  drums  in  steam  ster- 
ilizer for  one-half  hour  under  a  pressure  of  15  to 
17  pounds.     A   further   fifteen  minutes   is  allowed 
for  drying. 

Iodoform    Gauze. 

The  nurse  preparing  this,  as  well  as  Peru  Balsam. 
Thiersch's  and  Bismuth  gauze,  scrubs  up  as  for  an 
operation ;  puts  on  a  sterile  gown  and  sterile  gloves, 
and  uses  for  all  subsequent  manipulations  sterile 
utensils  only. 

The  following  formula  calls  for  36  yards  of 
gauze : 

1.  Wash  the  gauze  in  1  to  500  aqueous  bichloride 
of  mercury  solution  and  squeeze  very  dry. 

2.  Soak  and  manipulate  the  gauze  three  succes- 
sive times  in  the  following  mixture : 

Powdered      Iodoform         §ii 
Glycerin  §ii 

Sterile  Water  Oiv 

3.  Squeeze    dry.    fold    into   proper    lengths,    and 


wrap  m  plain  gauze  and  finally  in  a  heavj  muslin 
« rapper. 

4.  Sterilize  in  the  autoclave  for  13  minutes  at  a 
pressure  of  7  lbs. 

1  \iu      For  use  in  the  wards  similar  gauzes  cut 

into  -trips  one  to  two  inches  wide  are  loosely  packed 
into   large    tesl    tubes,   stoppered    with   cotton    and 
sterilized  a-  above  l 
Iodoform  Gauze  (Formula  of  Dr.  J.  Brettauer). 

Iodoform   Powder  -'.5 

Ether  240.0 

Six  yards  of  Sterile  gauze  are  soaked  and  manipu- 
lated in  the  above  solution  ;  the  gauze  is  then  slightly 
dried  by  shaking.  It  is  now  placed  in  an  amber- 
colored  jar.  tin-  top  screwed  on.  and  the  whole  ster- 
ilized in  an  autoclave  for  15  minutes  at  7  lbs.  pres- 
sure. 


Fig.  1.  Klsberg's  glass  spools  for  catgut.  The  one  to  the  right 
is  wound  with  catgut,  the  other  is  without  catgut.  (Two-thirds  nat- 
ural   -izi-. » 

Peruvian  Balsam  Gauze. 
All  steps  are  the  same  as  for  preparing  iodoform 
gauze,  except  that   18  yards  of  gauze  and  the  fol- 
lowing mixture  are  used : 

Peruvian  Balsam  ,jxx 

Castor  Oil  .jviii 

The  final  sterilization  takes  place  in  the  autoclave 
for  30  minutes  at  15  lbs. 

Thiersch's  Gauze. 
All  steps  are  the  same  as  for  preparing  iodoform 
gauze,  except  that  18  yards  of  gauze  and  the  fol- 
lowing solution  are  used : 

Thiersch's  Sol.  §xxxvi 

( ilycerine  ,ji 

The  final  sterilization  takes  place  in  the  autoclave 
for  30  minutes  at  15  lbs. 

Bismuth  Gauze. 
1  Dr.   S.  Wiener,  Journal  of  the  American  Medical 
Association,  October  23,  1909.) 
.Ml    steps   the    same    as    for   preparing   iodoform 
gauze   except    that    the    following   mixture    is    sub- 
stituted : 
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Bismuth  Subnitrate  §iv 

( ilycerin  on 

Sterile  Water  Oiv 

The  final  sterilization  takes  place  in  the  autoclave 
for  30  minutes  at  15  lbs. 

Hand  Brushes. 

Cleanse  with  soap  and  water;  pack  loosely  in 
drums,  and  sterilize  in  the  autoclave  for  30  minutes 
at  15  lbs. 

Talcum  Powder. 

Place  in  tin  sugar  shakers,  wrap  in  heavy  muslin 
cover  and  sterilize  in  the  autoclave  for  30  minutes 
at  15  lbs. 

1  Note — To  prevent  caking,  remove  the  talcum 
powder  at  once  from  the  autoclave.) 

Gloves. 

1.  Wash  with  cold  water  to  wash  away  blood, 
pus,  etc. 

2.  Wash  with  hot  water. 

3.  Dry  in  a  warm  place  (we  use  our  blanket  heat- 
ers) spread  out  flat. 

4.  Turn  inside  out,  and  dry  again. 

5.  Examine  for  holes  and  repair  these  in  the  fol- 
lowing manner :  Clean  the  area  to  be  patched  with 
benzine,  and  stick  on  a  rubber  patch  with  india  rub- 
ber cement  (Goodyear  India  Rubber  Glove  Mfg. 
Co..   503-5  Broadway,   Xew  York  City). 

6.  Powder  with  talcum  powder  inside  and  out- 
side. Turn  tops  back  for  about  two  inches.  Mate 
and  fold  into  heavy  muslin  covers,  made  for  that 
purpose.  Finally  seven  pairs  of  gloves  are  folded 
into  one  outside  muslin  cover. 

7.  Sterilize  in  the  following  manner :  Start  auto- 
clave and  wait  until  a  pressure  of  15  lbs.  is  reached. 
Put  in  the  glove  and  sterilize  for  15  minutes  at  15 
lbs.  Let  the  steam  escape  and  take  the  gloves  out 
immediately. 

Sea  Sponges. 
(Used  only  very  exceptionally.) 

1.  Beat  the  sponges  to  remove  all  sand  and 
foreign  material. 

2.  Place  for  12  hours  in  a  33%  solution  of  crude 
hydrochloric  acid  in  water. 

3.  Wash  several  times  in  running  water  to  re- 
move all  acid. 

4.  Soak  for  24  hours  in  a  5%  aqueous  solution  of 
green  soap. 

5.  Wash  several  times  in  running  water  to  re- 
move all  alkali. 

6.  Place  for  at  least  48  hours  in,  and  preserve  in 
a  5%  aqueous  solution  of  carbolic  acid. 

Normal  Salt  Solution. 
(0.9%  Na  CI.) 


The  solution  is  filtered  into  Florence  flasks,  half 
full,  through  a  Berkefeld  filter  (See  Fig.  2).  The 
stone  of  the  Berkefeld  filter  is  cleaned  daily  by  boil- 
ing in  water. 

The  flasks  are  then  stoppered  by  a  cotton  plug 
surrounded  by  parchment  paper.  The  parchment 
paper  is  so  folded  as  to  completely  cover  the  top 
of  the  flask.  The  top  of  the  flask  is  further  pro- 
tected by  several  turns  of  a  muslin  bandage. 

The  final  sterilization  takes  place  in  the  autoclave 
for  one  and  a  half  hours,  at  15-18  lbs. 


Fig.    2.     Filtering   saline   solution    into    flasks. 

Lubricant  for  Catheters,  Sounds,  All  Rectal 

and  Vaginal  Examinations,  Etc.  (Hague). 

Irish   Moss  §i 

Gelatine  51 

Water  Oii 

Let  the  first  two  ingredients  macerate  over  night 

in  the  water.     Then  heat  the  mixture,  and   while 

warm   strain   by   squeezing  through  a   triple   layer 

of  bleached  gauze.     Preserve  by  adding  oxycyanide 

of  mercury  in  the  proportion  of  1  to  6000.    Fill  into 

collapsible  tin  tubes. 

Urethral     Catheters,     Bougies,     Silk-Woven 

Catheters 
are  sterilized  in  the  following  manner: 

They  are  first  thoroughly  washed  off  with  warm 
soapsuds ;  the  latter  is  also  forced  through  the 
lumen  with  a  syringe.  They  are  then  soaked  for 
15  minutes  in  an  aqueous  solution  of  bichloride  of 
mercurv    1   to   =;oo.     Thev  are  next  dried — on  the 
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surface  with  a  towel;  inside  by  forcing  air  through 
with  .1  syringe,  rhej  -in-  preserved  in  a  vertical 
position  in  glass  jars,  which  have  formalin  in  tlic 
bottom. 

[Note  Prior  to  being  used,  the  formalin  is 
washed  off  with  sterile  water.) 

Pining  the  past  year,  particularly  in  the  wards, 
where  it  is  difficult  to  keep  these  instruments  for  any 
length   of   time    in   a   sterile   manner,    we    have    used 

the  following  method  devised  b)  I  h  M.  W.  Ware 
{American  Journa  y.  Vol    XXV.,  p.  156, 

1011  l 

1.  Wash  the  instrument  in  cold  running  water  to 
remove  blood  and  pus. 

2.  Use  green  soap  ami  warm  water  and  force  this 
through  the  catheter  with  a  syringe,  or  shake  in 
a  long  tot  tube  containing  green  soap  and  water. 

3.  Rinse  in  plain  cold  water. 

4.  Dry  the  exterior  by  friction  with  a  pad  of 
sterilized  gauze. 

5.  Remove  water  from  the  interior  by  whipping 
the  catheter  in  the  air  and  thereafter  forcing  air 
through  with  the  twin  bulbs  of  cautery  apparatus, 
or  the  compressed  air  from  a  tank,  or  oxygen  from 
a  tank,  for  a  few  minutes  until  no  bubble  escaping 
from  the  catheter  eye  will  moisten  filter  paper. 

6.  Spread  catheters  (bougies)  on  a  sterile  sheet 
m  which  they  are  loosely,  individually  rolled  to  be- 
come air  dry. 

7.  Place  in  envelopes  of  parchment  paper,  seal 
with  adhesive  plaster  or  paper  clips  and  label  as  to 
size  and  shape. 

8.  Sterilization  in  steam  chest  by  process  of  Tyn- 
dalization — two  exposures  of  30  minutes  within  24 
hours. 

9.  For  use,  tear  oft  envelope  at  outer  end  of 
catheter. 

10.  Catheters  thus  prepared  placed  in  bouillon 
show   no  growth. 

Cystoscopes.* 
After  using  cystoscopes  are 

(1)  Washed  inside  and  out  with  plain  water. 

(2)  Then  washed  inside  and  out  with  green 
soap  and  water,  cotton-wound  applications  being 
used  for  cleansing  the  lumina. 

13)   Cleansed  with  alcohol  and  dried. 

(4)  Put  away  in  their  boxes.  Instruments  that 
have  been  used  on  tuberculous  or  otherwise  in- 
fected bladders  or  on  syphilitic  subjects  are  sus- 
pended in  formalin  vapor  for  24  hours  after  drying. 

*  Other  electrically-lighted  examining  instruments  are  similarly  pre- 
pared. Sigmoidoscope  and  endoscope  tubes  and  obturators  not*  bear- 
ing lamps  or  lenses  are  "boiled." 


Before  I 'sin,/.     Method  I.  —Wipe  or  rinse  oil  all 

parts  Willi  pin.    phenol,   I. ill.. wed  by  alcohol. 

Method  II.     Immerse  all  parts  for  20  minutes  in 
an  upright    mi    oi   g« ,    phem  *l  solution,     (a)    Drj 

parts    with    sterile    towel,    or    (b)    use    direct    from 

phenol  solution  without  diving. 

Iii    addition    to   these    formula;,    it    seems    worth 
while  to  describe  certain  of  our  outfits  and  acces- 


Fig.    3.     Infusion   stand. 

sories,  which  have  proven  not  only  advantageous, 
but  occasionally  of  so  great  a  value  as  to  be  dig- 
nified by  the  term  "life-saving."  They  are  usually 
of  such  a  nature  that  constant  readiness  is  a  sine 
qua  non. 

The  Infusion  Stand. 
As  shown  by  the  accompanying  illustration  (Fig. 
3)  this  consists  of  a  metal  stand  with  three  shelves. 
The  upper  shelf,  57  inches  from  the  floor,  is  suffi- 
ciently high  to  give  the  requisite  syphonage  and 
pressure.  The 'flasks  of  sterile  solution  are  always 
kept  warm  and  in  readiness  in  our  blanket  heater. 
One  of  these  outfits  is  kept  in  readiness  in  every 
ward,  so  that  either  a  subcutaneous  or  intravenous 
infusion  can  be  given  at  a  moment's  notice.  The 
infusion  stand  is  revised  once  a  week.    The  accom- 
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panying  diagram  and  list  are  self-explanatory : 
First  Shelf: 

Flask  of  normal  salt  solution. 
Second  Shelf: 

Tr.  green  soap,  1  bottle. 

Ether  and  alcohol,  1  bottle. 

Bichloride  solution,  1  bottle. 

Tar  containing  catgut. 


Tubing  carrier. 

Canula  with  wire,  tubing  and  connecting  tip. 

2  pairs  artery  forceps. 

1  pair  anatomical  forceps. 

1  pair  mouse-tooth  forceps. 

1  pair  straight  scissors. 

1  pair  curved  scissors. 

Scalpel  covered   with   cotton. 


Sterile  thermometer. 

Sterile  round  basin  with  3  sterile  glasses. 

Four  sterile  sponges. 

Safety  pins. 

Two  2-inch  bandages. 

Third  Shelf : 

Round  basin  for  bichloride  solution. 

Rubber  sheet. 

Ethyl  chloride  spray. 

Sterile  adhesive  plaster  strips  in  envelope. 

Intravenous  Bundle : 

3  sterile  towel?. 

1  gauze  dressing. 

4  gauze  sponges. 
1   glass  syringe. 


ng   carts    used   in    the   wards. 

Subcutaneous  Bundle : 
1  sterile  towel. 
1  gauze  dressing. 
1  glass  syringe. 

1  pair  artery  forceps. 
Tubing  with  carrier. 

2  aspirating  needles  with  wires,  tubing  and  con- 
necting tip. 

To  Sterilize  Infusion   Sets : 

1.  Place  thermometer  and  3  glasses  in  bichloride 
solution,  1-500. 

2.  Boil  instruments,  syringe,  tubing,  straight 
pins,  basin. 

3.  Have  sterile  towels,  scrub-up  sponges,  gauze 
sponges,  1  cotton  sponge  and  gauze  for  dress- 
ing. 


316 


M0S(  HCOWITZ      Si  RGK  ai      FORM!  i   WJ       Et< 


"Ml 


4.  Nurse  must  then  scrub  up  and  remain  sur 
gicall)  clean,  during  the  enure  doing  up  of  the 
bundle. 

5.  Arrange  thermometer  diagonally  in  towel  and 
fold  neatly. 

6.  Place  glasses  and  sponges  in  sterile  basin  and 
do  up  in  towel. 

7.  Subcutaneous  bundle. 

8.  Intravero  ius  bundle. 

9.  Fasten  primed  slips  on  both  bundles 

10.  Date  and  name  of  nurse  on  bundle 

11.  Small  basin  cleaned  and  dried  and  placed  on 
lower  shelf. 

I-'.mi  rgi  N(  s  Sets. 
Furthermore,  experience  has  taught  us  the  wis- 
dom of  being  always  prepared  for  certain  urgent 
surgical  manipulations.  We  have  always  in  readi- 
ness, therefore,  the  following  sets  of  sterile  instru- 
ments and  accessories.  It  is  needless  to  say  that  in 
emergencies  we  prefer  to  remove  the  patient  to  the 
operating  room,  but  occasionally  there  is  not  even 
time  for  that,  and  on  such  occasions  these  sets  have 
proved  of  inestimable  value. 

Emergency  Hypodermatic  Tray. 

1.  Sol.  Atropine  Sulph.  rq.  X  =  gr.  1/100. 

2.  Sol.  Camphor  in  oil  of  sweet  almonds  rn.  V  = 
gr.  i. 

3.  Sol.  Camphor  in  ether  10%. 

4.  Sol.  Codeine  nv  X  =  gr.  i. 

5.  Sol.  Caffein  sodium  benzoate  TTi_  IV  =  gr.  i. 

6.  Sol.  Cocain  hydrochlor.  \°/o. 

7.  Sol.  Hyoscyn.  hydrobrom.  TO.  X  =  gr.   1    100. 

8.  Sol.  Eserin  salicylate  v\  X  =  gr.  1/40. 

9.  Sol.  Nitroglycerin  1%. 

10.  Sol.  Sparteine  Sulph.  r\\  X  =  gr.  l/2. 

11.  Sol.  Strvchn.  Sulph.   Vty  X  =  gr.  y2. 

12.  Magendies  Sol. 

13.  Tr.   Strophanthus. 

14.  Fl.  Ext.  Digitalis. 

15.  Digalen. 

16.  Adrenalin. 

17.  Whiskey. 

18.  2  sterile  "Sub  Q."  syringes. 

19.  Several  sterile  needles. 

20.  Sterile  sponges  in  alcohol. 

( All  of  above  are  kept  in  1  oz.  glass-stoppered, 
wide-mouth  vials.) 

Emergency  Bundle. 
1  Sterilized  Completely.) 
Draw  sheets,  2. 
Short-sleeved  coats,  2. 
Towels,   I  doz. 
Large  gauze  rolls,  2  packages. 


Large  gauze  flats,  _•  packages. 
\\  ide  gauze  packing,   1   package, 
orm  gauze,  1  package. 

Sterile    COttOn. 

I  ,.iii.  e  sponges,   1  bag. 
Muslin  bandages,  4. 
Hand  sponges,   1  package. 
Very  small  packing,  1   package. 

Hemorrh  vge   Ski. 
Long  artery   forceps,  3. 
Bulldog   forceps,  2. 
Bullet  forceps,  1. 
\rtei  v  forceps,  4. 
Needle  holders,  2. 
Blunt  retractors,  6. 
Sharp  retractors,  4. 
Sponge  holders,  2. 
Anatomical   forceps,  2. 
Mouse  tooth  forceps,  I. 
Straight  scissors,  2. 
Curved   scissors,    1. 
Needles. 
Catgut-silk. 

Tracheotomy   Set. 
Needle   holder,    1. 
Artery  forceps,  2. 
Bulldog  forceps,   1. 
Mouse  tooth  forceps,  2. 
Sharp  retractors,  2. 
Blunt  retractors,  2. 
Sharp  hooks,   2. 
Scalpel,    1. 
Curved  scissors,   1. 
Straight  scissors,   1. 
Needles,   1. 

Turkey  feathers  for  cleaning  a  tracheotomy  tube,  3. 
Sea  sponges   (large  with  tape),  3. 
Sea  sponges  (small),  3. 
Tracheotomy  tubes  (assorted  sizes).  3. 
White  packing  (gauze),  1  package. 
Split  compress,  1. 
Gauze  Rolls,  2. 
Gauze  square,  2. 
Oilskin  bib,  1. 

Obstetrical  Bundle. 
Draw  sheets,  2. 
Leggings,  1  pair. 
Towels,  6. 
Gauze  dressing. 
Cord  dressing. 
Tape. 
Gown. 
Perineal  pad,  1. 
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Laparotomy  binder,  1. 
T-Binder,  1. 

Dressing  Carts. 
(  )ur  dressing  carts  are  a  product  of  evolution  and 
are  being  constantly  improved  upon.  Those  now 
in  use  have  proved  eminently  satisfactory;  so  much 
so,  indeed,  that  we  have  deemed  it  proper  to  in- 
clude an  illustration  (Fig.  4)  of  one  in  this  for- 
mulary. This  diagram  and  attached  list,  with  occa- 
sional footnotes  is  self-explanatory. 
Articles  on  Cart. 

1.  Drum. 

2.  Forceps. 

3.  4.  5.  Sponge  basins. 
Large  bottlc~ : 

Bichloride  solution,  1  to  500. 

Thiersch  Sol. 

Tincture  of  green  soap. 

Alcohol. 

Peroxide. 

Benzine. 

Glycerine. 
Small  bottles : 

Balsam  Peru. 

Silver  Xitrate  (assorted  strengths). 

Tincture  of  Iodine. 
Shakers : 

Iodoform    Powder. 

Talcum. 

Aristol. 

Dermatol. 

Bismuth  Subiodide. 

6.  Jars : 

Packing  Iodoform  in  large  test  tubes. 

Packing  Balsam  in  large  test  tubes. 

Packing  Plain  in  large  test  tubes. 

Tongue  Depressors. 

Plaster  knife. 

Silver  Xitrate  Stick. 

Sterile  wood  applicators   in  large  test  tube. 

7.  Wet  dressings. 

8.  Wet  or  dry  sponges. 

9.  Instruments. 

10.  Bandages  of  assorted  sizes. 

1 1.  Rubber  tubing. 

12.  Instrument  tray. 

13.  Pus  basins. 

14.  Jars: 

Zinc  Oxide  Ointment. 

Boric  Acid  Ointment. 

Lassar's  Paste. 

Vaseline. 

Scarlet  Red  Ointment. 

Ichthvol  Ointment. 


'9- 
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28. 


Ethyl  Chloride  Spray. 

Sterile  Vaseline. 

Iodoform  Gauze  (large  pieces). 

Square  Compresses. 

Split  Compresses. 

Sterile  Rubber  Tissue. 

Scrub-up   Basins. 

Adhesive  Plaster,  sterile. 

Atomizer — carbolic,  5%. 

Sterile  Cotton. 

Rubber  Tissue. 

Bag  for  soiled  dressings. 

Bag  for  soiled  towels. 

Sterile  lint  in  sterile  package. 

29.  Sterile  gloves  in  package. 

30.  Laparotomy  straps. 

31.  Adhesive  plaster  on  roller — various  widths. 
Ad.  1 — The  contents  of  a  surgical  drum  are : 

60  "Flats."  Gauze  1  yd.  square,  properly  folded 
flat. 

40  "Rolls."     Gauze  1  yd.  square,  properly  rolled. 

30  "Fluffs.''  Gauze  y'2  yd.  square,  properly 
fluffed   (loose). 

4  dozen  towels. 

1  bag  of  gauze  sponges. 

Ad.  2 — These  are  long  sterile  dressing  forceps, 
with  which  the  nurse  handles  all  dressings. 

Ad.  3,  4  and  5 — These  are  small  enamel  basins 
with  cover,  which  can  be  sterilized  by  boiling;  each 
basin  contains  a  half  dozen  moist  gauze  sponges,  so 
that  one  basin  is  used  for  dressing  one  patient  only. 
Should  the  contents  of  one  basin  be  insufficient  for 
one  dressing,  the  little  basin  is  replenished  from  8. 

Ad.  7 — Considerable  latitude  is  given  to  the  in- 
dividual surgeons  in  the  selection  of  these  dressings. 
L'sually  they  consist  of  small  rolls  moistened  in 
either  Thiersch's  or  Burow's  solution. 

Ad.  9 — The  instrument  trays  are  stocked  with  the 
following  instruments : 

6  curved  scissors. 

3  straight  scissors. 
6  anatomic  forceps. 

6  mouse  tooth  forceps. 

2  artery  forceps. 

2  large  copper  probes  14". 
2  small  silver  probes. 

4  metal  applicators. 
1  grooved  director. 

1  sharp  spoon. 

2  rubber  catheters. 

1  glass  piston  syringe. 

2  medicine  droppers. 

1  glass   irrigating  tip  with  tubing. 

2  treatment  glasses. 
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en  tongue  depressors. 

Safety  puis. 

Ail.  1 1  -Sterile  rubber  drainage  tubing  oi  -is 
sorted 

Ail.  12  Basin  for  collecting  the  used  and  in- 
fected instruments. 

Ad.  jo  and  27  \\  ire  baskets  containing  large 
heavj  paper  bays,  which  when  full  are  removed 
and  can  be  burned. 

Roi  NDS    BASKE  1. 

riie  attending  physicians  and  surgeons  have  de- 
rived considerable  time-saving  advantage  by  the 
nurse  carrying  everything  that  may  be  required  in 
died  "rounds  basket,"  which  is  stocked  as 
follow  s  : 

Bandage  scissors. 

Safety  pins  in  box. 

Metal  applicators. 

Wooden  tongue  depressors. 

1  hapin  tongue  depressor. 

Alcohol. 

Ether. 

Gauze  roll. 

Absorbent  cotton    (small  quantity). 

Finger  cots. 

Rubber  gloves. 

Vaseline  and  small  saucer. 

Talcum  powder. 

Glass  slides. 

Cover  glasses. 

Platinum  loop. 

Paper  bag. 

Sounding  towel. 

Hand  towels. 

Nasal  speculum. 

Ear  speculum. 

Blue  pencil. 

Head  mirror. 

Laryngeal  mirror. 

Candle. 

Matches. 

Tape  Measure. 

Litmus  paper. 

Treatment  glasses  (2). 

Medicine  dropper. 

In  the  ophthalmic  and  in  the  aural  departments 
baskets,  especially  adapted  to  the  respective  needs 
of  eye  and  ear  cases,  are  employed. 
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Slender  objects  entering  the  sole  are  usually 
driven  upwards  and  backwards.  In  the  heel  there 
are  no  muscle  bellies  to  move  them  and  it  is  un- 
likely that  the  impact  of  walking  much  disturbs  the 
primary  focus. 


STERILE     WASH     ami    WOI   ND    DRESSINGS. 

It  is  scarcely  more  than  25  years  that  the 
antiseptic  methods  have  been  displaced  by  the 
aseptic  treatment  of  wounds.  Chemical  solutions 
"i  sufficient  strength  to  destroy  bacteria  and  even 
to  inhibit  their  growth,  in  a  healing  wound  become, 
at  the  same  time,  a  serious  menace  to  cell-develop- 
ment and  proliferation  and  interfere  vitally  with 
normal  tissue  repair.  It  was  the  full  realization  of 
this  that  gradually  led  to  the  modern  conception  of 
aseptic  surgery,  and,  in  place  of  wound  dressings 
saturated  with  powerful  germicides,  there  was  in- 
troduced everywhere,  dry,  unimpregnated  gauze 
sterilized  by  means  of  thermic  instead  of  chemical 
methods. 

The  simplest  of  these  is  that  by  boiling,  but  in  the 
case  of  operating-room  wash  and  wound-dressings 
where  the  material  should  be  dry  after  sterilization, 
other  methods  had  to  be  adopted.  In  the  most 
practical  and  reliable  of  these  the  materials  are  sub- 
jected to  the  sterilizing  action  of  steam  under 
pressure.  Many  apparatus,  some  of  them  ap- 
parently <mite  complex,  have  been  designed  for  this 
purpose,  but  the  general  principles  upon  which 
their  construction  is  based  are  essentially  the  same. 

In  the  older  models,  the  steam  was  admitted  into 
the  sterilizing  space  immediately,  and  there  was  no 
particular  device  which  insured  the  proper  pre- 
liminary learning  of  its  contents.  The  result  was, 
that  the  parcels  became  damp  or  wet  from  the  con- 
densation of  the  superheated  steam  upon  the  cool 
surface.  To  correct  this,  the  mantle  of  newer 
sterilizers  consists  of  two  cylinders  one  within  the 
other.  The  space  between  them  can  be  filled  with 
steam  and  is  called  the  steam-jacket  space  in  dis- 
tinction to  the  space  within  the  inner  of  the  two 
cylinders — the  sterilizing  space.  After  the  nurse 
has  packed  the  sterilizing  space,  the  door  of  the 
sterilizer  is  closed  and  the  steam-jacket  is  filled 
with  steam.  When  the  parcels  have  been  zvarmed 
sufficiently,  superheated  steam  is  admitted  to  the 
sterilizing  space  itself  to  take  the  place  of  the  dry 
heated  air  which  it  contains. 

When  the  sterilization  is  complete,  the  residual 
steam  is  removed  from  the  compartment.  To  ac- 
complish this  a  separate  valve-mechanism  is  at- 
tached to  the  newer  sterilizers,  by  means  of  which 
the  residual  vapor  can  be  disposed  of  by  exhaus- 
tion.    The  same  device   also  makes  it  possible  to 
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get  rid  of  the  warmed  air  at  the  beginning  of  the 
sterilization  process  without  depending  on  the  in- 
coming steam  to  displace  it.  This  provision  ef- 
fectively does  away  with  the  occasional  wet  bundles 
delivered  from  the  older  sterilizers  and  insures 
thorough  dryness  of  the  wash  and  dressings  after 
sterilization. 

Briefly  stated,  the  process  of  sterilization  by  steam 
under  pressure  involves  the  following  steps: 

I.  Packing  of  the  sterilizing  space. 

II.  Warming  of  the  wash  to  prevent  condensa- 
tion. 

III.  Exhausting  the  air  and  filling  the  compart- 
ment with  steam. 

IV.  Permeation  of  the  parcels  by  steam  under  a 
pressure  of  15  pounds  to  the  square  inch  and  a 
temperature  of  2500   F.   (1210  C.)   for  30  minutes. 

V.  P'inal  drying  of  the  parcels;  the  desiccation 
taking  from  10  to  20  minutes. 

The  total  time  required  for  the  work  of  steriliza- 
tion in  preparing  for  an  operation  may  vary  con- 
siderably and  usually  exceeds  an  hour,  but  the  time 
consumed  by  the  actual  sterilisation  itself  with 
the  thermometer  registering  2500  F.  and  the  manom- 
eter indicating  a  pressure  of  15  pounds,  should 
never  be  less  than  30  minutes.  Practically  speaking 
in  hospital  routine  the  contents  of  each  parcel  have 
been  subjected  to  the  sterilization  process  twice  be- 
fore they  are  used  at  an  operation.  It  is  the  prac- 
tice to  sterilize  the  contents  of  the  parcels  im- 
mediately after  they  have  been  made  up  to  be  put 
away  in  the  parcel  closet.  When  needed  they  are 
resterilized,  and  can  then  be  taken  directly  from  the 
sterilizer  for  use. 

One  object  of  this  double  sterilization  is  to  attack 
spores,  which  initially  show  considerable  resistance. 
But  liberated  from  the  bacterial  bodies  and  made  to 
germinate  these  are  more  likely  to  be  destroyed 
during  a  second  sterilization.  Fortunately  the 
pathogenic  organisms  which  most  commonly  pro- 
duce wound  infections  are  cocci-streptococci, 
staphylococci,  pneumococci,  gonococci  and  have 
no  spore- forms ;  the  bacillus  pyocyaneus  and  colon 
bacillus  are  not  spore-bearing,  while  the  tetanus 
bacillus  which  produces  spores  is  of  infrequent  oc- 
currence. 

If  any  articles,  such  as  towels  or  gloves,  are 
known  to  have  been  soiled  with  pus,  for  example  at 
an  unclean  operation,  it  is  always  wisest  and  safest 
to  attend  to  their  sterilization  promptly,  by  boiling 
them.  Fifteen  minutes  in  slightly  alkaline  or  25 
minutes  in  plain  water  is  adequate.  When  wanted 
again  for  operation  these  articles  can  be  resterilized 
by  steam  under  pressure  in  the  usual  manner,  and 


a  transference  of  pathogenic  germs  from  one  case 
to  the  other  need  not  be  feared.  The  initial  boil- 
ing is  resorted  to  in  such  cases  because  boiling  is 
the  simplest  and  most  reliable  of  all  methods  of 
sterilization. 

The  greatest  scruple  is  necessary  in  case  of  the 
rubber  gloves  because  they  come  into  the  most  inti- 
mate contact  with  the  wound.  A  gauze  drain  is 
put  into  each  glove  so  as  to  keep  it  from  collapsing. 
As  a  rule  alkaline  solutions  are  more  apt  to  destroy 
the  elasticity  of  the  rubber  gloves  than  plain  water, 
but  if  time  is  a  factor,  instead  of  using  plain  water, 
gloves  may  be  boiled  from  10  to  15  minutes  in  a 
1-1000  aqueous  solution  of  sodium  hydrate  (Na 
OH.),  in  fact,  this  may  be  done  a  number  of  times 
before  their  texture  is  materially  impaired  and  the 
gloves  become  brittle  and  lose  their  elasticity.  Or- 
dinarily gloves  are  boiled  in  plain  water  from  20 
to  25  minutes.  After  boiling  they  are  at  once  thor- 
oughly dried  and  powdered  and  are  then  ready  for 
resterilization  by  steam  under  pressure.  In  mak- 
ing rounds  through  the  hospitals  a  remarkable  di- 
versity of  opinion  can  be  gathered  on  this  subject. 
There  seems,  however,  no  tenable  reason  why  rub- 
ber gloves  should  not  be  resterilized  by  steam  under 
pressure  in  the  same  manner  as  the  operating-room 
wash  and  wound-dressings.  Of  course,  during  the 
steam  sterilization,  just  as  during  sterilization  by 
boiling,  it  is  important  that  a  gauze  drain  be  placed 
into  each  glove  so  that  the  circulating  steam  can 
have  access  to  its  interior.  Furthermore,  stickiness 
or  adhesion  of  the  gloves  is  entirely  obviated  if  the 
surfaces  have  been  well  powdered  before  thev  are 
subjected  to  the  superheated  vapor. 

In  substituting  one  method  for  the  other  the  com- 
parative time  required  for  sufficient  sterilization 
must  be  borne  in  mind.  It  is  indicated  in  the  fol- 
lowing table : 

Boil  in  alkaline  water  (1040  C.)  5-10-15  minutes. 

Boil  in  plain  water  (ioo°  C.)  20-25  minutes. 

Steam  at  2500  F.   (121°  C.)  35  minutes. 

Steam  at  2120  F.   (ioo°  C.)  45  minutes. 

With  regard  to  the  size  of  the  parcels  and  the 
manner  of  packing  the  sterilizer  there  are  a  few 
points  which  are  of  practical  importance.  The 
sterilizer  should  not  be  packed  too  tightly  if  the 
steam  shall  circulate  freely  between  the  parcels.  To 
further  facilitate  penetration  the  individual  bundles, 
above  all  if  they  are  somewhat  compact,  should  not 
be  made  larger  than  necessary.  The  parcel  wrap- 
pers should  be  of  strong  cloth  which  is  adequately 
porous ;  covers  of  rubber  or  of  other  impermeable 
materials,  paper  bags  or  envelopes,  are  never  to  be 
used  as  containers  for  anything  that  is  to  be  steril- 
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ized.  1  Ik-  importance  of  iliis  is  not  unfrequently 
lost  sight  of  m  the  sterilization  "i  talcum-power 
which  finds  its  way  into  the  sterilizer  in  receptacles 
"t  wood,  glass,  nn  "i  paper.  Although  these  recep- 
may  be  provided  with  small  perforations  at 
access  "f  the  steam  is  unneces- 
sarily impeded.  11k-  result  ma)  be  insufficient 
sterilization  of  the  contents  ami  the  direct  nan  Eei 
ence  of  pathogenic  organisms  to  the  wound,  [f  the 
surgeon  insists  en  having  talcum  sterilized  sep 
arately,  small  quantities  of  ii  should  be  pin  into 
pockets  or  bags  oi  cloth.  However,  where  stress 
is  laid  on  powdering  the  rubber  gloves  properly  be- 
fore  sterilization  and  the  surgeon  takes  time  to  dry 
liis  hands  thoroughly  with  a  sterile  towel  before  at- 
tempting  to  put  them  on,  the  demand  for  an  extra 
suppl)   becomes  redundant. 

What  should  the  sterilized  bundles  for  the  ordi- 
nary uncomplicated  laparotom)  contain?  The 
nurse  has  in  readiness  a  supply  which  is  sufficient ; 
firstly,  for  the  patient;  secondly,  for  the  surgeon, 
assistants  and  nurses  who  help  at  the  operation. 
In  an  interval  appendicitis  where  only  one  assistant 
at  the  wound  is  needed  besides  the  anesthetist,  and 
one  operating-room  nurse  who  has  charge  of  the 
instrument--,  suture  material  and  gauze,  the  number 
of  sterile  gowns  required  is  accordingly  small.  De- 
sirable are  gowns  with  long  sleeves  over  the  cuffs 
of  which  the  rubber  gloves  can  be  drawn  so  that  the 
arm  is  entirely  covered.  A  very  practical  recep- 
tacle for  the  sterile  gowns,  which  is  in  use  in  some 
of  the  operating  rooms  in  this  city,  is  a  metal  drum, 
the  cover  of  which  can  be  raised  whenever  a  sterile 
gown  is  needed,  by  stepping  on  a  pedal  at  the  base 
of  the  stand  on  which  it  rests.  As  soon  as  the 
pressure  with  the  foot  is  released  the  lid  of  the 
drum  again  drops  back  into  place. 

There  should  lie  seamless  rubber  gloves  of  the 
proper  size  to  fit  all  those  concerned  in  the  oper- 
ation. Their  number  should  be  ample  to  allow  for 
one  change  for  each  assistant  and  nurse  and,  if  oc- 
casion should  demand,  two  for  the  surgeon.  The 
asepsis  can  be  logical  only  if  gloves  are  worn 
throughout  the  entire  operation  and  by  all  who 
come  in  contact  with  the  sterile  materials  and  in- 
struments. 

This  means  that  the  nurse  who  arranges  the  sup- 
ply-table and  consequently  touches  the  sterile  gauze, 
instruments  and  suture  materials  can  do  this  only 
with  rubber  gloves. 

The  laparotomy  sheet  should  be  large  enough  to 
cover  the  whole  patient  besides  draping  the  oper- 
ating table  on  each  side;  it  has  an  opening  over  the 
field   of    operation.     A    T-shaped    opening    in    the 


doth  is  more  serviceable  for  the  various  incisions, 

than  the  longitudinal  one  Ihi--  i>  particular!)  ap 
pan  in  when  a  transverse  incision,  such  as  the  semi 
lunai  hypogastric,  is  used  b\  the  surgeon. 

Alter  the  laparotom)  sheet  is  adjusted  foui 
towels  surround  tin  wound  site,  ["here  should  be 
sufficient  foi  one  renewal  and  an  extra  dozen  i"i 
other  needs.  The  surgeon  asks  for  towels  i"i  ins 
hands,  a  towel  ■  >i  two  are  wanted  to  dr)  the  abdo- 
men after  the  cleansing  maneuvers,  another  wraps 
the  lu  it  ni  the  Pacquelin  cautery. 

Where  one  nurse  is  able  t<>  take  charge  of  the  in- 
struments and  sterile  gau/e  there  is  no  advantage  in 
covering  more  than  one  supply  table.  Sterile 
gauze  and  towels,  suture  material,  needles  and 
needle  holder,  Michel's  clamps,  retractors,  forceps, 
clamps  and  hemostatics,  and  cutting  instruments 
can  all  be  placed  on  one  long,  narrow  table  in 
orderly  fashion  and  kept  separated  from  one 
another.  When  the  surgeon  prefers  to  pick  the  in- 
struments himself,  directly  from  a  1  lartlcy  table 
which  is  pushed  up  close  to  the  field  of  operation,  a 
suitable  cover  or  slip  which  fits  the  instrument  tray 
can  be  added  to  the  sterilizer  supply.  A  wet  in- 
strument should  always  be  dried  before  it  is  laid 
down  upon  the  supply  table.  If  the  cover,  which 
often  consists  of  a  single  layer  of  cloth,  is  ac- 
cidentally saturated  by  dropping  a  bundle  of  wet 
suture  material  upon  it,  diffusion  currents  are  sel 
up  at  once  from  the  surface  of  the  unsterile  glass 
plate  beneath  to  the  suture  which  lies  in  the  wet 
area.  Such  a  suture  is  quickly  soiled  and  must  In- 
discarded.  It  is  safest  to  put  all  the  suture  ma- 
terials on  a  small  tray  of  agate  ware  which  has  been 
sterilized  with  the  instruments  for  this  purpose. 

There  need  not  be  a  great  variety  of  sterilized 
gauze.  The  tiny  gauze  sponges  should  be  eliminated 
since  they  are  apt  to  be  lost  in  the  wound.  When 
a  very  small  piece  of  gauze  is  wanted  it  can  be  cut 
as  occasion  demands.  The  gauze  sponges  should 
be  2l/2  x  2]/2  inches  and  certainly  not  larger  than 
3x3  inches.  The  gauze  should  be  so  folded  into 
a  square  that  the  cut  edge  of  it  nowhere  shows  fray- 
ing with  the  liberation  of  little  threads,  or  unfolding 
does  not  take  place  while  it  is  handled.  It  should 
be  at  least  four-ply  so  that  when  it  is  folded 
diagonally — delta  sponge — it  is  eight-ply.  In  this 
form  it  serves  its  purpose  as  a  sponge  most  ef- 
ficiently, which  is  chiefly  to  imbibe  fluids — secre- 
tions, blood  or  pus.  The  delta  sponge  is  picked  up 
in  such  a  manner  that,  to  resort  to  geometrical 
verbiage,  the  blades  of  the  long  thumb  forceps  are 
parallel  to  the  hypothenuse  of  this  triangular 
piece  of  gauze.     The  nurse  should  understand  this. 
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since  she  may  be  asked  to  fix  sponges  in  the  sponge 
holder  in  this  way,  or  else,  to  hand  them  to  the 
surgeon's  forceps  individually. 

\\  hen  more  appreciable  quantities  of  rluid  have 
to  be  dealt  with,  as,  for  example,  in  the  bursting  of 
an  abscess  or  cyst  during  operation,  the  gauze 
sponges  may  have  to  be  replaced  by  pieces  of  gauze 
w  huh  have  a  greater  bulk  and  proportionately  in- 
creased imbibing  power.  Large  pieces  of  gauze 
may  also  be  called  into  play  in  exhausting  a  small 
transudate  or  exudate,  or  in  removing  accumulated 
blood.  In  the  case  of  profuse  oozing  from  an  in- 
cision, as  in  operating  for  cancer  of  the  breast,  large 
pieces  of  gauze  packed  into  the  bleeding  furrow  ef- 
fect prompt  hemostasis  and  prevent  undue  loss  of 
blood.  In  a  sudden  venous  hemorrhage  from  the 
depth  of  the  abdomen  or  pelvis  where  the  injured 
vessel  is  not  at  once  manifest,  firm  tamponade  with 
large  pieces  of  gauze  is  the  emergency  measure. 
Rarely,  and  in  modern  surgery  only  when  this  can- 
not be  circumvented,  a  large  piece  of  gauze  may  be 
inserted  into  the  abdomen  or  pelvis  to  "act  as  a 
drain" — really  a  foreign  body  around  which  ad- 
hesion.-- of  the  intestinal  loops  rapidly  form  on  ac- 
count of  the  destruction  of  the  surface  endothelium, 
so  that  when  the  gauze  is  removed  in  the  course  of 
five  to  seven  days  a  securely  walled-off  canal  or 
conduit  remains,  which  leads  down  to  the  suspected 
focus.  For  all  these  exigencies  larger  pieces  of 
gauze  folded  into  four-ply  tampons  4  x  16  inches 
and  gathered  into  accordeon  pleats — accordeon 
gauze — can  be  fitly  employed. 

Besides  gauze  sponges  and  tampons,  there  are 
required  in  the  ordinary  laparotomy  about  a  dozen 
abdominal  pads.  These  are  intended  only  for 
walling-off  the  intestines,  or  for  protecting  the 
viscera  from  traumatism  or  contamination.  The 
abdominal  pad  also  is  made  of  surgeon"s  gauze 
which  is,  however,  sewn  into  a  square  12  x  12 
inches  with  a  tail  of  cord  or  tape  2  inches  long  and 
a  metal  ring  attached  to  one  of  the  corners.  It  is 
not  intended  to  absorb  secretions  and  should  not  be 
bulky  nor  have  a  thick  edge,  and  therefore  consists 
of  only  three  layers  of  gauze.  The  capillarity  of 
the  gauze  and  the  friction  make  it  a  little  difficult 
to  introduce  such  a  pad,  but  after  it  is  finally  placed 
in  situ  it  has  the  decided  advantage  that  it  is  not  as 
readily  dislodged  by  the  abdominal  breathing,  in- 
testinal peristalsis,  and  the  surgeon's  manipula- 
tions as  a  pad  made  of  some  smooth  material  would 
be.  To  facilitate  the  placing  of  an  abdominal  pad 
the  assistant  should  hold  it  up  suspended  by  the 
ring,  while  the  surgeon  grasps  the  most  dependent 
corner   with   the  long  thumb   forceps   in   his   right 


hand,  holding  the  intestinal  coils  or  viscus  in  ques- 
tion out  of  the  way  with  the  left. 

Although  it  is  not  imperative,  it  is  practical 
have  both  the  materials  for  cleansing  the  area  of 
operation  and  those  used  for  the  final  dressing  of 
the  wound  put  up  in  separate  parcels.  For  the 
scrubbing  manipulations  the  assistant  wears  sterile 
rubber  gloves,  and  the  territory  immediately  sur- 
rounding is  covered  with  sterile  towels.  In  scour- 
ing the  abdomen  the  piece  of  gauze  used  should  be 
large  enough  to  fill  the  hand — a  square  yard  of 
gauze  well  crimped,  yields  about  the  requisite  bulk- 
to  make  its  handling  convenient.  Small  bits  of 
gauze  or  cotton  held  between  a  few  fingers  cannot 
be  considered  in  earnest  attempts  to  render  a  large 
surface  clean.  For  the  application  of  alcohol  and 
the  subsequent  drying,  two  smaller  pieces  of  gauze 
each  about  half  a  yard  square  will  do.  In  all,  no 
less  than  four  pieces  of  crimped  gauze — two  large 
and  two  smaller  ones — should  constitute  the  con- 
tent of  this  parcel. 

The  use  of  aseptic  gauze  in  place  of  the  antisep- 
tic, for  wound  dressings,  simple  and  plausible  as  it 
may  seem,  is  nevertheless  the  outcome  of  a  com- 
plicated evolution.  This  demonstrates  again  what 
has  been  the  case  with  many  of  the  fundamental 
conceptions  in  the  practice  of  surgery,  which  at 
the  present  time,  after  their  unencumbered  exposi- 
tion by  our  teachers,  appear  almost  self-evident. 

For  wound  dressing,  aseptic  gauze,  dry  and 
porous,  is  the  best  material.  Indeed,  many  clean 
wounds  would  not  have  to  be  dressed  at  all  were  it 
not  for  fear  of  an  injury  to  the  delicate  suture- 
line,  or  the  risk  of  contamination  from  without  be- 
fore it  has  had  time  to  become  naturally  sealed  by 
the  healing  process.  Even  after  the  most  painstak- 
ing apposition  occasionally  there  may  be  slight  ooz- 
ing from  the  line  of  the  incision,  but  the  gauze 
dressing  serves  to  take  up  the  secretion  at  once 
and  keeps  the  wound  dry  while  at  the  same  time 
it  admits  of  sufficient  ventilation  to  keep  the  cov- 
ered skin  in  a  healthful  state.  To  secure  the  maxi- 
mum aeration  the  piece  of  gauze  which  is  in  direct 
contact  with  the  w^ound  should  always  be  a  crimped 
piece.  Four  to  eight  such  pieces,  each  half  a  yard 
square,  may  be  applied,  depending  on  the  case.  The 
bulkier  dressings  are  sometimes  used  as  elastic  pads 
to  prevent  the  accumulation  of  serum  or  blood 
where  this  is  anticipated.  A  square  of  uncrimped 
gauze  or  a  folded  towel  may  be  chosen  as  a  cover, 
but  never  impermeable  material  such  as  rubber  tis- 
sue, except  where  there  is  a  special  indication  as 
when  there  is  danger  of  soiling  the  dressing  from 
without  by  dejecta  or  urine.     It  can  be  readilv  il- 
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lustrated   in  the  laboratory    how    the  mere  drying 

ts  inhiliits  the  development    oi    .i   colon}    ol 

rhat  warmth  and  moisture  on  the  other 

hand  are  vital  to  bacterial  growth  is  .1  surgical  plan 

tude.  Normally  an  invisible  evaporation  takes  place 

from  the  dressing  and  the  surface  1-  thereb) 

An  enclosure,  impermi  listure,  causes  the 

phere   in   the   dressing   to    stagnate   and   the 

secretions  to  decompose  and  provides  the  conditions 

necessary  for  the  rapid  incubation  of  germ-life. 

This  analysis  of  the  sterile  wash  and  . 
needed  at  an  operation  is  given  in  considerable  de- 
tail in  order  to  facilitate  a  clear  understanding  in 
this  matter,  between  the  surgeon  and  the  nurse. 
Precision  in  such  things  as  these,  is  the  basis  of  a 
reliable  operating-room  service. 

nurse's  list  of  supplies  for  one  laparotomy: 
3-6    head    covers    and    gowns    tor    doctors    and 
• 

gloves  and  j-4  pairs  of  half- 

1  laparotomy  sheet. 

2  dozen  tow  els. 

_'  covers  for  the  supply  table. 
■ss  of  gauze  spong 

2  dozen  gauze  tampons. 

1  dozen  abdominal  pad-. 

1  parcel  scrubbing  gauze. 

1  parcel   dressing  gauze. 

To  a  certain  degree  the  operating  room  nurse 
may  exercise  her  natural  inventiveness  in  the  get  up 
of  this  stock  of  supplies  for  an  operation,  but  she 
I  never  allow  variety  in  design  to  impair  the 
utility  of  an  innovation  :  in  general,  in  the  pursuit 
of  asepsis  it  is  not  complexity  and  multiplicity,  but 
simplicity  and  uniformity  that  arc  most  desirable. 
4]  Madison  Avenui  . 

The  next  article  will  be  "Sterilization  of  Utensils 
and    Instruments    for    Operation." 

Treatment  of  Fractured  Ski  i  1  - 
It  is  conceded  that  cases  of  linear  fracture  of 
the  vault  without  symptoms  pointing  to  serious  in- 
tracranial injury  should  be  kept  under  close  ob- 
servation, while  all  cases  of  bending  fracture  of 
the  vault  should  be  subjected  to  operation  even 
though  symptoms  of  intracranial  injury  be  absent. 
If  there  is  the  least  doubt  in  the  surgeon's  mind  as 
to  the  viability  of  the  elevated  fragments,  or  the 
possibility  that  the  latter  will  press  unduly  on  the 
dura,  it  is  imperative  that  these  fragments  of  bone 
be  removed.  In  all  gunshot  wounds  of  the  vault 
the  depressed  fragments  of  the  inner  table  should 
be  rcroved.  Punctured  wounds  are  explored  if  in- 
tracranial svmntoms  appear. — Edmund  A.  Rabler 
in  The  Journal  of  the  Missouri  State  Med.  Ass'n. 
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I  rom  the  sociological  point  of  view  the  restora 
1  function  in  tin-  Fool  aftei  a  fracture  about 
the  ankle  1-  <>i  the  greatest  importance  i"  tin  com 
munity.  In  orthopedic  clinics  this  is  frequentlj 
brought  to  mind  when  a  number  of  patients  are 
.in  limping  with  the  aid  of  canes  and  crutches  for 
months  after  an  injury.  The  sociological  aspect  of 
such  conditions  in  large  cities  has  been  carefully 
studied  and  has  resulted  in  a  splendidl)  equipped 
Social  Service  Departmenl  in  some  of  the  larger 
hospital  clinics.  \  vast  amounl  of  good  work  is 
being  done  here  in  cases  of  lame  bread  winners  b) 
procuring  light  work  for  skilled  workers  who  have 
been  handicapped,  thus  shortening  the  total  period 
of  idleness. 

In  assuming  the  management  of  a  stiff  ankle  after 
a  fracture,  it  is  necessary  to  ascertain  the  most 
potent  factors  causing  the  disability.  As  a  rule. 
these  are  edema  and  swelling,  joint  adhesions,  ten- 
der callus,  muscle  stiffness,  ligamentous  contrac- 
tions, nervous  hyperesthesia  ard  fear  of  use.  All 
of  these  items  m;i\    exist  together. 

A  most  peculiar  case  was  seen  recently  in  winch 
a  man  was  noted  to  have  a  foot-drop  after  a  frac- 
ture of  the  tibia.  It  was  only  upon  the  closest 
questioning  that  be  announced  that  he  was  uncon- 
scious for  a  short  time  the  day  of  the  injury.  He 
had,  :n  fact  sustained  a  sharp  transient  hemorrhage 
into  the  internal  capsule,  in  falling  on  his  head  from 
a  telegraph  post.  A  well  litted  ankle  brace  and 
-nine  iodides  were  the  means  ,,f  restoring  his  func- 
on   in  a  very   shorl   time. 

The  fact  that  the  foot  is  a  weight-bearing  mech- 
anism renders  it  a  peculiar  problem  after  fractures 
about  the  ankle.  There  may  be  no  interference 
with  any  of  the  motions  of  the  ankle  or  joints  be- 
low the  ankle ;  there  may  be  no  interference  with 
the  action  of  any  of  the  muscles  or  ligaments  in  this 
locality,  yet  a  tender  callus  may  be  just  enough  sen- 
sitive to  prevent  the  patient  using-  it  in  weight  bear- 
ing. 

This  factor  deserves  mention  because  it  is  *ot 
often  discussed  in  text-books  on  fractures.  It  is 
best  handled  by  appropriate  resistance  movements 
of  which  I  shall  speak  later. 

In  examining  for  disability  a  very  important  phy- 
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sical  sign  is  the  patient's  gait  and  its  observation 
will  often  give  an  important  clue  in  the  direction  of 
treatment.  When  at  a  trial  for  damages  several 
years  ago,  the  defendant  was  asked  why  he  charged 
enormous  sums  for  making  shoes  for  his  patrons, 
he  replied,  "The  greater  part  of  my  charges  are 
for  diagnosticating  my  customers'  gait."  This 
charlatan  realized  the  value  of  inspection  in  diag- 
nosis. 

A  stiff  gait,  for  instance,  will  lie  very  easily  diag- 
nosticated from  a  foot-drop,  and  distortions  such  as 
turning  in  or  turning  out  of  the  foot  will  be  noted, 
as  well  as  the  gingerly  gait  of  a  tender,  painful  foot. 


Fig.    1.     A   portable    pivot    machine    for    passive    motion    of   the   foot. 

in  which  case  a  cane  or  crutch  is  often  necessary. 
The  greatest  hyperesthesia  in  my  experience  is  en- 
countered after  compound  fractures  in  which  nerves 
have  been  torn  and  scars  are  tender. 

Most  text-books  recommend  after  fractures  active 
and  passive  motion  and  massage.  This  trinity  is  the 
keynote  of  the  treatment  of  all  fractures  resulting 
in  stiff  joints,  but  their  application  requires  fre- 
quently the  knowledge  gained  by  experience  and 
careful  attention  to  detail ;  otherwise,  the  orthope- 
dist would  very  rarely  be  consulted  after  fractures 
of  this  sort. 

In  an  attempt  to  prevent  flat-foot  after  Pott's 
fracture  I  have  often  seen  marked  inversion  de- 
formity of  the  foot  as  well  as  toe-drop  caused  by  the 
over  zeal  of  the  surgeon.  Such  a  foot  will  be  very- 
tender  about  the  ankle,  painful  in  bearing  weight, 
the  heel  does  not  bear  its  share  of  the  weight,  too 
much  weight  is  borne  on  the  outer  side  of  the 
foot   on    the    smaller   metatarsal    bones.      Cases    of 


this  sort,  when  recent,  I  have  frequently  reincased 
in  plaster  with  the  foot  at  right  angles  to  the  leg 
and  everted  as  far  as  possible ;  the  patient  walking 
in  this  apparatus  for  ten  days  is  soon  ready  for 
active  and  passive  motion  and  massage.  A  short- 
ened heel  cord,  it  might  be  mentioned  in  passing, 
is  effectually  stretched  by  the  use  of  Shaffer's 
equinus  stretcher,  a  machine  which  I  have  often 
used  with  satisfaction. 


nachine   for   the   foot.      Useful    in 
flat-foot. 

Pendulum  Machine. — This  consists  of  metal  bars 
swinging  from  an  axle  to  which  are  attached  foot 
pieces  of  metal ;  the  foot  pieces  are  supplied  with 
ankle  straps  adjusted  in  such  a  manner  that  pa- 
tients will  flex  and  extend  the  ankle  resisted  by 
various  weights  fastened  to  the  pendulum.  The  arc 
of  motion  can  be  adjusted  to  individual  cases,  like- 
wise the  weights.  These  machines  are  of  distinct 
advantage,  exercising  atrophied  ankle  flexors  and 
extensors,  tearing  adhesions  loose,  dispersing  effu- 
sions, all  without  bearing  weight,  the  patient  being 
seated  in  a  chair. 

Zander  Machine. — The  Zander  machine  for  cir- 
cumducting the  foot  is  a  more  complicated  appara- 
tus than  the  foregoing,  but  very  effective  in  over- 
coming adhesions  and   correcting  distortions  below 
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the  ankle.  The  patient,  seated  in  a  chair,  rests  his 
heel  upon  .in  appropriate  cup,  while  the  front  oi  his 
fool  describes  a  circle,  the  center  of  motion 
located  about  the  head  of  the"  astragalus  I  In- 
principle  here,  again,  is  resisted  motion  to  ov<  n 
rigidity.  Hie  best  natural  method  o\  restoring 
function  1-.  of  course,  walking. 

Resisted  Movements. — The  patient  seated  upon 
.1  table,  the  manipulator  grasps  the  forefoot  and 
commands  the  patient  to  move  bis  forefoot  for- 
ward and  downward  as  far  .1-  he  is  able,  just  short 
of  fatigue.  He  is  then  instructed  to  turn  his  foot 
m  and  out  while  the  heel  is  firmly  held  with  the 
left  hand  of  the  operator. 
Circumduction.  Circumduction  of  the  foot  is  to 
rried  out  in  the  same  manner.  It  is  remark- 
able how  much  better  results  are  obtained  by 
trained  masseurs  in  thorough  control  of  their  pa- 
tients than  by  those  who  have  no  personal  experi- 
ence in  the  carrying  out  of  these  exercises. 
Passizx  Motions. — The  importance  of  passive 
1  in  the  sixth  week  after  fractures  about  the 
ankle  cannot  be  overemphasized.  One  must  bear  in 
mind  the  anatomy  and  physiology  of  the  joints 
under  consideration,  their  ranges  of  motion,  the 
feelings  of  the  patient  and  the  results  to  be  obtained. 
For  instance,  a  certain  amount  of  force  will  break 
up  joint  adhesions,  while  twisting  a  foot  too  fat- 
will  destroy  an  efficient  callus  formation.  There  are 
no  set  rules  except  those  learned  by  experience. 

The  ankle  in  a  normal  foot  can  be  flexed  dorsally 
to  85  .  and  in  fractures  about  the  anterior  lip  of  the 
tibial  mortise  or  of  the  malleoli,  this  motion  is  oc- 
casionally limited  by  bony  blocking,  and  no  rules 
can  be  laid  down  for  the  force  necessary  to  overcome 
this  obstruction. 

The  normal  extension  of  the  foot  is  about  35 
beyond  the  right  angle.  Attempts  to  overcome 
obstructions  that  prevent  this  motion  are  not  harm- 
ful, in  my  experience,  and  they  should  always 
be  tried.  If  the  foot  is  stiff  in  varus,  in  eversion  or 
adduction,  attempts  to  overcorrect  should  be  made 
daily,  stretching  adhesions,  loosening  tendinous  con- 
tractions and,  as  frequently  seen  in  fractures  of  the 
os  calcis,  frequently  stretching  ligaments  of  unin- 
jured joints  to  compensate  for  a  vicious  union  in 
the  heel.  These  impacted  fractures  of  the  os  calcis 
and  astragalus  occurring  so  often  where  large  build- 
ing operations  are  carried  on,  as  in  New  York,  in 
falls  from  great  heights,  result  in  almost  useless 
heels  and  deformed  feet.  They  were  often  not  rec- 
ognized before  the  advent  of  the  x-ray.  They  left 
a  thickened  tarsus  of  extreme  tenderness.  The  foot 
is  most  often  twisted  in  a  position  of  eversion  and 


abduction,  the  garden  varietj  of  traumatic  Hat  loot. 
I  he  correction  of  this  deformitj  usuall)  requires  an 

anestht  tic  and  plastei  "i  I  'ai  1  en<  asement  tor  si\ 
weeks. 

Massage.  I"  active  motion  the  most  valuable 
adjunct  in  the  treatment  of  disabled  feet  is  massage. 
Here,  again,  a  skilled  worker  is  worthj  of  his  hue 
Contraindications  to  massage  an-  macerated  epider- 
mis from  protracted  applicatii f  wet  dressings  ..1 

sweating  in  a  plaster  dressing,  improperly  heal  d 
granulations,  etc.  While  not  advocating  massage 
trcal  1  enl  of  fractures,  I  believe  in  its  early  applica 


for  developing  strength  of  calf 
mountain  climbing  apparatus." 


tion.  The  patient  should  be  seated,  the  skin  thor- 
oughly dry  and  powdered,  and  the  leg  gently 
stroked  to  empty  the  engorged  veins  above  the 
lesion  and  to  diminish  somewhat  the  proximal  local 
edema.  Then,  beginning  at  the  toes,  the  masseur 
firmly  kneads,  strokes  and  manipulates  the  skin  and 
subcutaneous  tissues- of  the  sole,  ankle,  calf,  etc. 
A  series  of  mild  passive  motions  are  again  gone 
through  and  the  extremity  is  then  firmly  and 
forcibly  stroked  from  toe  to  knee.  The  process 
should  take  at  least  twenty  minutes  and  should  be 
done  morning  and  night  for  the  first  ten  days,  and 
then  as  often  as  the  increase  in  the  patient's  strength 
and  weight-bearing  faculty  indicates. 
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Hot  and  Cold  Applications. — Hot  compresses  at 
night  (towels  wrung  out  of  hot  water)  frequently 
changed,  are  of  service.  Heat  always  diminishes 
muscular  .stiffness  in  joints. 

Electricity  is  of  slight  assistance  and  vibration  is 
useless  about  the  ankle,  the  many  unprotected  sub- 
cutaneous bones  not  permitting  unregulated  pound- 
ing such  as  this  machine  furnishes. 

The  hot  air  apparatus  has  proven  of  greater  serv- 
ice in  cases  of  exuberant  callus.  Here  care  should 
be  taken  to  avoid  excessive  degrees  of  heat,  the 
skin  should  be  carefully  protected  to  avoid  burning 
i  which  I  have  often  seen  in  an  electric  apparatus). 
The  application  should  be  made  daily.  I  usually 
"rder  the  machine  exercises,  motions,  manipulations 
and  massage  "directly  after"  the  use  of  the  baking. 

Apparatus. — Pain  and  disability,  if  flat  foot  is 
present,  are  to  be  met  by  means  of  an  apparatus 
that  will  invert  the  foot,  provided  the  foot  is  not 
rigid  and  the  deformity  is  not  confirmed,  but  can 
be  corrected  with  the  hands.  A  flat  foot  arch  is 
constructed  on  a  plaster  model  of  the  foot  and  worn 
as  long  as  is  necessary  to  relieve  discomfort.  Some 
cases  of  tarsal  fracture,  especially  when  impacted, 
as  mentioned  before,  require  support.  Plaster 
strapping  of  the  ankle  and  tarsus  needs  no  descrip- 
tion except  to  warn  against  excessive  tightness  for 
it  has  caused  decubitus;  if  worn  too  long  at  a  time 
the  skin  may  become  excoriated.  It  is,  however,  to 
be  recommended  whenever  there  is  evidence  of  lax- 
ity or  weakness  of  ankle  or  dorsal  ligaments.  A 
substitute  in  cases  where  this  is  not  tolerated  is  a 
crape  bandage,  but  for  firm  support  and  protection 
the  very  best  means  of  meeting  vulnerability  to 
ankle  injury  is  a  steel  brace  or  ankle  support, 
jointed  at  the  ankle  and  fitted  with  a  calf  band. 
These  act  best  when  riveted  to  the  shank  of  the 
shoe  and  arranged  with  a  stud  joint  in  cases  of 
foot-drop  and  fitted  with  a  pad  over  the  astragalus 
in  cases  where  there  is  a  tendency  to  sagging  of 
the  arch,  and  with  a  pad  on  the  opposite  side,  that 
is,  under  the  external  malleolus  when  the  foot  has 
a  tendency  to  turn  in  varus. 

A  properly  fitting  brace  or  ankle  support  of  this 
kind  will  frequently  be  the  means  of  discarding 
crutches  or  canes,  so  thoroughly  is  the  weakened 
ankle  splinted.  Shoes  with  stiff  counters  are  not 
recommended. 

In  clinic  practice  the  oblique  sole  made  by  piling 
up  the  inner  side  of  the  shoe  one-eighth  or  one- 
quarter  of  an  inch  (heel  and  sole)  is  a  cheap 
method  of  counteracting  eversion  as  in  traumatic 
flat  foot. 
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OPERATIONS  OX  THE  THORAX. 

The  thoracic  of  all  organs  presents  the  most  fre- 
quent positive  indication  for  the  use  of  local  anes- 
thesia. The  very  existence  of  a  disease  involving 
these  organs  places  at  once  a  contraindication 
against  general  anesthesia.  The  various  affections 
of  the  lungs  and  pleural  cavity  furnish  the  most 
frequent  objects  for  surgical  attack,  but  the  circu- 
latory organs  are  beginning  to  receive  the  attention 
of  surgeons. 

Pleural  effusions,  emphysema  and  lung  abscesses 
may  all  be  satisfactorily  operated  under  local  anes- 
thesia. It  is  of  interest  to  note  that  the  disastrous 
accidents  attending  operations  for  these  diseases  are 
strangely  infrequent  when  they  are  done  under 
local  anesthesia.  It  is  in  exceptional  cases  only 
that  a  general  anesthetic  is  permissible.  Decortica- 
tion and  thoraco-plastic  alone  demand  a  general 
anesthetic  and  in  these  the  available  lung  space  has 
become  accustomed,  because  of  the  chronicity  of 
the  disease,  to  the  performance  of  the  respiratory 
function  and  in  consequence  the  use  of  general 
anesthesia  is  less  dangerous  than  in  acute  conditions 
in  which  the  respiratory  system  has  not  yet  reached 
an  adjustment  to  the  new  conditions. 

Exploratory  Puncture. — The  diagnosis  of  fluid 
in  the  pleural  cavity  is  made  easily  from  physical 
signs  alone,  but  in  some  instances  difficulties  present 
themselves  and  it  is  advisable  in  all  cases  to  dem- 
onstrate the  presence  of  fluid  by  exploratory  punc- 
ture before  aspiration  is  attempted. 

The  most  convenient  site  for  puncture  is  in  the 
seventh,  eighth  or  ninth  intercostal  space  (Fig.  1), 
in  the  anterior  mid  or  posterior  axillary  lines. 
When  the  amount  of  fluid  is  small,  points  nearer 
the  spine  must  be  selected. 

An  ordinary  hypodermatic  syringe  fitted  with  a 
standard  needle  is  sufficient  if  the  thoracic  wall  is 
thin.  In  many  instances  a  longer  needle  is  required. 
The  caliber  of  the  needle  is  dependent  upon  the 
character  of  the  exudate.  In  fresh  exudations  a 
fine  needle  is  satisfactory,  but  in  long  standing  exu- 
dates or  purulent  effusions  a  needle  of  larger  cali- 
ber is  required.  A  syringe  capable  of  being  boiled 
with  the  needle  should  be  employed.  If  such  can- 
not be  obtained  the  needle  should  be  boiled  and  the 
syringe  chemically  sterilized,  preferably  with  for- 
malin or  iodine.  The  skin  may  most  conveniently 
be  prepared  by  painting  it  with  tincture  of  iodine  or 
by   soap   and    water,    followed    by    alcohol.      Many 
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practit  no  anesthetic  in  making  the  punc- 

ture, but  a  local  anesthetic  removes  iIk-  pain  at  and 
after  the  operation.  Freezing  effectually  prevents 
pain  m  the  skin  from  the  initial  prick,  but  is  eva 
nescenl  and  is  attended  by  after  pain.  Salt  and  ice 
insl  the  skin  for  a  minute  or  two  les- 
sens the  sensibility  to  a  considerable  degree.  Neither 
of  these  methods  produces  an  anesthesia  lasting  long 

h  to  permit  a  careful  exploration.     [nj< 
anesthesia  is,  therefore,  preferable  because  it  not  only 
permits  the  operator  to  studj  tissue 

through  which  the  needle  passes  bul  if  therapeutic 
measures  are  to  follow  the  exploration  the  oper- 
ation may  proceed  at  once.  Quinine  because  of  its 
efficiency   and   duration   is   the  most    suitable   sub- 


»iance  to  be  employed.  Ten  or  twenty  minims 
of  a  I  per  cent,  solution  is  drawn  into  the  syringe, 
a  fold  of  skin  over  the  intercostal  space  in  which 
the  puncture  is  to  be  made  is  caught  up  between 
the  thumb  and  forefinger,  making  it  anemic  and 
thus  less  sensitive.  The  needle  is  made  to  pene- 
trate the  skin  at  a  slight  angle  and  a  few  drops  of 
the  fluid  are  deposited  in  the  skin.  The  needle  is 
then  gradually  forced  inward  above  the  next  rib 
below  in  order  to  avoid  the  intercostal  vessels 
which  lie  in  the  groove  of  the  upper  rib.  As  the 
needle  reaches  the  pleura  the  resistance  is  increased 
or  the  patient  experiences  slight  pain.  The  re- 
mainder of  the  anesthetic  fluid  contained  in  the 
syringe  is  deposited  at  this  point.  An  interval  of 
a  few  seconds  permits  anesthesia  to  become  ef- 
fective and  the  needle  may  be  pressed  into  the 
pleural  cavity.  The  sudden  lessening  of  resistance 
indicates  the  penetration  into  the  pleural  cavity. 
The   syringe   is   then    steadied    with    the   left  hand 


while  the  right  gradually  withdraws  the  piston.  It 
the  fluid  is  present  il  should  appear  in  the  barrel 
..i  the  syringe  li  no  fluid  appears  il  is  either 
absent  01  the  needle  may  he  ton  short  to  entei  the 
thoracic  cavity   01    the   fluid  maj    be  too  thick  to 

pass  tlu. >ugh  the  needle.  It  there  Is  Ho  thud  pies 
cut  the  needle  will  strike  the  visceral  pleura,  which 
can  be   felt   bj    the   operator  and  usually   the  patient 

complains  oi  pain.  It"  there  is  doubt  about  the  en 
trance  oi  the  eavit\  b\  the  needle  a  longer  one 
should  be  employed  It  the  physical  findings  for 
lluid  are  definite  and  the  ease  is  of  long  duration  the 
possibility  oi  the  presence  of  a  fluid  too  thick  to 
pass  the  needle  nm-i   he  entertained  and  a  needle 


of  larger  caliber  employed.  Adhesions  at  the  site 
of  puncture  may  give  a  negative  aspiration.  In 
that  event  the  same  procedure  must  be  repeated  in 
other  likely  situations.  If  the  site  of  an  adhesion 
is  punctured  the  needle  enters  the  lung.  This  is 
manifest  by  the  entrance  into  the  syringe  of  bubbles 
of  air  covered  with  blood. 

Thoracentesis.  The  former  practice  of  awaiting 
resorption  of  pleuritic  exudates  has  very  properly 
given  place  to  the  removal  of  the  fluid  by  aspiration. 
It  has  been  the  practice  to  await  urgent  symptoms 
or  conclusive  demonstration  of  the  inability  of  the 
system  to  absorb  the  fluid  before  operation  was  re- 
sorted to.  It  is  now  becoming  generally  recog- 
nized that  the  absorption  of  the  fluid  even  in  the 
favorable  cases  is  capable  of  injury  to  the  patient. 
The  sole  objections  to  the  operation  are  the  danger 
of  converting  a  sterile  into  a  purulent  exudate  and 
the  discomfort  to  the  patient  from  the  operation — 
or  to  the  doctor  if  he  be  over-timid.     All  these  oh- 
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jections can  be  effective])    obviated  by  the  use  of 
local  anesthetics. 

Apparatus.  The  correctness  of  the  diagnosis  hav- 
ing been  demonstrated  by  exploratory  puncture  the 
question  of  the  removal  of  the  fluid  must  be  de- 
cided. This  may  be  best  undertaken  at  the  time 
of  the  exploratory  puncture,  for  it  saves  the  patient 
a  second  annoyance  and  the  doctor  a  second  prep- 
aration. The  clinical  diagnosis  should  be  suf- 
ficient! \  accurate  to  determine  the  character  of  ap- 
paratus  which  will  be  required.  The  exact  point 
where  fluid  will  be  obtained  is  known  from  the 
previously  performed  puncture.  A  tract  for  the 
asp  ra  ing  needle  in  case  aspiration  alone  is  needed 


is  alread)  anesthetized,  the  interval  between  the 
puncture  and  the  aspiration  permitting  perfect 
anesthesia  to  take  place. 

In  the  absence  of  more  suitable  apparatus  a 
syringe  holding  a  few  drams  fitted  with  a  stopcock 
may  be  employed.  It  is  a  slow  method  and  is  try- 
ing to  both  patient  and  operator,  but  it  is  possible 
to  remove  large  accumulations  with  this  simple  ap- 
paratus.  The  most  suitable  apparatus  is  the  Potain 
aspirator,  an  instrument  which  should  be  in  the 
hands  of  every  practitioner,  for  if  he  is  awake  in 
his  diagnoses  he  will  find  sufficient  use  to  warrant 
its  purchase.  The  principle  of  this  apparatus  is 
that  of  an  air  pump  and  its  purpose  is  to  produce 
a  vacuum  within  the  container  intended  to  receive 
the  fluid  which  will  outbalance  the  negative  pres- 
sure of  the  thorax  and  thus  prevent  the  formation 
of  a  pneumothorax.  A  simpler  improvised  ap- 
paratus (Fig.  2)  may  be  employed.  A  cork  with 
double  perforations  is  fitted   with  two  glass  tubes 


to  which  are  fitted  lengths  of  rubber  tubing.  To 
'iic  of  these  the  aspirating  needle  is  attached  and 
the  other  is  employed  b)  the  operator  to  make 
suction  to  counterbalance  the  intra-thoracic  pres- 
sure of  the  patient.  Whether  a  needle  or  trochar 
shall  be  used  is  a  matter  of  personal  preference. 
The  tracer  being  dulled  enters  less  readily  but  has 
the  advantage  that  when  the  stylette  is  withdrawn 
there  is  no  sharp  point  to  injure  the  expanding  lung. 
The  needle,  on  the  other  hand,  enters  readily,  easily 
injures  the  lung,  but  it  enables  the  operator  to  judge 
the  character  of  the  tissue  through  which  it  passes. 
Technic.  All  apparatus  coming  in  contact  with 
the    patient    should    be    prepared  by  boiling.     The 


hand  of  the  operator  should  not  touch  that  portion 
of  the  needle  which  is  to  enter  the  tissue.  The 
needle  is  passed  along  the  tract  of  the  puncture  al- 
ready anesthetized.  This  may  now  be  accomplished 
without  pain.  It  is  often  desirable  to  nick  the 
skin  with  a  scalpel,  for  the  pressure  of  forcing  a 
none  too  sharp  needle  may  annoy  the  patient.  The 
preliminary  use  of  the  scalpel  is  particularly  indi- 
cated when  a  trochar  is  used.  The  point  when  the 
parietal  pleura  is  passed  will  be  perceived  by  the 
operator.  Suction  may  now  be  begun.  If  a  Po- 
tain apparatus  is  employed  the  cock  on  the  tube 
leading  from  the  aspirator  may  be  opened  (the  air 
having  been  previously  pumped  from  the  bottle) 
and  the  fluid  will  trickle  into  the  bottle.  When  the 
flow  ceases  the  stopcock  on  the  tube  leading  from 
the  aspirator  is  closed,  the  one  leading  to  the  pump 
is  opened  and  the  pump  started.  When  sufficient 
vacuum  has  been  created  within  the  bottle  the  cock 
on  the  pump-end  is  closed  and  the  other  is  opened, 
when  the  flow  will  start  again.     If  the  operator  is 
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sure  his  apparatus  is  working  well  the  pump  may 

rked  with  both  cocks  o]  en  so  that  ilu   fluid 

flows  into  the  bottle  as  the  air  is  being  exhausted  by 

the   pump.     It'   the    improvised    apparatus    is   em- 

I   when  the  aspirating   needle   is  in   position 
suction  is  made  on  the  lead  tube,      rhe  pinchcock 
on  this  tube  should  not  be  released  before  the  tube 
is    in    the    operator's    mouth    and    suction 
rhe   pinchcock   must   be   reapplied   each   tunc   the 

tor  pauses  to  renew  his  breath. 
Amount  of  Fluid  to  be   Withdrawn.     Whether 
all  the  fluid  obtainable  is  to  be  withdrawn  at  the 

itting  depends  on  circumstances.     In  neglected 

when  a  considerable  amount  of  thud  is  with- 


drawn a  temporary  irritation  indicated  by  coughing 
may  attend  the  expansion  of  the  lungs  or  the  re- 
placement of  the  heart  to  its  norma!  position  may 
cause  a  sense  of  faintness.  Either  of  these  sensa- 
tions,  it"  at  all  marked,  should  he  a  signal  to  the 
operator  to  desist.  In  early  cases  the  first  evidence 
icomfort  is  evidenced  when  the  fluid  is  nearly 
all  removed  and  the  expanding  lung  causes  the 
visceral  pleura  to  come  in  contact  with  the  end  of 
the  aspirator.  Often  by  slightly  withdrawing  the 
aspirator  or  tilting  the  tip  downward  the  pain  can 
lie  relieved.  When  the  operation  is  ended  the  as- 
pirator is  withdrawn  and  the  opening  is  closed  with 
gauze  and  collodion  or  adhesive.  If  it  is  neces- 
sarv  to  interrupt  the  aspiration  before  the  fluid  is 
all  withdrawn  aspiration  should  be  repeated  after 
an  interval  of  a  few  days. 

Permanent  Drainage.     Purulent  fluid  requires  a 

permanent  exit.      In   children    this   is   satisfactorily 

accomplished   by    the   introduction  of  a   fair   sized 

26  F)   soft  rubber  catheter  through  a  simple 


intercostal   incision.      \   large  trocai    is  sometimes 
employed  through  the  sleeve  of  which  the  catheter 

lied  and  the  sleeve  withdrawn.  It  is  often 
possible  to  employ  this  method  under  local  am 
sia  in  quite  young  children.  This  method  is  espe 
cially  efficient  when  permanent  suction  is  applied 
to  the  drainage  tube.  This  has  been  accomplished 
hi  various  ways  The  simplest  method  is  b)  the 
permanent  application  of  ;>  Potaill  aspirator  Ilu 
negative  pressure   in   the   receiving  bottle  is  kept    at 

nit  of  eas}  tolerance. 
Rib  Resection.      In   empyema,  except  in  children, 
the  resection  of  a  rib  is  necessary  in  order  I 


cure  satisfactory  drainage.  Its  diagnosis  is  less 
certain  than  is  serous  fluid  by  physical  means  alone, 
but  before  operation  it  is  always  advisable  to 
demonstrate  its  presence  by  puncture. 

Instruments  Required.  The  resection  of  a  rib  is 
a  simple  operation,  but  since  it  is  always  done  upon 
a  dysponeic  patient  the  complications  are  often 
annoying,  and  instruments  sufficient  to  meet  all  pos- 
sible emergencies  should  always  be  at  hand.  Aside 
from  the  usual  syringe  and  solution  for  local 
anesthesia,  a  rib  shears  or  a  bone  cutting  forceps,  a 
periosteal  elevator,  knife,  scissors  and  a  number  of 
hemostats  and  a  needle  threaded  with  catgut 
should  be  provided.  The  latter  may  lie  needed 
should  the  intercostal  vessels  be  inadvertantly  sev- 
ered. 

Technic. — The  site  of  operation  is  selected, 
usually  the  seventh  or  eighth  rib  at  the  mid- 
axillary  line  and  an  area  of  skin  disinfected  either 
by  iodine  or  soap  and  water.  A  line  of  skin  three 
inches  long  is  injected  over  and  parallel   with  the 
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rib    selected    for    removal.     The  area  immediately 

beneath  the  rib  at  both  ends  of  the  line  of  injection 
in  such  a  manner  as  to  deposit  a  pool  of  fluid  about 
the  intercostal  nerve  |  Fig.  3).  Next  the  periosteum 
over  the  rib  is  freely  injected.  If  the  operator  is 
not  experienced  in  the  use  of  local  anesthetics  it  is 
better  to  wait  until  the  periosteum  is  exposed  be- 
fore injecting  it.  A  wait  of  a  few  minutes  permits 
anesthesia  to  take  place.  An  incision  is  made 
through  the  skin  the  length  of  the  line  infiltrated. 
The  muscle  over  the  rib  is  next  incised.  All 
hemorrhage  should  be  controlled  at  this  point.  If 
the  periosteum  was  not  injected  at  the  time  of  the 
initial  infiltration  it  is  now  infiltrated  by  passing  the 
needle  between  the  periosteum  and  rib.  The  peri- 
osteum over  the  rib  is  then  incised  for  a  distance  of 
two  inches  (Fig.  4).  The  periosteum  is  elevated 
from  the  rib  (Fig.  5)  about  its  entire  circumference, 
care  being  taken  to  remove  it  from  the  groove  con- 


taining the  intercostal  vessels.  The  visceral  sur- 
face of  the  periosteum  must  be  loosened  without 
perforating  it.  The  periosteum  being  loosened  for 
the  entire  distance  of  the  incision  the  rib  may  be  cut. 
At  least  an  inch  should  be  removed.  The  opening 
thus  made  has  for  its  floor  the  periosteum  and 
parietal  pleura.  All  hemorrhage  should  now  be 
checked.  If  the  periosteal  vessels  have  been  cut 
they  may  be  controlled  by  mass  ligatures  through 
the  muscle.  When  all  hemorrhage  has  been  con- 
trolled the  drainage  tubes  are  made  ready  and  the 
periosteum  quickly  incised  (Fig.  6)  and  the  tubes 
passed  into  the  opening.  The  tubes  must  be 
sutured  to  the  skin  in  order  to  prevent  their  slipping 
into  the  thorax.  Many  operators  permit  the  pus 
to  flow  out  before  a  dressing  is  applied,  others  pre- 
fer to  quickly  apply  a  large  snug  dressing  and 
permit  the  pus  to  gradually  soak  into  this. 

If  the  visceral  periosteum  is  inadvertantly  opened 
the  pus  flows  at  once  and  the  cutting  of  the  rib 
and  the  control  of  any  hemorrhage  that  mav  ap- 
pear must  be  done  in  a  puddle  of  pus. 

After  Treatment.  The  duration  of  the  quinine 
anesthesia  is  such  that  nothing  is  required  for  post- 
operative pain.  The  dressings  must  be  removed  as 
they  become  soiled.  After  the  flow  has  lessened  the 
tubes  are  gradually  shortened  and  can   usually  be 


removed  in  from  two  to  six  weeks,  depending  on 
the  nature  of  the  infection,  the  earlier  period  of  the 
pneumo-coccus  or  influenza  bacillus  is  the  infective 
agent,  the  longer  if  the  empyema  is  secondary  to 
some  infection  of  the  abdomen  or  pelvis. 

Drainage  of  Lung  Abscesses.  The  drainage 
of  abscesses  of  the  lung  is  difficult  only  in  lo- 
cating them.  Physical  examination  can  usually 
determine  their  presence  with  a  considerable  de- 
gree of  certainty  but  it  is  only  by  aspiration  that 
it  can  be  proven  and  the  exact  location  determined. 
The  technic  of  exploratory  puncture  is  not  unlike 
that  of  exploration  of  the  pleural  cavity  except 
that  a  longer  needle  is  required  and  that  the  search 
is  more  prolonged  and  much  more  difficult.  Physical 
examination  must  locate  the  lesion  approximately 
and  the  point  of  the  needle  must  be  made  to  enter 
the  suspected  region.  The  density  of  the  tissue 
which  the  needle  penetrates  can  usually  be  per- 
ceived and  often  when  the  cavity  is  a  considerable 
one  the  entrance  of  the  needle  into  it  is  felt.  When- 
ever resistance  to  the  advancing  needle  suddenly 
ceases  after  passing  through  a  comparatively  dense- 
area  the  piston  of  the  syringe  should  be  withdrawn 
in  order  to  determine  if  pus  has  been  reached. 
<  iften  numerous  punctures  must  be  made  at  the 
same  or  at  several  sittings  before  the  nidus  of  in- 
fection can  be  located.  The  needle  must  be  re- 
moved at  each  change  of  direction.  Usually  with- 
drawing it  until  the  point  is  just  within  the  vis- 
ceral pleura  will  permit  the  desired  change  of  direc- 
tion. 

The  pus  once  located  the  exploring  needle  should 
be  left  in  situ  and  a  rib  resected  as  explained  above. 
When  the  pleura  has  been  opened  the  needle  may 
be  followed  by  closed  artery  forceps  in  order  to 
secure  an  opening  large  enough  to  admit  a  drain. 
Better  still  is  the  instrument  devised  by  me  for  this 
purpose.  The  needle  is  straddled  with  the  instru- 
ment (  Fig.  7 1  which  is  then  forced  through  the 
lung  until  its  tip  enters  the  abscess.  The  blades 
are  then  separated,  the  needle  withdrawn  and  a 
drainage  tube  substituted  and  the  instrument  with- 
drawn. This  permits  the  tube  to  be  introduced 
more  quickly  than  if  the  dilatation  is  made  with 
forceps. 

If  the  pleural  space  is  not  obliterated  by  the  ad- 
hesions of  the  parietal  and  visceral  pleura  the  area 
must  be  packed  for  a  few  days  until  obliteration 
does  take  place.  It  is  often  possible  to  determine 
if  the  visceral  and  parietal  pleura  are  adherent  bv 
the  sensation  imparted  to  the  needle  when  it  is 
passing  from  the  one  to  the  other.  If  there  are  m 
adhesions   the   movement   of   the   lung   will   be   fell 
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the  needle.     Hiis  method  is  by  no 

means  a  certain  test  and  it  is  onlj  after  a  rib  has 

been  resected  and  the  pleura  opened  that  there  is 

any  reliable  information  obtainable.     If  the  pleural 

is  obliterated  the  abscess  is  drained  at  once. 

It  there  is  a  tree  space  the  opening  in  the  parietal 

pleura  is  packed  with  plain  g  h  a  mannei 

that   it  comes   in   contact   with   the   visceral   pleura, 

thus  exciting  adhesions.     Reliable    adhesions    will 

have  formed  in  three  or  four  days.     The  method  of 

ating    the    .-pace   b)    suture   is    not    suited    t" 

anesthesia  and  is  objectionable   because   mi 

mediate  suture  does  not  certainly  protect  the  pleural 

cavity    from   infection    if   the  abscess   be   drained    ai 

.  >nce. 

The  opening  of  lung  abscesses  following  pneu 
monia  offers  no  difficulties  under  local  anesthesia. 
Those  following  prolonged  suppurative  proo 
in  the  pelvis  or  abdomen  in  which  the  patient  i- 
often  pus  soaked  for  many  months  ami  usually  more 
or  less  accustomed  to  the  use  of  morphine  are  not 
favorable  cases  for  local  anesthesia.  Unless  the 
operator  is  experienced,  both  in  the  treatment  of 
lung  abscesses  and  in  thoracic  operations  under 
local  anesthesia,  he  will  do  better  to  place  the  ad- 
ditional burden  of  a  general  anesthetic  upon  the 
patient. 


Appendicitis  and  Operations. 

The  whole  difficulty  in  determining  the  time  to 
operate  in  appendicitis  is  largely  the  difficulty  in 
diagnosis.  It  is  impossible  to  determine  by  the 
physical  signs  as  to  the  nature  of  the  individual 
attack,  for  example,  whether  the  appendix  is  gan- 
grenous or  not.  The  pulse,  temperature  and 
leucocyte  count  are  all  useful  clinical  guides,  but 
neither  these  nor  the  severity  of  the  pain,  nor  of 
reflex  symptoms  of  vomiting,  etc.,  are  sufficiently 
characteristic  to  assist  us  in  differentiating  the 
simple  cases  from  those  of  the  most  dangerous  form 
and  until  an  accurate  clinical  diagnosis  can  be 
made  our  only  safe  course  is  to  ren.ove  the  ap- 
pendix the  moment  a  definite  diagnosis  of  appen- 
dicitis is  made.  There  may  be  some  instances 
where  the  general  condition  of  the  patient,  or  his 
surroundings  may  necessitate  delay,  or  may  cause 
one  to  conclude  that  the  direction  of  least  risk  lies 
in  temporizing,  but  these  cases  are  exceptionally 
rare. — Alexander  Primrose  in  The  Cleveland 
Medical  Journal. 
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["here  are  three  kinds  oi  cases  in  which  the 
rather  constant  use  of  the  stomach  tube  is  called 
for: 

i.  i  ases  -i  po  i  operative  gastro-duodenal  dila- 
tation. In  these  the  frequent  cleansing  of  the 
sti  'inach  is  essential. 

_>.    The     intestinal     obstructions,     in     which     tin- 


Fig.  1.     Continuous  drainage  stomach  tube  apparatus. 

cleansing  of  the  organ  minimizes  the  degree  of 
toxic  absorption  so  that  the  case  is  a  better  oper- 
ative risk   when  the  laparotomy   is  performed. 

3.  Case.-,  of  septic  peritonitis,  in  which  the  gas- 
eous distension  of  the  peritoneal  cavity  and  the 
paresis  of  the  gut  crowd  the  stomach  into  the  left 
dome  of  the  abdomen.  In  these  cases  to  allow  the 
drinking  of  water  in  the  large  amounts  demanded 
by  these  patients  would  cause  an  increase  of  the 
intraperitoneal  pressure,  but  to  give  them  cool 
water  by  tube  which  can  be  immediately  drained 
out  again  is  a  most  humane  act. 

In  each  of  these  three  kinds  of  desperate  cases 
the  suffering  of  the  patients  usually  is  intense,  and 
the  frequent  passing  of  a  stomach  tube  adds  to 
their  distress.  The  method  here  described  is  com- 
fortable and  painless,  obviates  the  frequent  passing 
of  the  stomach  tube,  and  has  the  advantage  of  hav- 
ing a  tube  always  in  situ  for  drainage  or  delivering 
of  fluids  into  the  stomach. 
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The  method  was  suggested  to  me  on  conversa- 
tion with  Dr.  A.  G.  Gerster,  after  which  the  neces- 
sary tubing,  etc.,  was  assembled  and  used,  and 
then  an  apparatus  was  perfected  for  use  in  a  gen- 
eral way  for  all  adults.  This  consists  of  a  small 
calibred  stomach  tube  made  sufficiently  stiff  for 
easy  delivery  into  the  organ  by  way  of  the  nose, 
this  tube  in  size  being  23  F.  or  15  A,  and  150  cm. 
or  60  inches  long.  A  marking  on  the  tube  61  cm. 
or  24  inches  from  its  lower  end  shows  when  the 
latter  is  in  the  stomach  and  lying  well  along  the 
greater  curvature  when  this  marking  is  at  the  nos- 
tril. The  openings  are  like  those  of  the  Boas  tube, 
namely,  two  in  number,  one  on  either  side  and  ar- 
ranged one  above  the  other,  both  being  velvet  eyed, 
and  the  extreme  end  being  closed.  A  rather  thin 
walled,  small-sized  bulb  is  supplied  to  cleanse  the 


tube  should  it  become  obstructed,  and  there  is  a 
length  of  tubing  beyond  it  to  give  further  length 
for  siphonage  and  attachment  to  a  glass  funnel  in- 
stead of  rubber  to  give  weight  to  the  lower  end  so 
that  it  always  remains  submerged  in  the  water  in 
the  basin. 

The  introduction  is  made  with  the  patient  on  the 
back.  The  tube,  lubricated  with  glycerine,  is 
passed  down  through  the  nostril  on  the  side  of  the 
bed  at  which  the  basin  stands.  When  the  proper 
level  in  the  stomach  is  reached  for  easy  ingress  and 
egress  of  fluids,  the  tube  is  bound  in  place  by 
means  of  a  tape  or  string  making  a  turn  around  the 
head,  over  the  ears,  and  tied  at  the  occipital  re- 
gion ;  or  by  a  short  tape  with  plasters  on  the  sides 
of  the  face  to  hold  it.  The  outside  length  of  the 
apparatus  permits  of  a  reach  to  a  basin  of  water, 
the  upper  level  of  which  should  be  situated  about 
a  foot  below  the  back  of  the  patient  or  on  a  level 
with   the   mattress :   a    siphonage    to   the   floor   can 


easily  be  secured  by  adding  a  further  length  of 
tubing  from  the  bulb  to  the  funnel,  but  this  is 
rarely  necessary. 

It  is  surprising  how  comfortably  this  apparatus 
is  borne.  The  majority  of  patients  will  lie  per- 
fectly at  ease,  can  talk  and  even  swallow,  and  not  a 
few  who  have  experienced  the  benefit  from  the  fre- 
quent lavages  possible  by  it — every  fifteen  minutes 
if  necessary — will  fight  against  its  removal. 

Taking  the  tube  out  for  cleaning  is  not  essential 
during  the  short  time  its  use  is  called  for.  When, 
however,  there  is  doubt  as  to  whether  the  stomach 
contains  solid  particles  of  food,  it  is  wise  to  wash 
the  organ  in  the  usual  way  with  an  ordinary  larger 
sized  stomach  tube  before  this  apparatus  is  in- 
stalled. Fluid  foods  and  medications  may  be  in- 
troduced through  the  tube,  a  stop  cock  on  it  being 
necessary  for  their  retention.  In  many  cases  when 
drainage  is  sought  for,  just  to  raise  the  funnel  out 
of  the  water  is  sufficient  to  drain  the  organ  with- 
out the  addition  of  water  through  the  tube  first, 
and  it  is  not  unusual  to  see  fluid  from  the  stomach 
trickling  down  the  sides  of  the  funnel  into  the 
water  as  fast  as  it  had  accumulated  in  the  stomach. 

In  peritonitis  cases,  cool  water  may  be  delivered 
into  the  stomach  to  allay  the  thirst,  and  quickly 
drained  out  again. 


Bursitis  in  the  Popliteal  Space. 
The  .  .  .  bursa  .  .  .  between  the  semi- 
membranosus expansion  and  the  inner  head  of  the 
gastrocnemius  muscle  ...  is  subject  to  the 
same  diseases  as  all  others,  but  the  commonest  form 
is  subacute  or  chronic  synovitis  which  results  in 
distention  of  the  sac  to  a  greater  or  less  extent. 
The  effect  of  this  distention  is  to  produce  an  ach- 
ing pain  with  a  sense  of  weakness  in  the  joint. 
The  swelling  can  usually  be  recognized  when  the 
limb  is  fully  extended  as  an  ill-defined  elastic  mass 
almost  directly  behind  the  knee  which  is  soft  dur- 
ing flexion  and  tense  during  extension.  As  this 
bursa  usually  communicates  with  the  knee-joint 
its  contents  in  slight  flexion  can  sometimes  be 
squeezed  into  it  when  abundant,  and  can  be  felt  to 
distend  the  synovial  pouches  of  the  knee.  When 
small  this  cannot  be  felt,  but  in  advanced  cases  is 
quite  demonstrable.  In  very  extreme  forms  the 
knee-joint  is  also  much  distended  with  fluid  which 
can  be  made  to  fluctuate  easily  from  the  joint  to 
the  bursal  sac  and  vice  versa.  In  such  cases  the 
bursal  sac  may  be  enormously  distended  and  reach 
far  down  the  leg.— Arthur  E.  Barker  in  the 
British  Medical  Journal. 
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be  invoked  to  coax  the  pus  from  the  pocket  (often 
the  pelvis)  in  which  it  has  been  encouraged  to  re 
main.  \ml  thus,  a  few  days  after  operation,  when 
the  peritonitic  storm  has  subsided,  the  most  rapid 
drainage  of  the  pus  becomes  an  important  problem. 
It  is  then  that  a  reversal  of  the  patient's  position 
I  owler's  in  Trendelenburg's,  or  to  the  lateral 
horizontal,  or  to  the  horizontal  posture  prone  on 
tlu-  bell)  for  several  hours  a  day,  will  often  go  a 
Ion-  waj  toward  hastening  the  cure,  [ndeed,  in 
many  instances  the  subsequentlj  necessary  gravity 
drainage  through  the  rectum  or  vagina  might  have 
been  obviated  bj  the  timely  and  intelligent  emploj 
mem  of  gravity  drainage  through  the  original  ab- 
dominal incision      W.   M.  B. 


New   York,  '  '•  roBi  r,  191  ■■ 


POSTURAL  AID  IN  THE  TREATMENT  OF 
INTRAABDOMINAL  SUPPURATION. 
The  now  fairly  general  employment  of  Fowler's 

position  in  the  treatment  of  diffuse  and  "general- 
peritonitis  has  been  undoubtedl)  one  of  the  three 
important  features  of  the  modern  management  ot 
these  conditions  that  has  so  greatly  reduced  their 
mortality— the  other  two  being  first,  the  "quick  in, 
quick  out"  operation  (rapid  attack  on  the  source 
of  the  infection— e.g..  appendix,  perforation  of 
bowel,  and  rapid  toilet  of  the  pus-bearing  areas  with 
as  little  handling  and  exposure  as  possible  1.  and. 
second,  the  Murphy  rectal  infusion  and  delayed 
feeding. 

So  important,  indeed,  does  the  Fowler  posture 
appear  to  be  in  discouraging  the  migration  of  the 
pyogenic  organisms  and  the  spread  of  the  pus  to- 
wards the  upper  zone  of  the  abdomen  that  its  em- 
ployment should  not  be  reserved  for  the  post- 
operative period,  but  should  be  instituted  as  soon 
as  the  diagnosis  is  made.  Mere  elevation  of  the 
head  of  the  bed  may  accomplish  the  desired  result, 
but  it  is  far  better  to  prop  the  patient  up  in  an 
almost  sitting  position. 

The  mistake  is  often  made,  however,  of  con- 
tinuing the  Fowler  position  after  it  has  ceased  to 
be  useful  that  is  to  say,  after  the  inflammatory 
process  has  localized  itself.  Gravity  having  limited 
the  suppuration  to  the  lower  abdomen  should  now 


CONCERNING  WARMED  ETHER  VAPOR. 

The  pathogenesis  of  ether  pneumonia  is  by  no 
means  clear,  but  among  the  explanations  advanced 
"refrigeration"  of  the  lung  b)  the  narcotic  vapor 
has  been  allowed  to  hold  an  undisputed,  if  uncon- 
vincing, place.  \nd  so,  from  time  to  time,  we  have 
heard  of  the  desirability  of  employing  warmed 
anesthetic  vapors,  the  warming  being  accomplished 
by  especial  apparatus.  For  rectal  etherization  the 
vapor  had  always  been  "warmed";  for  pulmonary 
narcosis  the  wanning  method  had  not  been  widely 
adopted,  but  at  least,  its  rationale,  had  never,  until 
recently,  been  denied. 

Now,  Seelig,  of  St.  Louis,  \\h<>  has  punctured 
some  other  fallacies  in  surgical  practice,  demolishes 
the  fabric  of  "warmed  ether  vapor."  In  the  Inter- 
state Medical  Journal,  September,  191 1,  he  calls  at- 
tention to  the  fact  that  gases  have  low  specific  heat 
— their  temperature  is  readily  raised  by  a  small 
amount  of  heat,  and  they  have  small  capacitv  for 
holding  heat.  By  simple  experiments.  Seelig 
showed  that : 

"\\  hen  ether  vapor  is  driven  through  a  very 
circuitous  coil  that  is  heated,  it  is  for  a  time 
under  slight  pressure  and  may  take  on  a  degree 
of  heat  higher  than  970  [its  boiling  point],  but 
the  moment  the  vapor  emerges  from  its  field  of 
compression,  it  expands  and  cools  with  astonish- 
ing rapidity."  and  "chilled  vapor  also  tends  to 
assume  room  temperature  very  rapidly." 

"The  experience  of  the  tobacco  smoker  fur- 
nishes an  equally  emphatic  confirmation  of  the 
rapidity  with  which  gases  lose  their  heat." 

"To  test  the  question  of  lung  refrigeration. 
the  following  procedure  was  resorted  to.  A  dog 
was  tracheotomized  under  local  anesthesia,  and 
a  delicately  calibrated  thermometer  inserted 
through  the  tracheal  wound  as  far  as  the  divi- 
sion  of  the  bronchi.  After  a  few  minutes  a  read- 
ing was  taken,  and  then  ether  was  administered 
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by  the  drop  method.  The  column  of  mercury 
did  not  vary.  Ether  was  then  poured  on  the 
mask  in  very  liberal  quantities,  so  as  to  insure 
rapid  evaporation  and  chilling,  but  even  this  pro- 
cedure caused  no  drop  in  the  column  of  mercury. 
After  the  animal  had  been  under  the  anesthesia 
for  some  time  a  drop  of  o.8°  C.  was  noted,  but 
this  drop  occurred  also  when  the  ether  vapor  was 
passed  through  hot  water.  The  fact  that  the 
bronchial  air  is  not  lowered  in  temperature, 
despite  the  fact  that  the  inspired  air  is  cooler 
than  normal,  is  explained  by  the  normal. rapidity 
with  which  the  inspired  air  assumes  room  tem- 
perature, plus  the  fact  that  the  warm  nasal, 
pharyngeal  and  tracheal  passages  all  tend  to  aid 
in  the  process  of  warming." 

We  doubt  whether  apparatus  for  warming  ether 
vapor  will  be  much  seen  in  our  operating  rooms ! — 
YV.  M.  B. 


MEDICAL  SLAXG. 


In  an  article  by  one  of  America's  most  prominent 
surgeons  and  medical  authors,  very  recently  pub- 
lished in  a  State  journal,  we  rind  the  passages: 
"after  removal  of  an  acute  appendix"  and  "the  un- 
masking of  a  chronic  appendix  in  ambush."  Of 
course,  the  author  means  by  "an  acute  appendix" 
"an  acutely  or  chronically  inflamed  appendix"  or 
"an  acute  appendicitis."  But  why  carry  the  inele- 
gant slang  of  the  operating  room  into  the  manu- 
script of  a  presumably  dignified  address,  into  the 
printed  page  of  permanent  medical  literature  ! 

"An  acute  appendix"  is  of  a  piece  with  "the  pa- 
tient had  no  temperature"  and  with  the  numerous 
other  instances  of  slang  that  are  found  in  the  manu- 
scripts of  those  who  ought  to  know  better.  Thev 
constitute  one  of  the  several  unnecessary  burdens 
cast  upon  the  careful  editor  by  writers  who  would 
feel  aggrieved  if  they  were  accused  of  carelessness. 
— W.  M.  B. 


Surgical  Suggestions 


In    trachelorrhaphy   care   must   be   taken   not    to 
close  the  cervical  canal  at  any  point. 


When  tuberculous  involvement  of  the  Fallo- 
pian tubes  is  evident  to  the  naked  eye,  pan-hysterec- 
tomy should  be  performed. 


Vaginal  hysterectomy  is  more  dangerous  than 
abdominal  hysterectomy  when  the  uterus  is  ad- 
herent. 


Simple  perforation  of  the  uterus  during  a  curet- 
tage in  an  aseptic  field  requires  no  further  treat- 
ment than  a  packing  of  gauze  in  the  uterus. 


A  chronic  suppuration  in  the  middle  ear  may 
be  due  entirely  to  an  adhesion  near  the  floor  and 
internal  wall,  forming  a  pocket  in  which  pus  may 
'odge. 


Irrigating  the  throat  with  ice  water  from  a  foun- 
tain syringe  will  frequently  relieve  the  congestion 
and  give  great  comfort  in  cases  of  acute  follicular 
tonsillitis. 


The  "safe-triangle"  or  "interpleural  space,"  for 
exposing  the  heart,  is  at  the  left  edge  of  the  sternum 
behind  the  three  lower  costo-cartilaginous  attach- 
ments. 


In  case  of  primary  hemorrhage,  cut  vessels  which 
are  not  bleeding  need  not  be  ligated,  provided  the 
patient  can  be  watched.  When  the  vessel  can  not 
be  tied  in  the  wound,  ligation  in  continuity  is  per- 
missible. 


The  treatment  of  varicose  veins  is  not  completed 
until  the  surgeon  has  discovered  the  constitutional 
causative  factor  and  advised  its  elimination. 

In  removing  extensive  varicose  veins,  the  sur- 
geon should  bear  in  mind  that  two  operators  can 
accomplish  twice  as  much  as  one. 


Better  than  temporary  ligature  of  a  large  vessel 
is  the  application  of  a  soft  clamp  which  can  not 
damage  its  wall.  In  the  absence  of  such  a  clamp 
an  assistant  may  cause  occlusive  angulation  by 
making  gentle  traction  upon  a  ligature  passed  un- 
der the  vessel. 


After  the  ligation  or  occlusion  of  large  veins,  the 
important  means  essential  to  the  re-establishment  of 
the  collateral  circulation  is  the  preservation  in  its 
best  possible  vigor  of  the  arterial  circulation. 

Both  ether  and  chloroform  anesthesia  have  a 
hemolytic  effect,  which  is  followed  by  a  compen- 
satory polycythemia.  It  is  followed  also  by  30  per 
cent,  increase  in  the  leucocytes,  which  begins  during 
anesthesia  and  lasts  for  about  24  hours.  Leucocy- 
tosis  is  also  induced  by  saline  infusions  and  purga- 
tion. 


334 


SUKGK  AX  SOCH 


I  >.  rOBU,     191 1 


urgical  Sociology 


Ira  S.  Wile,  M.D. 
1  Vnarlmrnl  BditOI 


rhe  schools  .in-  again  in  lull  blast  reachers  ami 
books  are  rubbing  against  the  active,  bul  not  always 
willing  brains  of  childhood.  The  days  of  study, 
application  ami  mental  stimulation  have  again  come 
upon  many  homes  throughout  the  vast  country. 
ns  are  being  trained  for  the  work  of  the  fu- 
ture. The  average  of  school  training  for  the  conn 
try  is  all  too  low.  With  a  compulsory  education 
law  there  are  a  few  States  that  compel  parental  sac- 
ritiees  that  children  may  be  given  an  edu 
Childhood  is  protected  from  the  exploitation  that  is 
so  often  forced  upon  it  by  the  lack  of  an  adequate 
living  wage  to  be  obtained  by  the  father  or  the 
mother  or  both. 

There  is  an  important  relation  between  the  effi- 
ciency of  the  public  school  system  and  the  morals 
of  a  community.  The  interrelation  of  delinquency, 
degeneracy,  dependency  and  faulty  educational 
methods  and  laws  is  too  apparent  for  further  com- 
ment. 

The  minor  is  the  ward  of  the  State,  and  though 
the  onus  of  the  crime  of  strangling  childhood  in  the 
dusty  atmosphere  of  the  mine,  the  factory,  and  the 
mill  falls  upon  parents,  the  guarding  foster-parent. 
the  State,  may  not  be  relieved  of  its  full  responsi- 
bility for  not  restraining  the  ignorant  or  greedy 
parent  from  feasting  upon  the  labor  of  his  child, 
and  too  often  almost  upon  the  child  itself,  who  is 
sacrificed.  Child  labor  is  child  belaboring.  In  the 
eyes  of  physicians  and  surgeons  and  hygienists  it 
can  have  no  defense. 

Industrial  attrition  of  children  grinds  down  the 
child  mentally,  morally,  and  especially  physically. 
Illiteracy,  the  limited  attention  of  early  life,  the 
early  incidence  of  fatigue  after  monotonous  effort. 
the  lightheadedness  of  boyhood  that  interferes  with 
an  intelligent  appreciation  of  the  dangers  of  indus- 
try make  the  rate  of  accidents  for  child  laborers  a 
source  of  shame  to  those  who  are  impressed  with 
the  necessity  of  placing  even  the  lowest  value  upon 
human  life. 

If  conservation  of  the  natural  resources  is  more 
than  a  name  there  is  reason  for  the  immediate  ac- 
tivity of  those  who  believe  in  the  protection  of  the 
greatest  asset  of  the  country,  the  future  citizens. 

The  National  Child  Labor  Committee  is  ever  en- 
lightening the  public  and  fighting  legislatures.  Mills 
and  mines  and  oyster  beds  are  taking  the  vitality  of 
the  children  engaged  in  harmful  labor  when  they 
should  be  under  a  development  more  advanced  than 
that  of  the  industry  that  is  blighting  them.  Mr. 
Roosevelt  has  well  said,  "The  human  being  is  the 
most  important  of  all  products  to  turn  out." 

Seven  States  permit  the  employment  of  children 
under  14  years  in  factories.  Eight  States,  includ- 
ing Pennsylvania,  permit  the  slaving  of  boys  under 
12  years  in  the  mines.  Children  8  vears  of  age  are 
to  be    found    in   the   glass    factories    and    the   coal 


mines.       flu    convict,    .1    parasite    on    the    social   or 

ganism,  is  better  protected  from  the  injuries  to  be 
encountered  in  industry  than  is  the  child  who  is 
being  robbed  of  his  heritage.  The  old  man  of  16 
years  1-  being  subjected  to  long  hours,  dirty  atmos 
phere,  underfeeding,  unnecessary  dangers  that 
would  not  be  permitted  to  exisl  in  a  fail  institution 
for  the  care  of  the  malefactors  of  little  wealth 
e  and  a<  1  idenl  form  the  frame  of  this  unpleas 
ant  picture  oi  child  labor.  \n<l  the  picture  is  worth 
\er\  little  in  actual  weeklj  wage  to  the  child.  The 
ige  weekly  earnings  oi  children  under  [6  years 
in  25  selected  industries    for  the   year    [895   was 

$3.46.  That  is  not  the  pi  ire  the  community  pays 
nor  does  it  represent  what  the  children  pay  for  it 
Statistics  bearing  upon  the  relative  frequency  of 
a<  1  idents  are  none  too  numerous,  and  they  are  espe- 
cially silent  where  the  incidence  of  accidents  to  chil- 
dren is  concerned.  In  a  recent  report  on  the  cotton 
textile  industry  issued  by  the  United  States  Govern- 
ment, under  the  head  of  accidents  in  89  southern 
mills,  one  learns  that  the  rate  for  all  employes  16 
years  and  over  is  13.8  per  1,000  and  for  all  em- 
ployes 14  and  15  years  it  is  20.4  per  1,000. 

A  few  quotations  from  this  report  are  suggestive. 
Referring  to  the  accidents  from  belts  and  gears,  it 
is  stated :  "The  rate  for  the  child  is  more  than 
double  that  of  the  older  worker  in  this  group, 
where  the  loss  of  a  part  of  a  finger  is  the  mildest 
occurrence.  In  these  cases  they  varied  among  the 
children  from  the  loss  of  a  fingernail  to  the  loss  of 
an  arm.  The  child  is,  then,  apparently  more  liable 
to  all  kinds  of  accident,  and  especially  liable  to  those 
of  severity."  "Another  phase  deserves  attention. 
A  given  injury  is  a  more  serious  matter  lor  the 
child.  Surgeons  always  hesitate  to  perform  opera- 
tions upon  the  young  which  would  be  instantly  used 
with  more  mature  patients.  The  shock  of  an  opera- 
tion  disturbs  the  poise  of  an  immature  organism 
much  more  than  where  the  progress  of  time  has 
hardened  the  resisting  powers.  With  the  adult  there 
is  little  beyond  the  direct  disability  of  the  accident 
itself.  With  the  child  there  is  much  more  likely  to 
be  a  far-reaching  series,  the  intrusion  of  infectious 
disease  at  an  unguarded  moment,  a  lasting  damage- 
to  the  functions  of  the  nervous  system,  leading  for- 
ward to  consequences  of  the  most  serious  kind  in 
after  years.  A  long  history  of  degeneracy  and  de- 
pendence may  have  its  beginning  in  exposure  to 
industrial  hazard." 

The  Minnesota  report  for  1909-1910  shows  a  gen- 
eral accident  rate  of  27.56  per  1,000,  while  for  chil- 
dren under  16  years  the  rate  was  70  per  1,000. 

The  Pennsylvania  Department  of  Mines  in  1907 
showed  that  while  approximately  50  per  cent,  of  the 
slate  pickers  were  boys  under  16  years,  75  per  cent, 
of  the  accidents  in  this  group  fell  upon  these  boys 
under  16,  and  only  25  per  cent,  occurred  to  the 
youths  and  men  above  this  age. 

Corroborative  figures  are  yielded  by  France  in 
metallurgy,  for  example.  The  rate  of  accidents  per 
1,000  for  workers  under  18  years  was  349,  as  com- 
pared with  260  per  1,000  among  workers  over  18 
years  of  age.     The  rate  of  permanent  disability  in 
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all  the  accidents  reported  during  iyo8  was  tur  men 
under  18  years,  1.42  per  cent.;  for  girls  under  18 
years,  2.21  per  cent.,  while  for  men  over  18  years 
it  was  1.39  per  cent,  and  for  women  over  18  years 
it  was  1.74  per  cent. 

In  Germany  striking  testimony  is  borne  by  the 
figures  supplied  by  the  industrial  accident  associa- 
tions for  1897.  Eight  and  sixty-three  hundredths 
per  cent,  of  the  total  number  of  pensions  paid  went 
to  workers  under  the  age  of  15  years.  The  severity 
of  these  injuries  may  be  understood  by  the  fact  that 
these  8.63  per  cent,  of  the  pensions  covered  28.49 
per  cent,  of  the  total  number  of  days  for  which 
pensions  were  paid. 

The  Commissioner  of  Labor  of  Kentucky  in  his 
1905  report  wisely  remarked:  "Humanity,  charity, 
education,  civilization  demand  that  the  system  of 
making  little  children  industrial  slaves  be  abolished.-' 
The  process  of  stunting,  blunting  and  maiming  must 
cease.  Let  us  have  more  letters  and  less  litters  for 
the  children. 


Book   Reviews 


A  Manual  of  Surgery  for  Students  and  Physicians.     By 
Francis    T.    Stewart.    M.D.,    Professor    of    Clinical 
Surgery,  Jefferson   Medical   College ;   Surgeon   to  the 
Germantown    Hospital ;    Out-patient    Surgeon    to    the 
Pennsylvania  Hospital.     Second  Edition.     Octavo ;  682 
pages;    553    illustrations.     Philadelphia:     P.    Blakis- 
ton's  Son  &  Co.,  1911. 
The  chapters  on  diagnosis  and  treatment  have  been  en- 
tirely revised  and  many  additions  made  to  the  volume  to 
keep  abreast  of  surgical  progress.     This  edition  has  been 
considerably    augmented,    certain    of    the    older    methods 
have  been  discarded  and  the  classification  has  been  simpli- 
fied. 

The  illustrations  have  been  carefully  selected  and,  as  in 
the  former  edition,  much  care  has  been  exercised  so  that 
the  book  might  meet  the  requirement  of  students  in  un- 
dergraduate work. 

Hospital  Management.     A  handbook  for  hospital  trus- 
tees, superintendents,  training  school  principals,  physi- 
cians and  all  who  are  actively  engaged  in  promoting 
hospital    work.     Edited    by    Charlotte    A.     Aikexs. 
Octavo;  488  pages;  illustrated.     Philadelphia  and  Lon- 
don:   W.  B.  Saunders  Co.,  1911. 
This  volume  represents  and  interprets  advanced  ideas 
in    hospital    organization,    administration,    construction 
and  management.    A  book  covering  this  large  field  has 
long  been  needed;  and  the  want  has  been  well  supplied. 
Particularly  valuable  are  the  chapters  on  The  Medi- 
cal Service  of  a  Hospital;  The  Kitchen;  The  Dietitian's 
Province    and   its    Management;    The    Out-patient    De- 
partment: The  Purchase  and  Economic  Use  of  Surgi- 
cal Supplies:     The  discussion   that  is  given   to  the  an- 
nual  report   is  all   that   could  be   desired.     The   appen- 
dices dealing  with  training  school  regulations  and  sug- 
gestion   are    valuable    for    those    to    whom    it    may    be 
given    to    undertake    the    organization    of    a    training 
school.    The   appendix    on    Hospital     Dietaries    offers 
suggestive  menus  for  all  the  various  classes  of  patients 
and  employes  who  are  to  be  found  within  the  confines 
of  a  hospital. 

Dedicated  to  the  members  of  the  American  Hospital 
Association,  this  volume  does  them  honor  and  reflects 
great  credit  upon  the  editress  as  well  as  the  con- 
tributors. Not  alone  is  the  book  creditable  but  what 
is  of  equal  importance  because  of  the  wide  circle  for 
which  it  is  written,  it  is  most  interesting  and  readable. 


Manual  of  the   Diseases  of  the  Eye  for   Students  and 
General  Practitioners.     By  Charles    H.    May,    M.D., 
formerly  Chief  of   Clinic   and   Instructor  in  Ophthal 
mology,    Columbia   University,    N.    Y.;    Ophthalmic 
Surgeon  to  Mt.   Sinai   Hospital ;   Consulting  Ophthal- 
mologist to   Bellevue   Hospital,   the   French   Hospital, 
the  Red  Cross  Hospital  and  the  Italian  Hospital,  Xew 
York.     Seventh     Edition,    Revised.     Duodecimo;     407 
pages;  362  original  illustrations,  including  22  colored 
plates.     New  York :     Wm.  Wood  &  Co.,  1911.     Price, 
$2.00. 
This  well  known  and  remarkably  successful  manual  needs 
no  further  review  in  these  columns.     In  this,  the  seventh 
American  edition,  the  author  has  allowed  an  expansion  of 
the  book  of  only  16  pages,  but  the  text  has  been  carefully 
revised   and   brought   up   to    date.     There   is,   too,   a   new 
chapter,  "The  Ocular  Manifestations  of  General  Diseases." 
It  is  interesting  to  no:e  that  in  eleven  years  this  manual 
has  been  through  seven   American   editions;  has  been  re- 
printed  eight   other   times,   and   has   been   translated   into 
German,  Italian,  French.  Dutch,  Spanish  and  Japanese. 

Handbook  of   Suggestive   Therapeutics,   Applied   Hyp- 
notism,    Psychic     Science.     A     Manual     of    Practical 
Psychotherapy.     Designed  especially    for    the    General 
Practitioner  of  Medicine  and  Surgery.     By  Henry  S 
Munro,  M.D.,  Omaha,   Nebraska.     Third  Edition,  re- 
vised and  enlarged.     Octavo ;  409  pages ;  illustrated.  St. 
Louis:     C.  V.  Mosby  Co.,  1911.     Price,  $4.00. 
The  third   edition  of   Dr.   Munro's   book   contains   eight 
entirely  new   chapters,   which,   together  with  the  enlarged 
and  rewritten  chapters  of  the  preceding  editions,  constitute 
an  embodiment  of  the  recent  advances  in  psychotherapy, 
though  still  holding  to  all  of  the  practical  technic  of  the 
second  edition. 

The  first  half  of  the  volume  deals  particularly  with 
hypnotism  and  explains  in  a  very  clear  and  concise  manner 
the  various  methods  by  which  sleep  may  be  induced  and  the 
simplicity  of  such  a  procedure  in  the  hands  of  the  ma- 
jority of  practitioners.  There  is  no  doubt  of  the  value  of 
hypnotic  treatment  as  an  adjuvant  to  other  procedures  and 
the  author  plainly  states  in  the  later  chapters  that  rational 
therapeutics  play  a  very'  important  role  in  the  treatment  of 
any  disease. 

The  author  devotes  a  chapter  to  a  discussion  of  the 
psychoanalysis  theory  of  Freud  and  the  methods  employed 
by  Jung.  Although  he  believes  that  psychoanalysis  plays 
a  very  important  part  in  determining  the  motif  of  certain 
traits  in  nervous  individuals,  Munro  does  not  agree  that  a 
proper  interpretation  can  be  put  on  all  cases  in  this  way. 
He  says  "I  am  unable  to  react  to  the  teaching  of  Freud  in 
the  same  manner  as  the  man  with  little  or  no  experience 
in  the  general  application  of  psychotherapeutic  procedures 
reacts  to  all  classes  of  medical  practice." 

Suggestive  therapeutics,  as  a  rational  procedure  in  every- 
day practice,  is  being  recognized  more  and  more  as  time 
goes  on.  Many  men  are  beginning  to  take  up  this  work 
as  a  specialty,  but  its  chief  value  will  be  felt  only  when 
psychotherapeutics  is  made  a  part  of  a  medical  school  cur- 
riculum so  that  it  will  be  used  constantly  in  conjunction 
with  other  treatment  by  all  medical  men.  The  author  lays 
especial  stress  on  this  point  and  has  written  this  volume  for 
the  enlightenment  of  the  average  practitioner.  He  has  ac- 
complished a  work  which  is  well  formulated,  well  written 
and  is  well  worth  reading. 

Practical  Motherhood.     By  Helen  Y.  Campbell..    Duo- 
decimo:   522    pages:    with    illustrations.     New    York- 
Longmans,  Green  &  Co.,  1910. 
Questions  concerning  the   development  and   care  of   in- 
fants and  children  are  constantly  being  asked  by  mothers, 
especially  in  reference  to  the  first-born.     The  choice  of  a 
reference  book  for  mothers  is  very  often  a  puzzle.    While 
this  book  is  essentially  English  in  referring  to  proprielarj 
foods  and  some  medicaments,  the  hygiene  is  of  universal 
value.     As   a  book   for  mothers   it  is  most  valuable,   and 
deserves  recommendation.     The  scope  of  the  book  extends 
from  pregnancy  to  infant  management;   from  breast  feed- 
ing to  first    aid    in   the   nursery:    from    early   training   to 
puberty  and  sex-training. 
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Scientific  Medicine  vs.  Quackery.  Should  Ignorant 
Laymen  be  Permitted  to  ["real  the  Sick?  By  Wm.  J 
M.D .  New  5  ork,  President  ol  the  Vmn 
ican  Societj  oi  Medical  Sociology;  Editor  of  tfi( 
Critic  cm./  Guide,  The  American  Journal  of  Urology 
ami  The  Medical  Rtvii  tws.     Brochure;  411 

pages;  paper  bound.  Reprinted  from  The  \mu.h  w 
Journai  of  Cxinicai  IvtBOiciNE,  1911.  Price,  $2.00 
per  100  copies. 

This  brochure  is  a  reprint  of  ;in  address  delivered  be 
l    «  I  name  not  stated  I  and  publish*  .1  in 
isues  "i  the  American  Journal  •>>  Clinical  Medicine 
is  in  Dr.  Robinson's  characteristically  straight- 
i  ';.  vigorous  and  entertaining  stylo.     It  is  a  statement 
of  Facts  an.I  arguments  in  a  terse  and  convincing  fashion 
and  we  commend  the  brochure  for  distribution  as  a  literary 
against  the  attacks  made  against  the  regular  medi- 
cal profession. 
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Tumors  of  the  Mesentery,  with  Report  of  Four  Cases. 

H.    A.    Royster,    Raleigh,   Journal    of    the    American 

Medii  i  >\  August  12,  1911. 

Royster  reports  four  personal  observations  of  mesenteric 
tumors,  one  of  dermoid  cyst,  one  of  sarcoma,  one  of  hem- 
orrhagic tumor  and  one  of  round-cell  sarcoma.  He  does 
i  hide  in  his  classification  of  these  tumors  the  retro- 
neal  growths  and  says  that  little  is  known  as  to  the 
etiology.  Some,  of  course,  are  congenital  in  origin  and 
many  are  of  long  standing  before  recognition.  It  is  impos- 
sible, he  says,  to  lay  down  any  rule  in  regard  to  diagnosis 
and  one  may  often  have  to  be  contented  with  deciding 
whether  or  not  surgical  intervention  is  needed.  Explor- 
atory diagnosis  is  the  surest  and  easiest  way.  Subjective 
symptoms  are  not  usually  distinctive  and  the  presence  of 
the  tumor  may  produce  conditions  that  would  mask  the 
diagnosis.  Free  mobility  is  the  most  important  single  sign 
as  no  other  abdominal  tumor  shows  it  to  the  same  degree. 
If  it  can  be  determined  that  the  tumor  is  separable  froni 
the  solid  viscera  a  long  step  forward  in  the  diagnosis  is 
made.  Cysts  and  tumors  of  other  organs  must  be  kept  n 
mind,  especially  ovarian  cysts,  and  cysts,  generally,  are 
more  than  solid  tumors,  the  causes  of  diagnostic  errors. 
Mesenteric  tumors,  of  course,  may  be  cystic  or  solid,  and 
as  cysts,  serous,  chylous,  hemorrhagic,  hydatid  or  dermal, 
as  well  as  benign  or  malignant  when  solid.  The  prognosis 
depends  on  the  character  of  the  growth  and  danger  may 
also  be  due  to  pressure.  Early  recognition  and  prompt 
removal  are  the  remedies  for  both  these  perils,  but  un- 
fortunately late  diagnosis  and  tardy  removal  appear  to  be 
the  rule.  The  mortality,  therefore,  has  been  high.  In  de- 
riding on  operation,  one  must  bear  in  mind  three  points : 
first,  is  it  benign  or  malignant?  second,  is  it  primary  or 
isolated?  third,  how  much  intestine  must  be  sacrificed' 
These  are  often  difficult  to  answer,  but  since  the  last  must 
depend  on  the  answer  to  the  first  two,  the  whole  matter 
may  be  resolved  into  the  decision  on  the  indications  in  any 
given  case  for  resection  of  the  bowel,  and  this  will  largely 
involve  the  question  of  mortality.  Royster  points  out  the 
dangers  of  resection  and  advises  its  avoidance  wherever 
possible,  and  as  a  sort  of  corollary,  to  use  special  care 
not  to  wound  the  bloodvessels  of  the  mesentery  in  extir- 
pating the  tumor. 

The  Surgical  Treatment  of  Megacolon.  W.  I.  Tf.rrv, 
San  Francisco.  Journal  of  the  American  Medical  As- 
sociation. August  26.  1911. 

Terry  includes  under  the  term  megacolon  both  the 
congenital  and  the  acquired  forms  of  chronic  dila- 
tation of  the  large  intestine  and  does  not  see  the  use 
of  separating  the  congenital  or  idiopathic  cases  under 
the   name   of  Hirschscrung's   disease.     It   is   impossible 


in  the  majority  ol  cases  i"  tell  whether  it  is  congenital 
ot  acquired  dial  il  is  sometimes  congenital  seems 
beyond  doubt  and  the  age  of  some  of  the  patients 
would  indicate  that   it  must  have  been  acquired.     The 

etiology    of    the    condition    is    obscure.     Pathologically, 

a  has  a  1 1  inn  I i  interesting  features.    The  dilatation 

may  go  as  far  as  10  inches  and  the  walls  be  thickened 
to  oi  3  centimeters.  The  sigmoid  is  the  part  most 
invoUcd.  Occasionally  opmliths  of  larger  size  are 
present  In  a  few  cases  a  practical  cure  can  be  ob- 
tained bj  medical  treatment,  regulation  of  diet, 
cathartics,  laxatives,  etc.  This  depends  on  the  tonicity 
oi  the  colon,  but  it  must  fail  if  there  is  a  definite 
obstruction,  A  few  cases  have  been  reported  where 
no  more  surgery  than  rectal  dilatation  or  division  of 
rectal  valves  was  necessary,  but  generally  more  than 
this  is  required.  Colotomy  is  sometimes  of  service 
and  colopexy  has  proved  of  value  in  a  few  cases, 
though  ordinarily  it  is  contra-indicated.  Coloplasty  has 
been  done  a  few  times  without  notable  success  and  longi- 
tudinal plication  has  been  performed  ten  times  with  (10  per 
cent,  of  successes.  Exclusion  of  the  bowel  by  anastomosis 
has  been  successful  in  a  number  of  cases,  and  if  it  fails  it 
does  not  usually  interfere  with  subsequent  resection  if 
necessary.  Resection  would  seem  to  be  the  ideal  operation. 
though  it  is  a  more  formidable  procedure.  Terry  thinks. 
however,  it  will  be  more  frequently  performed  in  the  future 
with  our  improvement  in  a  technic  and  avoidance  of  shock. 
Two  cases  are  reported,  both  in  comparatively  young  per- 
Mins,  and  therefore  congenital.  The  first  is  an  unreported 
on<  published  here  by  the  courtesy  of  Dr.  T.  \Y.  Hunting- 
ton \  hard  fecal  tumor  was  removed  and  a  longitudinal 
plication  was  made  with  excellent  results,  the  patient  being 
perfectly  well  ten  years  later.  In  the  <e,'<>nd  case,  he  also 
made  a  longitudinal  plication  which  he  thinks  was  a  mis- 
take and  that  a  primary  colostomy  followed  later  by  a  re- 
section, would  have  been  better.  The  patient  died  after  a 
second  operation.  Terry  has  been  able  to  collect  reports 
of  110  cases  treated  surgically  with  74  per  cent,  recovery 
and  20  per  cent,  mortality.  These  are  much  better  than 
the  later  statistics  of  Loewenstein  made  four  years  ago, 
which  gave  a  mortality  of  48  per  cent. 


Some  Points  in  the  Surgery  of  the  Pancreas.  Henry 
F.  Lewis,  Journal  of  the  Michigan  Stale  Medical  So- 
ciety, August,  1911. 

Taking  up  six  cases  of  pancreatic  disease  as  a  text 
an  analysis  of  the  possibility  of  pre-operative  diagnosis 
is  made.  Two  cases  of  acute  hemorrhagic  pancreatitis 
were  diagnosed  as  gastric  ulcer,  but  were  saved  by  the 
operations.  There  were  two  cases  of  pancreatic  cyst, 
one  of  chronic  pancreatitis,  and  one  of  pancreatic 
abscess. 

There  is  a  brief  review  of  the  history  of  pancreatic 
disease  and  concise  discussion  of  the  etiology.  Lewis 
regards  the  Cammidge  test  as  merely  long,  compli- 
cated and  extremely  technical,  requiring  an  expert 
chemist  for  its  performance.  The  presence  of  much 
fat  in  the  stools  and  the  detection  of  the  normal 
amount  of  the  bile  salts  in  the  feces  point  to  pancre- 
atic   deficiency. 

The  picture  of  acute  pancreatitis  is  that  of  a  fulmi- 
nating infectious  process,  causing  hemorrhage  and  ne- 
crosis in  a  very  short  time,  and,  provided  the  patient 
lives  long  enough,  suppuration.  While  diagnosis  is 
rarely  made  before  operation,  the  picture  comprises 
severe  pain  in  the  epigastrium,  without  corresponding 
tenderness,  feeble  slow  pulse,  persistent  vomiting  and 
slight  prominence  of  the  epigastrium.  If  the  excess 
of  fat  appears  in  the  stools  the  diagnosis  is  strength- 
ened. The  prognosis  of  the  acute  disease  is  very  bad 
unless  there  is  early  operation.  In  chronic  pancreatitis 
the  immediate  danger  to  life  is  not  great  but  operation 
is  imperative  for  cure. 

The  tail  or  body  of  the  pancreas  is  the  usual  start- 
ing point  of  cysts.  It  is  rarely  possible  to  excise  a 
cyst  in  its  entirety.  The  usual  operation  must  be  in- 
cision and  drainage  with  the  risks  of  a  subsequent 
fistula,  often  of  long  duration. 
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The  Surgical  Treatment  of  Amebiasis.  William  Seaman, 
Xew  Orleans  Medical  and  Surgical  Journal,  August, 
1911. 

Operative  treatment  for  the  intestinal  lesions  of 
amebiasis  is  necessary  because  it  is  impossible  to  flush 
the  ascending  colon  and  the  cecum  per  rectum.  It  is 
desirable  to  make  a  fistulous  opening  in  the  right 
abdomen  for  the  purpose  of  efficiently  flushing  the 
large  intestine.  The  operation  of  cecostomy  is  the 
operation  of  choice  and  it  should  not  be  made  a  last 
resort.  The  operation  is  simple  and  easily  performed, 
and  if  a  fistula  only  is  established  there  should  be  no 
mortality.  The  operation  of  entero-enterostomy  re- 
quires a  high  degree  of  surgical  skiH  and  has  no  ad- 
vantage for  the  treatment  of  ulcers  of  the  large  in- 
testine. For  simple  irrigation  appendicostomy  is  pref- 
erable. For  immediate  irrigation  in  the  acute  fulmi- 
nating or  gangrenous  type  it  is  well  to  adopt  Curl's 
method  of  picking  up  the  cecum  through  a  gridiron  in- 
cision and  anchoring  it  to  the  four  corners  of  the 
wound  caused  by  the  decussation  of  the  oblique 
muscles. 

The  advantages  of  appendicostomy  are  that  there  is 
less  leakage  of  feces,  and  consequently  skin  irritation 
is  minimized.     This  type  of  fistula  closes  more   easily. 

Stenosis  due  to  the  cicatricial  contraction  of  the 
healing  ulcers  requires  an  abdominal  section,  a  longi- 
tudinal incision  over  the  constriction,  the  breaking  up 
of  adhesions,  and  if  there  is  not  too  great  an  area  of 
induration,  stitching  the  bowels  transversely.  If  the 
induration   is   extensive,   a   resection  may   be   indicated. 

Perforation  is  coincident  with  abscess  formation  and 
the  surgical  indications  do  not  differ  from  those  of  a 
perforative  appendicitis. 

Spleen-Like    Peritoneal    Tumors    Observed    Six    Years 
After      Splenectomy      for      Rupture.        (Mihartige 
Bildungen    un   Peritoneum.   Beobachtet   Circa   6  Jahre 
Nacli     "Eincr      Wegen     Milsruptur     Vorgenommcnen 
Splenektomie).      R.    Faltin,    Hetsingfors.      Deutsche 
Zeitschrift  fi'tr   Chirurgie,   Vol.   110,    Parts    1-3. 
A  16  year  old  boy  had  been  operated  upon  by  the  author 
fur  traumatic  rupture  of  the  spleen  six  years  before.     The 
organ   was  totally   removed.     The   operation   was  not   fol- 
lowed by  any  untoward   symptoms   for  five  years.      (Sev- 
eral blood  examinations  that  were  made  revealed  a  normal 
condition).    The  patient  then  began  to  complain  of  cramps 
in  the  right  iliac  region  and  lost  some  flesh  and  strength. 
A  laparotomy  was  performed  with  a  tentative  diagnosis  of 
appendicitis.     At  operation  the  entire  visceral   peritoneum 
was   studded   with  pea  to  bean-sized,  brownish-red,   senile 
and  pedunculated  masses.     They  were  smooth,  covered  by 
normal    peritoneum    and    for    the    most    part    ambilicated 
Upon  microscopical  examination  these  masses  were  found 
to    very    closely    resemble    the    spleen    in    their    structure. 
The  author  believes  that  these  masses  have  resulted  from 
an  effort  on  the  part  of  the  peritoneum  to  compensate  for 
the  absence  of  the  spleen;  from  a  phylogenetic  study  Fal- 
tin  concludes   that   the   entire   visceral   peritoneum   at   one 
time  functionated  as  the  spleen. 

Serum  Treatment  of  Hemorrhagic  Diseases  W.  L. 
Mass  and  T-  Gelien,  Baltimore.  Johns  Hopkins  Med- 
ical Bulletin,  July  1,  1911. 

Subcutaneous  Injection  of  Normal  Human  Blood  Serum 
to  Prevent  and  Overcome  Post-Operative  Hemor- 
rhage in   Patients   with   Chronic  Jaundice.     Willy 
Meyer,  Xew  York.     Surgery,  Gynecology  and  Obstet- 
rics. August,  1911. 
Mass    and    Gelien    report    five    cases    of    hemorrhage    in 
which  the  injection  of  serum  proved  apparently  beneficial. 
Three    of   these    cases    were    intestinal    hemorrhage    from 
typhoid  fever.     In  one  case  defibrinated  human  blood  was 
injected    intravenously ;    in    the    other    two,    fresh    habbit 
serum ;  in  one  case,  intravenously,  in  the  other,  subcutane- 
nusly.    In  all  three  cases  the  hemorrhage  ceased  soon  after 
the  injection.     The  other  three  cases  were:     1.     Intestinal 
hemorrhage  in  chronic  nephritis.    2.  Gastric  hemorrhage  in 
liver  cirrhosis.     3.    Secondary   hemorrhage   in    the   wound 
following  cholesystatomy  for  chronic  pancreatistis.     In  all 


these  cases  fresh  rabbit  serum  was  employed,  in  the  first 
two  subcutaneously,  in  the  last  intravenously.  The  result 
was  striking  in  the  last  case,  the  hemorrhage  ceasing 
promptly  after  the  injection.  The  authors  regard  this 
method  of  treatment  favorably. 

Based  upon  the  successful  use  by  John  E.  Welch  of 
human  blood  serum  in  the  treatment  of  hemophilia  neona- 
torum, Willy  Meyer  used  human  serum,  with  Welch's 
technique  as  a  successful  preoperative  prophylactic  aga  nst 
hemorrhage  in  four  cases  of  chronic  jaundice  (all  due  to 
cancer  of  biliary  tract  or  pencrease).  He  also  used  it 
witli  like  success  in  two  adult  bleeders — in  one  to  stop 
bleeding,  in  the  other  before  extirpating  a  sarcoma. 

Complete   Substitution  of  the   Esophagus.     (Vollstan- 

diger  Ersatz  der   Wochcnschrift.  July  18.  1911. 
encr  Mcdicinische    Wochcnschrift,  July  18,   1911. 

Roux  in  1907  described  an  operation  for  stenosis  of  the 
esophagus.  He  resected  a  portion  of  the  jejunum  keeping 
its  blood  supply  intact,  and  anastomosed  the  lower  end 
into  the  lesser  curvature  of  the  stomach,  drawing  the  in- 
testine through  the  undermined  skin  of  the  chest  wall  and 
fastening  its  upper  end  at  the  level  of  the  sternum 
Numerous  attempts  to  repeat  this  operation,  by  other  sur- 
geons, failed  because  the  mobilized  intestine  became  gan- 
grenous. Herzen  alone  succeeded  in  doing  a  similar  opera- 
tion and  furthermore  completed  the  plastic  repair  by 
anastomasing  the  cervical  portion  of  the  esophagus  with 
the  subcutaneous  thoracic  loop. 

Lexer  several  times  constructed  a  subcutaneous  substi- 
tute for  a  thoracic  esophagus  by  forming  a  long  skin  flap 
which  he  rolled  into  a  tube  and  covered  in  by  drawing  the 
remaining  skin  of  the  anterior  thoracic  wall  over  it.  Where 
this  new  formed  tube  was  anastomosed  to  the  stomach, 
however,  fistulae  regularly  developed.  To  overcome  thi- 
difficulty  he  now  combines  Roux's  and  his  own  method.  A 
short  segment  of  intestine  is  connected  with  the  stomach, 
and  the  remainder  of  the  new  esophagus  is  constructed  of 
skin.  The  junction  of  skin  tube  and  intestine  heals  with- 
out fistulae.  Lexer  has  now  succeeded  in  one  case,  a  young 
girl  whose  entire  esaphagus  was  firmly  strictured  by 
swallowing  acid,  in  reestablishing  communication  between 
mouth  and  stomach. 

The  method  is  not  infrequently  needed,  as  stenoses  after 
lye  or  acid  burns  are  not  very  uncommon. 

Lingual,  Sublingual  and  Other  Forms  of  Aberrant 
Thyroids.  C.  H.  Mayo.  Rochester,  Journal  of  the 
American  Medical  Association,  September  2,  1911. 
Mayo  describes  the  development  of  the  thyroid,  showing 
how  accessory  thyroid  bodies  can  be  produced.  Anomalies 
of  the  lower  portion  of  the  gland  are  fairly  common. 
Lateral  aberrant  thyroids  are  much  less  frequent  while 
small  accessory  and  aberrant  thyroids  between  the  hyoid 
and  isthmus  of  the  thyroid  are  relatively  common.  Mayj 
has  seen  but  three  lingual  thyroids,  one  of  them  showing 
both  types  of  lingual  and  sublingual.  It  is  interesting,  he 
says,  to  note  in  corroboration  of  the  view  that  the  bulk  if 
not  all  of  the  thyroid  has  developed  from  the  pharyngeal 
aulage.  that  in  approximately  one  in  seven  of  the  patients 
operated  on  for  lingual  thyroids  develop  myxedema.  Some 
cases  probably  were  reported  too  soon  after  operation  to 
give  accurate  information  as  to  this  point  and  in  others  only 
the  cystic  portion  had  been  removed.  leaving  still  a  remnant 
of  active  thyroid.  Mayo  thinks  that  a  very  careful  ex- 
amination of  the  thyroid  region  should  be  made  before 
operating  on  lingual  thyroid  so  that  a  less  extensive  re- 
moval can  be  made  if  there  is  no  palpable  thyroid.  It  is 
very  probable  that  stray  portions  of  the  thyroid  are  of 
frequent  occurrence  and  unrecognized  for  the  lack  of 
pathologic  symptoms.  In  the  diagnosis  the  suprahyoid  or 
midline  tumors  must  be  differentiated  from  malignant  dis- 
ease of  the  glands  of  undiscoverable  primary  origin,  fro.n 
thyroglossal  duct  cysts,  from  dermoids,  ranula.  lingual  ton- 
sils, etc.  In  some  cases  this  will  be  determined  only  by 
operation.  Free  hemorrhage  has  been  noted  as  a  symptom. 
The  slowness  of  the  growth  considering  the  richness  of  the 
blood-supply  usually  excludes  malignancy.  Angiomas  are 
differentiated  by  being  more  spongy,  irregular  in  outline. 
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areas.    "In  the  enucleation  of  lingual 
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tei    ion     The 
free  hemorrhage  is  by  deep  sutures.    In  very 
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he  lingual  arteries  and  make  a  laryngo- 
-  a  preliminary  procedure.     It  will  rarely  be 
sary   to  divide   and   separate  the  lower  jaw.    While  the 
or  the   removal   of  lingual   thyroids  through 
the  month  have  been  quite  bloody,  they  have  been 
Mil;  practically  no  fatalities  have  been  reported.     All 
there  have  been  appi  i  led,  un- 
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Interlobar    Exudates.       V    K     Stone.    Boston 
Medical  and  Surgical  Journal,  July  27,  H'll 

the  anatomical  and  clinical  aspects  of 
psulated  between  the  pulmonary  lobes.  H 
one  remembers  the  anatomical  landmarks  of  the  interlobor 
sulci  the  physical  signs  will  naturally  occur  to  him.  Fre- 
quently, however,  the  signs  similatc  closely  those  of  a  free 
ecudate,  and  suspicion  is  aroused  only  when  aspiration  at 
the  usual  site  fails  to  reveal  fluid.  In  such  instances,  as- 
piration high  up  in  the  axillary  region,  a  little  below  the 
normal  position  of  the  sulcus  will  usually  reveal  pus.  The 
same  region  is  at  the  same  time  the  site  of  election  for 
ion. 

Intratracheal    Insufflation.     S.    J.    Meltzer,    New    York. 

Journal  of  the  American  Medical  Association.  August 
12,  1911. 
Meltzer  describes  the  essentials  of  a  method  of  intra- 
tracheal insufflation,  as  consisting  (1)  in  the  introduction 
deep  into  the  trachea  of  a  flexible  elastic  tube,  the  diameter 
of  which  has  to  be  much  smaller  than  the  lumen  of  the 
trachea,  and  (2)  the  driving  through  this  tube  of  a  nearly 
continuous  stream  of  air  which  returns  through  the  space 
between  the  tube  and  the  walls  of  the  trachea.  Bringing 
the  pure  air  directly  to  the  larger  bronchi  and  driving  the 
vitiated  air  out  through  the  force  of  the  returning  air- 
stream,  that  part  of  the  death  space  is  eliminated  which  is 
represented  by  the  mouth,  pharynx,  larynx  and  trachea, 
and  the  practically  continuous  recurrent  air-stream  prevents 
the  invasion  of  indifferent  or  infectious  foreign  matter 
from  the  pharynx  into  the  trachea.  The  method  keeps  up 
an  efficient  respiration,  overcomes  efficiently  and  conven- 
iently the  difficulties  presented  by  double  pneumothorax 
and  offers  a  safe  and  reliable  method  for  anesthesia,  espe- 
cially by  ether.  Numerous  experiments  have  been  carried 
out  by  himself.  Auer,  Githens  and  Lamar  showing  the  in- 
nocuousness  of  the  method.  Some  surgical  writers  see  in 
it  nothing  more  than  a  modification  of  the  Brauer  or  the 
over-pressure  method,  but  this  is  a  misunderstanding.  The 
methods  of  over-pressure  and  under-pressure  keep  the 
lungs  distended  but  do  not  ventilate,  and  the  difference,  in 
Meltzer's  opinion,  is  that  in  the  Brauer  method  the 
respiratory  process  is  frequently  deprived  of  nearly  all  its 
factors  of  safety,  while  in  the  intratracheal  insufflation,  the 
capacity  for  gas  exchange  of  the  respiratory  apparatus  ;s 
many  times  more  extensive  than  is  needed  for  the  im- 
mediate maintenance  of  life,  but  this  advantage  is  often  lost 
under  differential  pressure  by  other  methods.  In  surgical 
operations  when  these  safety  factors  are  placed  at  their 
minimum  any  small  accident  may  be  fatal.  Hence  the  ad- 
vantage of  the  insufflation  method.  In  his  former  article 
on  the  subject,  Meltzer  claimed  the  advantages  of  the 
method  in  producing  ether  anesthesia  and  he  repeats  and 
amplifies  his  arguments  on  this  point.  He  insists  on  the 
use  of  an  open-ended  tube  instead  of  the  catheter  with  the 
opening  on  the  side.  It  also  ought  to  be  the  rule  that  the 
continuous  air-stream  should  be  interrupted  for  a  second  or 
two  five  or  six  times  a  minute.  These  interruptions  help  :n 
recognizing  the  degree  of  distention  of  the  thorax.  In  con- 
clusion he  quotes  from  reports  on  the  use  of  the  method  in 
human  beings  by  Elsberg  and  Peck,  both  of  whom  point 
out  its  value  and  safetv. 


A  Simple  Method  of  Completely  Removing  Serous  or 
Purulent  Pleural  Exudates.  {Ein*  tinfache  Method, 
f*i  i  if«    vollstandig    tu 

etttleeren  I      H.  (     Iacobaej    ,  Stoi  kholm,    Mutrti  nenei 
Medisinische  Wochenschrift,  August  29,  1911. 
Replacement  ol   exudati  i!r  has 

gained  in  popularity,     I'-  uccess  fully  used  th< 

following  method  in  ten  cases:     He  anesthetizes  tbi 
muscle  and  inl  rves  with   '_•  per  cent.  noTocain. 

He  then  incises  the  skin  and  intro  [i   trocar  (one 

which    will   admit    the    No.    12   straight    Nitze 

ocar  is  introduced  .it  or  above  the  ninth  interspace 
so  as  to  lessen  thi  injury  to  the  diaphragm, 

all  the  fluid  which  runs  out  is  evacuated  he  intro 
duces  a  uretercatheter,  whi  se  end  is  weighted  with  lead 
The  tip  of  the  instrument,  with  the  patient  in  the  erect 
posture,  sinks  to  the  lowest  part  of  the  pleural  cavity  and 
by    means    of    aspiration    the    last     drop    of    fluid    can    be 

:,  .1  rii.  ,  v  tosci ipi  inti ■  idui  ed  through  the  trocat 
permits  of  diri  on.     In  1|_>  cases  of  acute  pleuritis 

Jacobaeus  has  noted  tubercles  on  the  pleura  in  five.  It  is 
too  early  as  yet  to  state  whether  complete  emptying  lias  ., 

'  curative  effect  on  tuberculous  pleurisy  or  empyema 

A  New  and  Simple  Method  of  Removing  a  Renal  Cal- 
culus. How  u;i>  V  Kelly,  Journal  American  Medical 
Association,  July  1,  1911. 
Kelly  says  that  a  variety  of  methods  should  be  at  com- 
mand in  removing  renal  calculi.  We  have  to  vary  OUi 
procedure  according  as  the  kidney  is  fixed  or  movable,  the 
shape  or  size  of  the  -tone,  the  length  of  the  lower  rib  and 
the  stoutness  of  the  patient,  etc.  A  nephrolithotomy  if 
well  done  is  a  comparatively  safe  procedure;  otherwise  it 
ina\  he  fatal.  Kelly  gives  a  method  devised  by  himself. 
which,  he  says,  except  in  the  simplest  cases  with  an  easy 
exposure,  is,  as  he  believes,  quicker  and  safer  and  better 
than  pyelotomy  or  any  other  transrenal  operation.  The 
technic  is  described  as  follows:  "A  renal  catheter  17". 
mm.  in  diameter,  large  enough  to  obturate  the  ureteral 
orifice  and  prevent  ri  reflux  of  fluid  into  the  bladder,  is  in- 
serted through  an  open-air  cystoscope  and  introduced  well 
up  to  the  kidney  ju-t  before  giving  the  anesthesia.  The 
patient  is  then  put  to  sleep,  preferably  with  gas,  semiprone, 
on  an  Edebohls  cushion.  An  incision  is  made  in  the  loin 
and  the  superior  lumbar  triangle  is  pulled  open  and  the 
kidney  exposed  and  freed  on  all  sides  from  its  fatty  cap- 
sule. The  stone  is  then  felt  and  the  kidney  gently  loosened 
as  far  as  possible  on  all  sides  and  brought  toward  the 
wound.  Then  an  assistant  forces  fluid  (1/1.200  silver 
nitrate")  into  the  renal  pelvis,  until  it  puffs  out  tense.  As  a 
rule,  with  a  careful  preliminary  study,  the  exact  capacity 
of  the  renal  pelvis  is  already  known.  When  the  pelvis  and 
kidney  are  swollen  up  tense  the  surgeon  first  incises  the 
capsule  and  then  plunges  a  blunt-pointed,  blunt-edged  knife 
through  the  cortex  in  the  middle  of  a  pyramid  somewhat 
on  the  posterior  surface,  easily  entering  the  renal  at  once 
and  enlarging  the  incision,  in  a  transverse  direction  if  the 
stones  are  small.  There  is  a  gush  of  fluid  which  stops  as 
he  introduces  his  finger  and  feels  for  and  finds  the  stones, 
which  he  at  once  grasps  with  a  small  stone  forceps  and  re- 
moves. The  calices  and  the  mouth  of  the  ureter  are  now 
examined  for  more  stones  and  the  kidney  is  palpated  on 
all  sides  with  both  hands,  one  finger  being  inside  the  renal 
pelvis.  After  all  stones  are  removed  the  wound  is  plugged 
or  held  closed,  while  the  pelvis  and  the  calices  are  again 
distended  with  the  silver  solution,  when  the  finger  is  sud- 
denly withdrawn,  letting  the  fluid  escape  with  a  rush, 
bringing  any  small  calculus  debris  with  it.  This  may  be 
repeated  several  times."  He  emphasizes  the  following  ad- 
vantages which  he  thinks  this  method  possesses:  "1.  It 
involves  a  minimal  amount  of  damage  to  the  kidney.  2. 
It  is  done  through  the  part  of  the  organ  most  easily  ac- 
cessible. 3.  The  distention  is  invaluable  in  offering  a  bag 
of  fluid,  overlain  with  a  zone  of  soft  tissue,  which  is  easily 
punctured.  4.  An  exploration  is  easily  conducted  through 
the  opening,  revealing  the  presence  or  absence  of  other 
calculi.  5.  If  it  is  desirable  to  keep  it  open  awhile  for 
drainage  the  transverse  incision  is  a  good  one  for  this 
purpose,  as  it  can  be  left  open  and  will  close  rapidly  when 
the  irrigations  are  omitted.  6.  In  the  last  case  in  which 
operation  was  done  no  sutures  were  put  into  the  kidney, 
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and  yet  there  was  no  escape  of   urine  after  twenty-four 
hours  and  practically  no  bleeding  through  the  incision." 

The  Present  State  of  Our  Knowledge  of  Acute  Renal 
Infections.  George  E.  Brewer,  New  York.  Journal 
American  Medical  Association,  July  15,  1911. 
Brewer  discusses  the  infections  of  the  kidney  and  says 
there  are  five  routes  of  infection  generally  conceded  as 
possible:  1.  By  direct  penetrating  wounds.  2.  By  direct 
extension  from  a  neighboring  focus.  3.  By  catheterization 
of  the  ureter.  4.  By  an  ascending  process  from  the  lower 
urinary  passages,  and  5,  by  the  blood-current.  The  first 
and  third  of  these  are  unquestioned.  The  second  is  so 
rare  as  to  be  a  surgical  curiosity.  He,  therefore,  takes  up 
the  fourth  and  fifth  and  gives  a  history  of  the  investiga- 
tions and  their  results  in  regard  to  the  possibility  of  ascend- 
ing infection  and  reports  his  own  experimental  studies. 
From  a  review  of  the  known  pathologic  evidence,  the  ex- 
perimental investigations  of  others,  his  own  researches  and 
clinical  experience,  he  thinks  we  are  justified  in  saying 
that:  "1.  An  ascending  infection  is  responsible  for  a  cer- 
tain proportion  of  the  acute  surgical  infections  of  the  kid- 
ney. 2.  In  the  great  majority  of  such  instances,  the  in- 
fectious materia!  is  carried  upward  to  the  kidney  by  a  re- 
flux of  contaminated  urine  into  the  ureter  and  renal  pelvis 
through  the  ureteral  orifice,  as  the  result  of  some  interfer- 
ence with  its  protective  mechanism.  The  factors  which 
favor  this  process  are,  in  the  order  of  their  importance: 
(a)  A  chronic  obstruction  to  the  normal  bladder  outflow,  a 
urethral  stricture,  obstructive  prostatic  hypertrophy,  pros- 
tatic or  vesical  new  growth;  (b)  acute  cystitis  with  severe 
tenesmus  and  violent  expulsivt  efforts ;  (c)  severe  inflam- 
mation, ulceration,  calculus  or  new  growth  involving  the 
ureteric  orifices,  interfering  with  the  normal  sphincteric  ac- 
tion;  (d)  ureteral  and  detrusor  paralysis  from  spinal  in- 
jury or  disease;  and  (el  the  possible  temporary  paresis  of 
the  ureteric  sphincter  by  the  passage  of  a  large  ureteral 
calculus.  3.  In  certain  rare  instances  the  process  may  oc- 
cur by  a  direct  extension  of  the  inflammation  along  the 
mucous  membrane  of  the  ureter  by  continuity  of  tissue,  as 
proved  by  numerous  clinical  observations,  although  I  have 
been  unable  to  reproduce  it  in  animal  experiments.  4.  In 
other  rare  instances  the  infection  may  ascend  by  the 
ureteral  or  peri-ureteral  lymphatics,  and  this  is  more  likely 
to  occur  if  there  exists  an  infection  in  the  deep  strucitares 
of  the  bladder-wall  involving  the  vesical  lymphatics.  5.  As 
stated  by  Legueu,  these  methods  in  certain  cases  may  be 
combined  and  concomitant."  Next,  taking  up  the  subject  of 
hematogenous  infection,  he  reviews  the  investigations  of 
others  and  gives  details  of  his  own  experiments  on  rabbits 
and  <logs  by  injecting  cultures  of  various  pathogenic 
bacteria  into  the  veins.  He  concludes  from  all  the  evidence 
obtained  by  himself  and  others  and  the  accumulated  clini- 
cal experience,  that,  during  the  progress  of  any  acute  in- 
fectious disease,  a  certain  number  of  microorganisms  find 
their  way  into  the  blood-current  and  that  many  of  these 
are  excreted  through  the  kidneys.  If  the  number  of  these 
organisms  is  comparatively  small  there  may  be  no  demon- 
strable injury,  but  if  the  number  if  large  and  they  are 
highly  virulent  or  if  one  or  both  kidneys  are  diseased,  over- 
whelming or  fatal  toxemia  may  follow  or  any  of  the  pas- 
cal types  of  renal  infection  suppuration.  While  the  trouble 
may  be  bilateral  it  is  often  unilateral  on  account  of  a 
diminished  resistance  of  the  infected  kidney  from  disease 
or  trauma.  While  he  has  been  able  to  produce  these 
lesions  in  animals  by  the  B.  Coli,  the  Streptococcus  pyo- 
genes, the  Staphylococcus  aureus,  the  B.  typhosus,  as  well 
as  the  pneumococcus  and  B.  pyocyaneus.  in  clinical  cases 
he  has  been  able  to  isolate  only  the  first  four  of  these.  In 
some  of  his  clinical  cases,  however,  notably  one  of  scarlet 
fever,  search  for  bacteria  proved  negative.  He  has  also 
been  struck  in  his  study  of  the  subject  by  the  great  diffi- 
culty in  producing  ascending  neohritis  in  animals  as  com- 
pared with  the  ease  with  which  the  hematogenous  infection 
is  produced.  This  would  seem  to  corroborate  the  impre- 
sion  produced  by  el'nical  experience  that  hematogenous  in- 
fection is  responsible  for  most  cases  of  renal  sepsis,  even 
when  septic  condition  of  the  lower  urinary  passages  also 
exists. 


Hydrocele  and  Its  Radical  Cure  by  the  Insertion  of 
Catgut.  C.  H.  Whitney,  Boston,  Boston  Medical  and 
Surgical  Journal,  August  10,  1911. 
Whitney  reviews  the  anatomy  and  clinical  aspects  of 
hydrocele  thoroughly.  Excluding  the  open  radical  method 
for  the  cure  of  hydrocele,  he  believes  that  the  insertion  of 
catgut,  as  recommended  by  Van  Schaick,  is  the  best.  This 
consists  in  the  insertion  of  about  eight  to  sixteen  inches  of 
sterile  catgut  into  the  sac  through  the  canula  while  the  sac- 
is  being  emptied.  Soon  after  the  operation,  the  sac  begins 
to  refill  and  is  red  and  tender.  The  pain  is  moderate  and 
does  not  require  opiates.  In  96  hours  the  swelling  begins 
to  absorb  and  a  period  of  four  to  six  weeks  is  required 
for  complete  absorption.  Of  118  cases  operated  upon  by 
this  method,  there  were  nine  recurrences.  Ten  could  not 
be  followed.  A  case  was  regarded  as  cured  if  there  was 
no  recurrence  after  six  months.  Whitney  also  reports  his 
results  after  the  injection  of  pure  carbolic  acid.  Of  61 
cases,  there  were  eight  recurrences,  while  12  patients  were 
lost  sight  of.  The  author  regards  the  injection  of  iodine 
as  less  satisfactory. 

Some  Methods  of  Physical  Examination  in  the  Diag- 
nosis of  Surgical  Diseases  of  the  Kidney.  Harold 
Neuhof,  New  York.  Medical  Record,  July  15,  1911. 
Neuhof  emphasizes  the  value  of  a  few  methods,  not  gen- 
erally employed,  in  the  diagnosis  of  ambulatory  renal  af- 
fections. 1.  Inspection.  "When  one  kidney  is  the  subject 
of  an  acute  infection,  the  corresponding  lumbar  and  ab- 
dominal regions  remain  almost  or  quite  immobile."  "If 
the  patient  be  placed  on  his  back  in  a  light  so  cast  that  the 
lateral  chest  and  abdominal  walls  are  in  shadow — in  such 
affections  as  acute  pyrlonephritis,  for  instance — the  shadow- 
overlying  the  lateral  abdominal  region  moves  with  respira- 
tion on  the  normal  side,  but  remains  immobile  on  the  dis- 
eased side."  2.  Cutaneous  hyperalgesia.  Neuhof  reaffirms 
the  value  of  the  head  zone.  3.  Muscular  spasm  and  rigidity. 
Spasm  of  the  quadralus  muscle  is  of  special  significance. 
In  connection  with  clinical  history,  this  sign  is  almost 
pathagnomonic  of  surgical  renal  disease.  4.  Lumber  ten- 
derness. Neuhof  calls  attention  to  a  small  area  of  ten- 
derness, overlying  the  lowest  two  or  three  ribs  at  the  mar- 
gin or  overlapping  the  erector  spinal  muscle.  5.  Move- 
ments of  the  trunk.  Hyperextension  or  hyperflexion  of 
the  spine  will  cause  pain  on  the  affected  side.  6.  Percus- 
sion of  the  kidney.  The  author  has  not  found  this  sign 
of  great  value.  It  affords  only  approximate  results  in  con- 
nection with  inflation  of  the  colon  In  this  particular  it  is 
of  value  to  diagnose  presence  or  absence  of  the  kidney. 

The  Treatment  of  Subacromial  Bursitis.  J.  Torbance 
Rugh,  The  Pennsylvania  Medical  Journal,  August, 
1911 

While  this  condition  is  curable,  the  treatment  must 
cover  an  extended  period  of  time.  The  X-ray  should 
be  carefully  and  frequently  used  in  order  to  learn  the 
true  condition  of  the  bursa. 

In  the  acute  form  the  essential  of  treatment  is  rest. 
The  patient  may  be  placed  in  bed  and  the  arm  put  in 
marked  abduction  to  separate  the  inflamed  surfaces, 
to  lessen  pain,  and  to  prevent  adhesions.  Relief  may 
be  gotten  by  seating  the  patient  at  the  side  of  a  table 
and  placing  the  arm  in  abduction  on  pillows  or  cush- 
ions arranged  on  the  table.  A  generous  blister  over 
the  site  of  the  bursa  is  often  advantageous.  Hot  or  cold 
applications  will  assist  in  relieving  pain. 

When  the  acute  symptoms  begin  to  subside,  passive 
motions  are  indicated  to  break  up  the  beginning  ad- 
hesions in  the  bursa.  Though  painful,  these  move- 
ments must  be  persisted  in,  the  arm  being  put  to  rest 
as  soon  as  each  set  of  manipulations  is  completed. 
These  movements  are  performed  in  all  the  directions 
of  the  normal  shoulder  joint  functions  but  external  ro- 
tation and  abduction  are  especially  indicated.  As  soon 
as  the  pain  of  movement  can  be  tolerated  the  patient 
should  be  encouraged  to  attempt  the  movement  him- 
self. The  arm  must  not  be  carried  continually  in  the 
sling  position,  as  posture  adhesions  are  likely  to  occur. 
Recovery  may  be  expected  in  from  four  to  eight  weeks. 

Frequently  external  rotation  may  be  limited  by  ad- 
hesions.    The    indications    are    then    to    break    up    the 
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nd  i  tore  a  normal  (unction  to  the  altered 
Under  ether  careful  but  forcible  manipulation 
in  the  direction  "i  limited  motion  may  be  successful, 
luit  too  great  force  must  nol  be  used  lest  a  severe  in 
fiammation  ensue.  A  little  gain  a!  each  seance  b  all 
that    maj    b  Manipulation    must    be    con 

tinued  until  the  desired  range  ol   motion  has  been  se 
During    the   manipulations    it    is   essential    that 
istanl  grasp  the  scapula  nrnih    so  as  t"  prevent 
its   motion  masking   the   true   motion   ol    the   humerus. 
When    the  the    joint    does    not    yield    to 

moderate  efforts  ii  is  safer  to  incise  the  bursa  and  to 
separate  the  adhesions  with  a  knife,  scissors  or  the 
I.'  separate  the  adhesions  more  widely  Un- 
arm must  be  rotated  inward  ;nul  then,  aftei  fixing  the 
scapula,  raised  high  above  the  shoulder  level.  Free 
gymnastic  exercises  are  indicated,  unrestricted  use, 
and  avoidance  of  the  position  close  to  the  side 

li.  in  the  acute  stage,  the  bursa  is  greatly  distended 
and  can  be  palpated  under  tin-  deltoid  muscle,  it  may 
be  punctured,  tapped  or  freely  opened  to  get  rid  of 
the  fluid.  If  there  i-  much  grating  over  the  head  ol 
the  humerus  on  manipulating,  or  if  manipulation  con- 
tinues painful  after  four  to  six  weeks'  treatment,  the 
bursa  should  be  (■pencil  and  the  adhesions  cut  out  as 
far  as  possible.  When  the  walls  of  the  bursa  are 
greatly  thickened,  or  if  it  contains  rice-bodies  or  any 
d  materia],  the  indications  are  for  removal  and 
destruction  of  the  sac.  The  alter  treatment  is  im- 
portant for  the  arm  must  not  be  allowed  to  hail),'  at 
the  side.  The  arm  should  be  held  elevated  to  the 
shoulder  level  by  a  wire  splint,  plaster  of  I'aris  or  by 
posture  when  the  patient  is  lying  in  bed.  The  same 
procedure  must  be  employed  as  after  the  acute  attack 
gradual  use  of  movements  and  exercises  so  as  to  es- 
tablish a  full  range  of  motion  at  an  early  date. 

Early  Operation  for  Psoas  Abscess  and  the  Treatment 
of  Hip-joint  Disease.  James  K.  Young,  Medical 
Council,  August,  1911. 

Young  does  not  look  with  favor  upon  the  old  meth- 
ods of  delay  until  the  disease  has  advanced  into  the 
pelvic  cavity  and  then  using  drainage  in  the  loin  and 
groin.  He  makes  an  incision  parallel  with  the  pos- 
terior superior  spine  and  about  2V2  inches  to  either 
side  for  the  division  of  the  skin  and  superficial  fascia. 
The  sheath  of  the  erector  spina?  muscle  is  divided  and 
then  the  quadratus  lumborum.  The  third  lumbar  is 
located  and  the  attachment  of  the  psoas  muscle  to 
this  is  separated.  A  blunt  instrument  is  introduced 
into  the  psoas  muscle  and  the  abscess  is  drained.  Boric 
acid  solution  is  used  for  washing  out.  Drainage  is 
maintained  for  only  a  short  time.  The  indications  for 
the  operation  are  contraction  of  the  psoas  muscle, 
tender  point  over  the  transverse  process  of  the  third 
lumbar  vertebra  and  leucocytosis. 

For  the  treatment  of  hip  joint  disease  Young  de- 
scribes a  special  splint  to  maintain  traction  and  fix- 
ation. 

Abdominal  Pain  from  Antero-Posterior  Curvature. 
Mark  H.  Rogers,  Boston.  Boston  Medical  and  Sur- 
yical  Journal,  August  3,   1911. 

Rogers  reports  two  cases.  In  the  first,  a  constant  pain  in 
the  right  lumbar  region  radiating  to  the  inguinal  canal  led 
to  the  suspicion  of  renal  stone.  X-rays,  however,  revealed 
none.  The  author  found  a  faulty  position  of  the  body  in 
the  erect  position  with  a  compensatory'  lumbar  Iardosis. 
The  second  patient  complained  of  pain  in  the  appendix 
region.  The  same  ankero-posterior  curvature  was  noted. 
In  both  patients  correction  of  the  deformity  by  braces  re- 
lieved the  suffering. 

The  Mobilization  of  Stiffened  Joints.  R.  B  Osgood, 
Boston.  Boston  Medical  Journal.  July  I'M.  1911. 
Osgood  reports  three  cases  in  which  the  interposition  of 
Baer's  membrane  proved  very  successful.  The  first  was 
one  of  ankylosis  of  the  jaw,  the  second,  of  the  knee,  and 
the  third,  of  the  elbow.  Baer's  membrane  is  obtained  from 
the  bladder  of  a  pig  and  is  chromicized  like  catgut.  It  is 
not  absorbed  for  at  least  30  days,  dn  one  of  the  author's 
cases  it  was  not  absorbed  for  11  weeks.)  Its  purpose  is  to 
prevent  bony  union  between  the  divided  ends  of  the  bones. 


Blue  Sclerotica  and  Brittle  Bones.         tiAROLD    Bl  U 
Portsmouth.    British   Medical  Journal,  July  i,  1911 
1  ddawes    firsl    noted   this  association   in   three  casi      in 
1900      Burrows  makes  .1  highly  interesting  contributioi    to 
this  subject     He  rives  the  geneological  tree  of  a  family  in 
whom  blue  scleratics  and  multiple  fractures  wen 
in  the  firsl  place,  il  w.is  noted  thai  blui    tcleratii     were  in 

herited  onlj    from   parents  1 le  01   the  othei   of   whom 

blue  scleratics  were  present.  In  the  second  place,  oi  13 
duals  who  had  blue  scleratics  nine  gave  a  historj  ol 
had  fractures;  in  seven,  these  were  multiple.  In 
the  third  place,  in  nol  .1  single  member  of  the  family  in 
which  the  scleratics  were  normal,  was  there  a  history  ol 
fracture      Eddowes  ascribed  the  causi   ol  this  peculiar  as- 

1  to  the  fact  thai  blui    sclei  al  ii  s,  as  Buchana 
hown,  indicati    1  deficiency  of  fibruous  tissue  in  the  1 
This  suggests  that  there  is  probablj  a  congenital  deficii  icj 
in  the  supporting  framework  of  the  bones. 

A  Further  Note  on  the  Clinical  Use  of  Scarlet  Red  and 
Its  Component  Amidoazotolnol,  in  Stimulating  the 
Epitheliation  of  Granulation  Surfaces.  J,  S  I 'wis, 
Johns  Hopkins  Medical  Bulletin,  July,  1911 
The  beneficial  effects  of  scarlet  red  ointment  (.v.  .  on 
sluggish  and  extensive  granulating  areas  were  reported  by 
Davis  two  years  ago.  His  further  experiences  confirm  his 
good  opinion  of  the  efficacy  of  this  remedy.  Recentlj  he 
lias  tried  the  effect  of  amidoazotoluol  ointment  (X' ,  •  as 
recommended  by  Hayward  and  finds  this  ointment  equally, 
if  not  more,  effective.  The  dressing  with  either  of  these 
ointments  is  simple,  non-irritating,  and  causes  less  <li  co  n 
fort  than  other  forms  of  dressing.  The  use  of  scarlet  red 
or  amidoazotolnol  in  blue  ointment  is  advantageous  for 
syphilitic  ulcers.  Davis  has  never  seen  a  wound  healed 
with  these  ointments  break  down.  At  times  it  is  id 
vantageous  to  apply  either  ointment  directly  to  the  wound 
and  then  expose  to  sunlight  and  air.  The  substances  can  be 
used  as  a  dusting  powder  in  four  to  eight  per  cent,  strength 
to  boric  acid.  The  method  of  application  briefly  is  as  fol- 
lows: The  ointment  is  applied  alternately  with  some 
bland  ointment  every  2 1  or  18  hours.  Anoint  the  skin  sur- 
rounding the  defect  with  some  bland  ointment  to  within 
1  cm.  of  the  edge;  then  spread  the  scarlet  red  ointment  in 
a  thin  layer  on  perforated  old  linen  and  apply  to  the 
wound.  If  a  I  per  cent,  scarlet  red  ointment  is  applied  011 
partial  skin  grafts  48  hours  after  grafting,  there  is  rapid 
stimulation  of  the  wound  edges  and  also  of  the  grafts 
themselves. 

The  Advantages  of  the  So-called  Decortication  of  the 
Lung  in  Old  Empyema.  F.  B.  Lund,  Boston,  Jour- 
nal   of    the    American    Medical    Association,    August 

26,  inn. 

Lund  discusses  the  various  methods  of  treating  old  em- 
pyema with  contraction  of  the  lungs,  and  favors  the  De 
Lorme-Fowler  method  of  excising  the  thick  inelastic  mem- 
brane or  cicatricial  tissue  which  covers  the  lung  and  binds 
it  down  in  cases  of  old  empyema.  The  real  credit  of  de- 
vising the  oper'-.on,  he  thinks,  should  be  given  to  De 
Lorme,  though  both  published  it  about  the  same  time.  He 
does  not  think  that  Ransohoff's  recommendation  of  making 
multiple  incisions  in  the  thickened  pleura  can  possibly  be 
as  efficient  as  the  free  removal  of  the  thickened  membrane 
which  has  proved  successful  in  his  own  hands.  He  reports 
seven  cases,  four  of  them  in  which  this  operation  was  per- 
formed at  first,  and  in  three  an  attempt  was  made  to  re- 
lieve by  Thiersch's  method.  In  one  of  the  three  a  second 
operation  for  decortication  was  done  with  good  results. 
In  the  other  two  it  was  performed,  but  unsuccessfully,  the 
patients  dying,  one  of  septicemia  and  the  other  of  pneu- 
monia. The  technic  of  the  operation  is  described  in  detail. 
He  has  not  had  an  opportunity  to  employ  either  positive 
or  negative  pressure  as  an  aid  in  these  operations,  and  docs 
not  believe  it  is  necessary  if  ether  is  withdrawn  as  soon  as 
possible  and  the  patient  allowed  to  cough  at  the  moment 
the  membrane  has  been  stripped  off  the  lung.  This  facil- 
itates expansion  wonderfully.  The  intratracheal  insuffla- 
tion method  of  Meltzer  and  Auer  will,  he  thinks,  be  useful 
in  these  cases,  and  it  has  been  employed  by  his  colleague. 
Nichols,  in  one  case  of  decortication  with  remarkably  good 
results. 
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OUR  PRESENT  KNOWLEDGE  IN   REGARD 
TO   INFANTILE    PARALYSIS. 
R.  Tunstall  Taylor,  R.A..  M.D., 
Orthopedic  Surgeon  to  the  James  Lawrence   Ker- 
nan   Hospital   for  Crippled  Children,   St.   Agnes" 
and   University   Hospitals.    Baltimore;  Clinical 
Professor  of   Orthopedic   Surgery,   Univer- 
sity  of   Maryland,   Fellow   of  the   Ameri- 
can   Orthopedic    Association.    Maryland 
Medical  and  Chirurgical  Faculty,  eti 
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In  the  Talmud,  which  dates  hack  to  the  fourth 
century,  are  references  to  the  application  of  ap- 
paratus for  those  deprived  of  the  use  of  the  lower 
extremities,  which  goe-  to  show  that  in  ancient 
Jewish  surgery  something  was  known  in  regard  to 
the  treatment  of  paralytic  conditions. 

In  the  literature  of  India,  in  the  "Susruta,"  esti- 
mated as  having  been  written  from  1000  B.  C.  to 
700  A.  D.,  appliances  for  paralyzed  children  are 
referred  to. 

Infantile  paralysis  is  evidently  not  a  new  dis- 
ease, but  Wickman  drew  the  attention  of  the  medi- 
cal profession  to  its  epidemic  nature  in  his  valuable 
monograph  on  the  Norwegian  and  Swedish  out- 
breaks in  1905  and  1907. 

No  mention  is  made  in  the  best  text-hook-  ten 
years  ago  of  this  epidemic  character  of  the  disease. 

Until  the  New  York  epidemic  of  2,500  cases  in 
1907  was  reported,  epidemics  of  infantile  paralysis 
were  a  rarity  in  this  country.  Since  then  there  have 
been  published  accounts  of  epidemics  occurring  in 
Pennsylvania,  Michigan,  Minnesota,  Virginia, 
Massachusetts  and  Nebraska. 

These  reports  are  from  comparatively  few  physi- 
cians, for,  very  unfortunately,  as  a  rule,  Slate  health 
departments  do  not  require  these  cases  to  be  re- 
ported. At  the  present  time  only  twenty-three 
States  require  reports  of  this  disease. 

To  neurologists  and  orthopedic  surgeons  it  is 
appalling  as  well  as  distressing  to  note  the  great 
increase  in  the  numbers  of  these  cases.  The  mor- 
tality is  small,  but  the  percentage  of  resulting 
paralysis  is  close  to  90,  as  few  cases  recover  ab- 
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solutely.     In  my  own  experience  some  200  i 
cases  are  treated  annually  at  the  Kernan  Hospital 
tor  Crippled  Children,  not  counting  those  seen  at 
the  other  hospitals  by  me. 

Attention  has  been  significantly  called  in  this 
country  to  the  greater  number  of  cases  seen  in 
those  localities  where  immigration  has  occurred 
from  Scandinavia,  which  may  have  some  bearing 
on  the  etiology. 

Calmer  first  reported  cases  in  this  country  in 
1843.  one  of  infantile  hemiplegia  and  ten  other 
varieties  of  anterior  poliomyelitis  seen  by  him  at 
West  Feliciania,  La. 

Anderson"-  report  of  the  1909  Nebraska  epi- 
demic of  279  cases  in  Polk  County  (there  were  99/) 
in  the  whole  State  1  is  most  interesting  and  instruc- 
tive. In  his  analysis  84  per  cent,  were  under  ten 
years  of  age.  fewer  cases  occurred  up  to  the  twenty- 
second  year,  and  cue  patient  was  thirty-six.  Dr. 
H.  YVinnett  Orr.  of  Lincoln,  Neb.,  personally 
collected  617  ca-es  and  lays  great  stress  on  the 
importance  of  quarantine.  {Am.  Jour.  Orthop. 
Surg.,  February.    191 1.) 

CON1  VGIOl    5NESS. 

In  some  large  families  only  one  child  would  be 
infected,  and  in  others  all  but  one  or  two.  This 
seems  dependent  more  on  the  qualitative  virulence 
of  the  virus  than  on  hygienic  surroundings  or  feeble 
family  resistance.  We  also  see  that  the  disease  is 
more  contagious  at  some  times  than  at  others. 

Anderson's  cases  had  previously — as  a  rule- 
been  unusually  healthy  children,  as  is  most  >ften 
the  case  in  my  experience,  and  lived  in  an  invigo- 
rating, sanitary  country  environment,  the  strongest 
child  in  the  family  being  the  one  often  most  seri- 
ously afflicted. 

Anderson  believes  that  the  disease  was  undoubt- 
edly carried  directly  from  case  to  case,  but  in  cer- 
tain instances  by  a  third  person.  He  cites  as  an  ex- 
ample :  Two  families.  A  and  B,  lived  some  distance 
apart  in  the  country.  A  girl  from  family. B  vis'ted  a 
family  C,  in  which  a  boy  was  ill  with  infantile 
paralysis.  On  her  return  home  she  found  children 
of  family  A  visiting  her  home,  who  left  shortly 
after  her  return.  In  five  days  her  sister  had  the 
disease;  a  few  days  later  a  child  in  family  A  had 
it.  and  at  intervals  of  a  few  days  three  other  chil- 
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dren  in  her  own  family  had  it — five  cases  carried 
by  one  person.  He  cites  other  similar  instances, 
The  carrying  of  contagion  by  intermediate  people 
lias  also  been  reported  on  several  occasions  in  the 
Scandinavian  epid< 

Flexner,  however,  has  not  been  able  to  demon 
strate  the  spontaneous  transfer  of  this  disease  from 
infected  to  health)  monkeys  by  contact,  although 
the)  are  ver\  susceptible  u>  it  b)  direel  inocula- 
tion and  it  is  highl)  fatal  to  tlnni.  Me.  howev*  r, 
distinctly  states  that  this  fact  does  nol  militate 
against  the  notion  of  contagion  in  respect  to  the 
spontaneous  disease  in  man.  as  monkeys  are  not 
naturally  susceptible  to  this  disease  unless  arti- 
ficially implanted. 

CHE    . 

Flexner  and  Lewis,  almost  simultaneously  with 
teiner  and  Levaditi.  have  given  us  the  val- 
uable addition  to  our  knowledge  of  this  disease 
in  their  discover}  thai  the  infectious  agent  is  an 
extremely  minute  microorganism.  It  is  ultra- 
microscopic  and  on  passing  through  the  pores  of 
the  finest,  densest  porcelain  Chamberlain  filters  re- 
tains its  potency.  This  has  been  brought  out  by 
experimental  research  on  monkeys ;  and  attempts 
to  implant  the  disease  on  other  animals,  including 
guinea-pigs,  rabbits,  rats.  mice.  dogs.  cats,  sheep, 
cows,  goats,  pigs,  chickens,  pigeons  and  the  horse, 
have  failed.  Flexner  thinks,  however,  that  the 
paralysis  seen  in  poultry,  the  dog  and  horse  arc  due 
to  a  cause  peculiar  to  the  species  infected.  This  is 
especially  interesting,  as  in  the  epidemic  in  Michi- 
gan, in  1907,  Griffin  reported  that  many  pigs  and 
chickens  were  also  affected.  Krause.  also,  in  the 
Westphalia  epidemic  of  1908,  reported  a  coincident 
great  mortality  among  chickens. 

Tn  consultation  with  Dr.  John  I.  Pennington  re- 
cently I  saw  a  child,  in  the  acute  stage,  who  had 
played  five  days  before  in  a  chicken  yard  where 
many  of  the  fowls  showed  paralytic  symptoms.  The 
child  did  not  have  any  chicken  nor  eggs  to  eat  at 
the  house  she  was  visiting. 

A  colleague  told  me  of  hearing  of  two  children 
who  had  eaten  chicken  and  their  dog  had  eaten  the 
bones,  and  all  three  were  paralyzed     hortly  after. 

MODES   OF  INFECTION. 

Flexner  is  inclined  to  believe  that  the  \  is  gains 
access  to  the  cerebro-spinal  axis  by  meai,  of  the 
nasal  mucous  membranes  and  lymphatics  t  nigh 
the  cribriform  plate  of  the  ethmoid.  lie  also  thinks 
it  is  eliminated  by  it.  Intraperitoneal  injection  of 
monkeys  with  spinal  cord  material  from  a  child 
who  died  of  paralysis  reproduced  the  disease,  but 


the  cord  from  such  infected  monkeys  would  not 
reproduce  the  disease  when  introduced  intraperi 
toneall)   in  othei  monkeys. 

riie  disease  could  also  be  reproduced  b)    infei 

tion    into  tlie   circulation,   the   SUhdltis,   spinal   canal, 

certain  mucous  surfaces,  from 
human  to  monkey.  Similarly,  if  peristalsis  is  min 
imized  by  opium  the  introduction  "f  comparativel) 
large  quantities  of  the  virus  into  the  stomach  and 

intestines    will    reproduce    the   disease. 

i'ii  examination  of  at  leasl  90  per  cent.  ••!  out 
histories    I    am    quite    within    the    limit    in 
that   gastro-e'nterii       mptom      0  preponderated  at 
the  onset  that  it  seems    suggestive  thai  the  systemic 

infection  started  there,  and  in  the  human  subject 
there  are  rarely  symptoms  suggestive  of  a  coryza 
at  the  onsel  01  decline.  William  Xeill.  in  an  analy- 
sis of  the  last  100  of  my  histories  of  anterior  polio- 
myelitis, found  only  ,}.i  per  cent,  with  throat  and 
nose  symptoms  at  the  onset.  At  the  same  time  we 
must  bear  in  mind  the  frequency  of  the  relic 
tro-enteric  symptoms  of  central  origin  at  the  onset 
of  other  infections. 

PATHOLOGY. 

Provost,  in  1865,  gave  quite  a  good  account  of 
the  lesion  in  this  disease.  Congestion  and  hemor- 
rhage are  seen  as  gross  lesions  in  the  grey  matter 
in  the  spinal  cord  and  medulla,  but  not  exclusively 
confined  to  the  anterior  horns.  Flexner  has  added 
much  to  our  knowledge  of  the  pathology  of  an- 
terior poliomyelitis. 

Microscopically,  the  lesions  are  found  in  the 
brain  and  cord,  but  more  markedly  in  the  latter 
than  the  former,  and  in  the  grey  matter  and  mem- 
branes of  the  cord  more  than  in  the  white  matter. 
No  part  of  the  cord  and  medulla  escape,  but  the 
lesions  are  more  extensive  at  the  levels  of  the  par- 
alvzed  groups.  Mononuclear  infiltration  forming 
collars  around  the  bloodvessels  preponderate,  and 
in  the  membranes  of  the  cord  there  is  an  interstitial 
invasion  and  no  exudate.  There  is  edema  of  the 
perivascular  spaces  and  sometimes  hemorrhage. 
Both  the  anterior,  posterior  horns  and  commissures 
are  involved,  but  chiefly  the  first  named,  as  the 
central  arteries  enter  the  anterior  median  fissures. 

That  the  cervical  and  lumbar  enlargements  have 
a  more  abundant  arterial  blood  supply  accounts  for 
the  greater  severity  of  the  lesion  at  these  points. 
Both  the  nerve  cells  and  nerve  fibers  in  the  inter- 
vertebral ganglia  may  be  the  seat  of  degeneration 
and  necrosis.  Severe  degeneration  and  necrosis  are 
not  recovered  from  and  lead  to  permanent  paralysis', 
but  edematous  conditions  and  anemic  occlusion  of 
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vessels  from  perivascular  infiltration  explain  the 
transient  paralysis.  Cerebral  involvement  may  lead 
to  a  facial  palsy. 

Serious  degenerative  changes  in  the  medulla 
result  in  respiratory  distress  or  death  in  the  bulbar 
form  of  this  disease.  Sachs  regards  infectious 
meningo-encephalomyelitis  as  a  more  correct  name 
than  anterior  poliomyelitis,  since  the  pathology  has 
been  more  carefully  worked  out  and  the  distribu- 
tion found  more  extensive. 

PREDISPOSING    CAUSES. 

In  contrast  to  acute  cerebro-spinal  meningitis 
which  appears  in  winter  and  early  spring,  anterior 
poliomyelitis  is  essentially  a  disease  of  the  summer 
and  early  fall,  and  is  most  frequently  noted  during 
an  especially  hot  spell.  As  a  rule,  dry  summers 
seem  to  have  a  tendency  to  lead  to  more  cases  than 
wet  ones.  In  my  series,  Neill  found  Jan- 
uary, 5  per  cent. ;  February,  6  per  cent. ;  March,  9 
per  cent. ;  April,  7  per  cent. ;  May,  9  per  cent. ; 
June,  8  per  cent. ;  July,  8  per  cent. ;  August,  8  per 
cent.;  September,  9  per  cent.;  October,  15  per 
cent. ;  November,  10  per  cent. ;  December,  6  per 
cent. 

In  many  of  the  histories  obtained  by  the  writer, 
chilling  of  the  body  seemed  to  play  some  part,  as 
parents  after  an  exceedingly  hot  day  would  take  a 
young  child,  insufficiently  protected,  to  "cool  off" 
in  a  buggy  ride,  trolley  or  motor  car.  Some  chil- 
dren who  have  gone  to  sleep  on  the  grass  or  on  the 
basement  floor  were  soon  seized  by  an  attack  of 
paralysis. 

SYMPTOMS. 

Premonitory  symptoms  are  very  probably  due  to 
lepto-meningeal  irritation  or  implantation  of  the 
virus,  and  are  usually  present  one  to  three  days 
before  the  acute  symptoms  begin.  They  consist  of 
more  or  less  rigidity  of  the  spine  and  neck,  and 
Kernig's  sign  with  unequal  rigidity  in  the  two  legs. 
At  this  time  the  knee  reflex  may  be  increased  only 
to  disappear  entirely  after  the  acute  stage  is 
reached.  Sometimes  there  is  a  slight  weakness  in 
one  or  both  legs.  Acute  symptoms  appear  in  from 
four  to  fourteen  days  after  exposure  in  the  epi- 
demic form,  but  in  the  majority  of  the  so-called 
sporadic  cases  seen  it  is  next  to  impossible  to  trace 
the  source  of  infection  and  period  of  incubation. 

The  symptoms  divide  themselves  into  cerebral, 
bulbar,  spinal  and  neuritic  types,  depending  upon 
the  region  chiefly  involved.  In  the  cerebral  form 
convulsions,  delirium  and  drowsiness  are  present, 
but  this  type  is  rare.  In  the  bulbar  form  we  see 
the  respiratory  distress,  and  75  per  cent,  of  these 
constitute   the   rapidly   fatal   cases   of  this   disease. 


The  neuritic  types  are  those  presenting  marked 
hyperesthesia  and  severe  pain  in  the  extremities 
along  the  larger  nerve  trunks  especially,  and  even 
also  in  the  chest  and  abdomen,  so  that  the  slightest 
movement,  jarring  or  moving  of  the  bed  clothes 
produces  suffering.  The  onset  begins  with  slight 
fever  (99-101  °  F.)  the  first  day,  with  flushed  face, 
intense  headache,  backache  and  increased  unilateral 
Kernig's  sign. 

Except  in  the  mildest  cases,  the  fever  on  the  sec- 
ond day  is  highest,  but  rarely  goes  to  1050,  usually 
not  being  over  1020.  The  pulse  ranges  from  120 
to  140,  but  is  usually  of  good  tone  and  well  sus- 
tained, except  in  the  bulbar  type. 

Spasticity  in  the  neck,  spine  and  legs  is  more 
marked  the  second  day.  Tremors  and  clonic  move- 
ments may  be  present,  but  sleep  is  quiet,  as  there  is 
more  or  less  drowsiness.  Nausea  and  vomiting 
may  be  the  first  symptoms  noted  and  lead  one  to 
think  the  trouble  is  primarily  gastro-enteric,  but 
these  symptoms  may  be  central  in  origin. 

Constipation  of  the  bowels  is  invariable,  and  of 
very  nearly  as  great  frequency  one  finds  retention 
of  urine,  so  that  catherization  may  have  to  be  re- 
sorted to,  though  this  is  rarely  necessary. 

On  the  third  day  the  fever  abates,  and  on  that 
day  or  the  day  following  the  paralysis  appears,  con- 
verting the  previously  rather  spastic  limb  into  a 
flaccid  one.  With  the  subsidence  of  the  fever 
there  may  be  some  sweating.  The  headache  and 
backache  disappear,  but  with  the  paralysis  the  hy- 
peresthesia begins,  if  the  case  is  of  the  neuritic 
variety. 

There  are  also  shooting  neuralgic  pains,  at  times 
lasting  for  a  few  seconds  or  a  few  minutes  and  re- 
curring several  times  an  hour  at  first.  These  shoot- 
ing pains  disturb  the  sleep,  probably  due  to  the 
child  moving  in  the  sleep.  They  cry  out  much  as 
those  do  who  have  acute  tuberculous  articular  dis- 
ease, with  a  characteristic  "night  cry."  Occasion- 
ally there  is  an  erythematous  rash,  not  so  fine  as 
scarlet  fever  and  less  spotted  than  measles.  Large 
rose  spots  may  occur  on  the  body  at  times,  later 
being  pigmented.  In  a  very  few  cases  purpuric 
spots  appear  in  the  lower  extremities. 

PARALYSIS. 

A  severe  general  paralysis  at  tbe  onset  may  clear 
up  in  a  few  days,  weeks  or  months,  leaving  para- 
lyzed only  those  muscles  that  receive  innervation 
from  the  necrosed  segments  of  cord.  Paralysis  of 
the  legs  is  much  more  common  than  in  the  arms. 
The  most  frequent  permanent  leg  paralysis  is  seen 
in   the  extensors  of   the  toes  a'  d   tibialis   anticus. 
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in  frequency  is  the  quadriceps  extensor  of  the 
Ften  associated  with  it  is  paralysis  of  the 
adductors,  in  rrn  experience 

At  times  the  psoas  and  iliacus  are  also  involved, 
but  usually  onl)  in  conjunction  with  the  othei  lowei 

i  >f  the  hamstrings  the  biceps  escapes  most  often 
and    the   sartorius   of   the   anterior    thigh   group    is 
equally  fortunate      The  calf  muscles  and  lie-- 
the  toes  are  not  nearly   so  frequently  involved  as 
are  the  anterior  group. 

Vs    a    rule,    if   a    paraplegia    exists   there    is    fr< 
quently  entire  dissimilarity  "ii  the  two  sides,   t  Iften 
•>ne  side  will  clear  up  in  six  to  twelve  months. 

Of  the  contracture  deformities  seen.  flexion  and 
outward  rotation  of  the  thigh  and  flexion  of  the 
knee  are  more  common  than  the  reverse,  owing  to 
the  greater  frequenc)  of  paralysis  in  the  antago- 
nistic groups,  although  Sever,  at  the  Children's 
tal,  Boston,  finds  adductor  paraly-i-  less  fre 
quently  than  we  do. 

Of  the  foot  deformities  in  their  order  of  fre- 
quency may  be  named  in  my  experience  talipes 
equinus,  talipes  valgus  or  paralytic  flat  foot,  talipes 
equino-varus,  talipes  cavus  and  talipes  calcaneus. 
Similarly  in  the  arm  the  distribution  of  the  paralysis 
is  asymmetrical,  depending  on  the  necrosis  in  the 
•its  involved,  hut  the  deltoid,  supra-  and 
infra-spinatus,  triceps,  biceps,  supinators,  exten- 
sors of  the  fingers,  thenar  and  hypothenar  groups 
suffer,  in  the  order  named,  most  frequently. 

The  quadratus  lumborum,  serratu-  magnus  and 
erector  spinae,  if  the  hack  muscles  are  involved. 
most  often  suffer,  while  the  pectoralis  major  is  the 
anterior  muscle  of  the  thorax  most  commonly 
paralyzed.  The  abdominal  muscles,  the  diaphragm, 
sterno-cleido-mastoid  and  trapezius  rarely  are  af- 
fected in  my  experience. 

Monoplegia  of  one  leg  is  the  commonest  end  re- 
sult ;  next  in  frequency  is  paraplegia,  then  hemi- 
plegia, then  paraplegia  with  some  trunk  involve- 
ment, and,  last  of  all.  both  upper  and  lower  ex- 
tremities. 

ATROPHY. 

Atrophy  becomes  marked  in  from  one  to  six 
months  after  the  fever  and  may  be  extreme.  This 
atrophy  involves  not  only  circumferential  measure- 
ments of  the  limb,  but  the  bones  are  also  affected 
in  length  and  circumference.  The  latter  is  shown 
by  the  .r-ray.  Delayed  use  of  the  limb  in  neglected 
cases  where  braces  or  operative  treatment  have 
not  been  employed  in  young  children  leads  to  the 
most  extreme  degree  of  shortening  seen,  amount- 
ing to  three  or  four  inches  or  more. 


Kernig's  sign  of  an  asymmetrical  type,  constipa 
ii. 'ii.  retention  of  urine,  spasticity  of  spine  an.! 
neck,  fever  of  short  duration  with  subsequent  flae 
.-id  paralysis,  render  diagnosis  simple,  hut  it  ma) 
he  confused  with  u>  auto-intoxication  with  vom- 
iting and  constipation,  (2)  rheumatism.  (3)  t\ 
phoid  fever,  141  la  grippe,  and  151  cerebro-spinal 
meningitis.  The  first  four  should  not  present  an) 
sen.  >us  difficulties  and  lumbar  puncture  would  clear 
up  the  diagnosis  in  the  last.  The  presence  .>f  brief 
fever,  unilateral  Kernig's  sign  and  flaccid  paralysis 
should  render  diagnosis  obscure  onl)  a  da)  or  two 
DIAGNOSIS. 

Iii  addition  to  the  early  symptoms  named 
ner  has  shown  that  the  cerebro-spinal  fluid  obtained 
b)    lumbar  puncture   shows  characteristic   ch; 
m  the  acute  stages  which  are  of  diagnostic  value 
There  may  he  a  slight   increase  in  the  amount  and 
pressure  ..1'  the  fluid  during  the   incubation  period 
with     progressive     increase     in     the    cellular    ele 
ments,  especially    the  lymphocytes,   >, ,  that  at   the 
height  of  the  disease  the  fluid  previously  clear  be 
comes  opalescent  and  undergoes  a  spontaneous  co- 
agulation  from  excess  of  protein.     As  the  disease- 
abates  it   reassumes  its  normal  clearness  and  non 
coaguability.      The    opalescent    fluid    is   potent    in 
reproducing    the    disease    while   the    clear   cerebro 
spinal  fluid  i~  not. 

ISOLATION      !  REATMEN1  . 

With  the  increasing  numbers  of  cases  of  anterior 
poliomyelitis  and  the  generally  accepted  discover) 
of  Flexner  as  to  the  bacterial  cause — together  with 
the  sad  lessons  learned  from  recent  epidemics  of 
this  disease — if  a  physician  is  called  to  see  a  child 
in  the  summer,  with  vomiting,  constipation,  Ker- 
nig's sign,  retention  of  urine,  rigidity  of  the  neck 
and  -pine  and  moderate  fever,  isolation  is  his  first 
duty.  If  a  mistake  is  made  in  diagnosis,  no  great 
harm  is  done  if  the  situation  is  explained  in  ad 
vance  to  the  parents. 

There  is  no  question  that  it  is  the  duty  of  State 
Boards  of  Health  to  insist  upon  the  immediate  re- 
porting of  all  cases  of  infantile  paralysis.  Neglect 
of  these  two  points  is  undoubtedly  responsible  for 
the  alarming  increase  in  this  disease.  In  my  own 
series  four  times  as  many  cases  were  seen  in  1910 
as  in  any  of  the  previous  fifteen  years  since  the 
Hospital  for  Crippled  Children  was  established. 
Through  the  kindness  of  Dr.  G.  Lane  Taneyhill, 
Jr..  the  following  figures — which  speak  for  them- 
selves— were  given  me  of  acute  cases  from  Dr.  H. 
M.  Thomas'  out-patient  clinic  at  the  Johns  Hopkins 
Hospital:  1907,  24:  1908,  15:  1909,  51  cases. 
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ELIMINATION. 

To  get  rid  of  the  systemic  infection  elimination 
by  the  bowels,  a  difficult  thing  to  accomplish  on 
account  of  the  atony,  must  be  gained  by  broken 
doses  of  calomel  and  soda  followed  by  one  or  more 
doses  of  castor  oil,  if  the  first  doses  of  oil  are  vom- 
ited. Enemata  first  of  cotton  seed  and  olive  oil  fol- 
lowed, if  necessary,  by  soap  suds,  then  by  glycerin, 
epsom  salts  (each  two  ounces  )  and  water,  a  pint, 
win  be  effectual.  When  the  bowels  are  moved, 
usually  by  the  second  or  third  enema,  the  bladder 
will  be  emptied  at  the  same  time  voluntarily.  Hot 
wet  packs  will  stimulate  the  skin  to  action  as  wel! 
as  relieve  hyperesthesia.  The  same  may  be  said 
of  hot  baths.  Drinking  freely  of  water  is  to  be  en- 
couraged to  promote  elmination  by  skin  and 
kidneys. 

SYMPTOMATIC     TREATMENT. 

Cold  compresses  or  ice  caps  should  be  kept  on 
the  head.  I  have  felt  some  gain  from  counter  irri- 
tation over  the  lumbar  spine  by  tincture  of  iodine 
.  >r  mustard,  short  of  blistering,  in  the  acute  stage 
of  paraplegia,  but  as  the  patient  must  needs  lie  on 
the  back,  care  should  be  taken  that  this  is  not  car- 
ried too  far. 

Urotropin,  as  it  rapidly  appears  in  the  cerebro- 
-pinal  fluid,  may  be  used  to  advantage  in  doses  of 
r  to  2  grains  every  two  hours  for  the  first  three 
days.  It  was  first  recommended  by  Cushing,  of 
Raltimore ;  Adams  and  McClanahan.  of  Nebraska. 
>peak  well  of  it.  Anderson,  however,  says  in  his 
279  cases  it  was  given  with  uncertain  results. 

High  fever  is  best  treated  by  cold  sponging  and 
coal  tar  products.  Lumbar  puncture  is  often 
of  value,  not  only  for  diagnosis,  but  for  relief  of 
pressure  symptoms,  especially  in  bulbar  symptoms 
of  respiratory  failure,  such  as  cyanosis,  shortness 
of  breath,  pallor  and  anxious  facies.  Lumbar 
puncture  should  be  done  with  the  most  scrupulous 
asepsis  between  the  third  and  fourth  lumbar  ver- 
tebrae, with  the  child  on  the  side  and  the  spine  well 
flexed.  Oxygen  inhalation  may  be  of  some  slight 
help  in  cyanosis.  The  warm  bath  and  gentle  pass- 
ive movements  while  in  the  bath  have  helped  the 
neuritic  pain. 

MASSAGE,   ELECTRICITY    AND   BAKING. 

After  the  subsidence  of  the  fever  and  intense 
pain,  massage  in  skilled  hands  should  be  begun  and 
preferably  the  slowly  interrupted  Faradic  current 
effected  by  the  pendulum  attachment  should  be  ap- 
plied over  the  origin  or  nodel  points  and  insertion 
of  the  weakened  muscles  to  stimulate  not  only  the 
circulation  and  nutrition,  but  to  obtain  any  slight 
remaining  power  of  contraction.     Children  tolerate 


this  better  than  the  "buzzing"  variety  of  Faradic, 
and  this  is  an  important  consideration  with  babies 
and  timid  young  children.  In  the  long  run  it  has 
been  more  useful  to  me  than  the  galvanic  or  sinus- 
oidal. With  the  galvanic  current  in  paralyzed 
muscles  we  obtain  "the  reaction  of  degeneration,"  or 
a  stronger  contraction  with  anodal  closure  than 
with  cathodal,  the  reverse  of  the  normal  behavior; 
but  this  is  of  diagnostic  rather  than  therapeutic 
value. 

These  paralyzed  limbs  are  cyanotic  and  cold  in 
winter  and  the  children  find  great  comfort  from 
the  gas  or  electric  baking  ovens,  which  we  usually 
employ  before  the  massage  and  electricity,  for  the 
-kin  is  moistened  thereby  and  the  electricity  is 
thereby  more  efficient  in  producing  muscular  con- 
traction when  any  vestige  of  life  is  left,  than  when 
the  skin  is  dry. 

The  masseuse  must  be  especially  taught  what 
muscles  are  and  what  antagonistic  muscles  must  &•' 
well  stretched  to  prevent  contraction  and  ;h:reby 
give  the  weakened  muscles  a  chance  to  regain  their 
tone.  If  this  is  done  at  the  start  and  persisted  in,  no 
contractures  should  occur  which  will  require  ten- 
atomy  or  myotomy  later.  Passive  movements,  as- 
sisted active  movements  and  resisted  active  move- 
ments in  turn  also  help  materially. 

During  the  acute  stages  the  attending  physician 
should  see  to  it  that  the  child  lies  flat  on  the  back 
and  the  limbs  are  held  straight,  not  in  positions 
likely  to  produce  contractures,  such  as  adduction, 
abduction,  flexion,  etc.  So  also  the  feet  should  be 
protected  from  pressure  of  the  bed  clothes  leading 
to  equinus  varus,  etc.  Dislocation  of  the  hip  from 
overactivity  of  the  adductors,  as  recently  empha- 
sized by  Sever,  can  be  avoided  by  heeding  this 
precaution. 

BRACES. 

As  soon  as  acute  symptoms  subside,  if  the  child 
cannot  bear  weight  on  either  one  or  both  limbs 
without  producing  distortion,  proper  braces  and 
shoes  must  be  designed  and  prescribed  by  the  sur- 
geon to  meet  the  requirements  of  the  individual 
case.  No  ready-made  brace  or  haphazard  applica- 
tion at  a  brace-shop  should  be  considered  any  more 
than  ready-made  eyeglasses  for  the  visually  de- 
fective. 

Get  the  child  on  its  feet  as  soon  as  possible,  as 
no  stimulus  is  as  good  as  an  effort  at  assisted 
physiological  use.  Further,  we  orthopedic  surgeons 
are  all  agreed  that  nothing  stimulates  growth, 
power  and  development  of  both  bone  and  sinew 
more  than  physiological  functional  use,  and  yet  we 
meet  those — in  the  profession,  too — who  claim  that 
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luce  only  atrophy,  and  thai  it  is  much 
better  to  let  the  child  gel  along  as  best  it  can  with- 
oul  them  in  vicious  positions.  This  may  do,  with 
resulting  distorted  members  showing  the  most 
extreme  grade  of  atrophy  seen,  and  For  which, 
later,  hc  by  operative  to  ob- 

tain satisfactory  results.  A  case  of  my  series  illus- 
trates this  well.  This  case,  a  boy,  R.  E.,  first  seen 
when  three  years  old,  ha. I  contracture  of  ll: 
torius,  tensor  femoris  and  gluteus  medius,  so  that  the 
thigh  was  held  at  right  angles  with  the  body, 
don  was  declined  by  the  parents  at  the  time, 
hut  they  returned  tor  operation  when  he  was  eleven 
years  old,  ami  it  was  then  found  there  was  three 
inches  bone  shortening.  Normal  epiphyseal  stimu- 
lation had  been  lacking  some  eight  years. 

Before  speaking  of  operative  procedures  I  wish, 
therefore,  to  go  on  record  as  advocating  the  early 
use  of  braces,  and  in  fact  the  use  of  braces  in  all 
cases  in  which  the  lost  balance  of  power  or  the 
effect  of  gravity  may  lead  to  distortion,  with  or 
without  surgical  intervention. 

OPERATIVE   TREATMENT. 

The  operative  procedures  of  which  we  avail  our- 
selves in  infantile  paralysis  may  be  divided  into: 
Tenotomy,  myotomy,  tendon  transplantation,  mus- 
cle transplantation,  tendon  shortening  or  tendon 
lengthening,  arthrodesis,  tenodesis,  astragalectomy, 
osteotomy  and  nerve  anastomosis  or  grafting.  Of 
the  first  two  named  nothing  further  need  be  said, 
as  the  procedures  have  been  of  such  common  per- 
formance since  1831,  in  the  days  of  Delpech  and 
Stromeyer,  and  orthopedists  daily  now  employ 
them  the  world  over  in  correcting  deformities  by 
severing  the  overactive  muscles  and  lengthening 
them  thereby;  this  overactivity  due  to  a  paretic 
condition  in  the  antagonist  or  antagonistic  group 
is  explained  by  Seligmuller's  theories.  These  op- 
erations are  of  distinct  benefit  in  that  they  not  only 
restore  the  normal  alignment  in  the  members,  but 
relieve  the  remaining  weakened  living  muscular 
fibers  in  the  paretic  muscle  from  overstrain,  which 
in  itself  is  a  detriment.  As  a  rule,  some  mechanical 
device  to  prevent  recontracture  of  the  over-strong 
muscle  is  required.  Frequently  tenotomy,  myotomy 
or  even  osteotomy  is  required  as  a  preliminary  op- 
eration to  correct  distortion  some  months  prior  to 
a  secondary  operation  of  tendon  or  muscle  trans- 
ference, the  latter  aiming  chiefly  to  restore  the 
balance  of  power  and  physiological  function. 

TENDON    TRANSPLANTATION    TO    TENDON. 

Tendon  transplantation  or  transference,  first 
popularized  in   1893  by  Nicoladoni  abroad,  and  in 


this  country  by  Goldthwait,  gave  us  hope  thai  tin 
attachment  of  the  distal  tendon  of  the  weakened 
muscle  to  one  still  alive  and  functionally  active 
would  help  restore  support  and  use  to  the  paralyzed 
tendon,  but  onl)  in  rare  instances  have  these  cases 
yielded  results  which  enabled  the  patient  to  do 
without  artificial  support.  Dane's  statistics  of 
fifty  cases  from  the  Children's  Hospital,  Hoston, 
were  discouraging. 

DON    TRANSPLANTATION     TO    PERIOSTEUM. 

Since  1900,  by  means  of  the  new  method  of 
Lange,  as  it  is  called,  in  contradistinction  to  the 
older  method  of  Nicoladoni,  one  sutures  the  tendon 
to  the  periosteum,  or  actually  passes  the  tendon 
through  a  bony  canal,  reduplicates  it  on  and  sutures 
it  to  itself,  seems  to  have  maintained  the  desired 
muscular  tension  much  better  and  accomplished  the 
aim  we  have  in  view  more  satisfactorily  in  the 
writer's  hands,  and  as  reported  by  Hofl'a,  Augus- 
tus Wilson,  Dane,  Le  Breton  and  others.  Lange's 
method  of  elongating  short  tendons  by  means  of 
silk  sutures — preferably  white — coated  with  par- 
affin, and  giving  these  a  periosteal  attachment,  has 
also  yielded  good  results  in  my  experience.  Dis- 
tinctly disappointing  to  the  writer,  however,  have 
been  the  results  of  the  operation  for  the  relief  of 
paralytic  flat  foot  seen  in  those  cases  in  which  the 
tibialis  anticus  and  posticus  were  paralyzed  and 
the  extensor  longus  hallucis  had  retained  its  vital- 
ity and  tonicity,  and  is  advocated  by  Mutter  and 
others,  a  tunnel  and  transplantation  had  been  made 
through  the  scaphoid,  internal  cuneiform  or  first 
metatarsal. 

In  these  cases  infinitely  better  results  are  to  be 
obtained,  as  one  would  naturally  expect,  from  a 
logical,  mechanical  study  of  the  problem,  by  taking 
either  the  peroneus  longus  or  brevis  tendon,  prefer- 
ably the  latter,  and  suturizing  it  into  the  scaphoid. 
for  thereby  we  create  a  balance  of  poiver  from  the 
active  tonicity  of  the  two  peronei,  one  on  the  outer 
side  of  the  foot  and  one  on  the  inner  side,  whereas, 
with  hallucis  transplantation,  one  small  muscle  is 
pulling  against  the  two  strong  peronei  muscles. 

In  the  operation  of  using  the  extensor  longus 
hallucis  one  will  almost  invariably  find  it  is  by  no 
means,  even  though  possessing  normal  contracti- 
bilitv,  equal  to  the  task  of  holding  up  the  arch  and 
restoring  the  normal  adduction  of  the  foot  when 
opposed  to  the  combined  overactivity  of  the  two 
peronei.  It  is  needless  to  say  how  ridiculous — me- 
chanically and  anatomically — it  is  to  take  "slips" 
from  the  tendo  Achilles  for  the  correction  of  valgus 
of  varus,  as  advanced  by  some  tyros. 
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By  all  surgeons  who  have  done  a  large  amount 
of  tendon  transplantation  the  one  great  essential  to 
be  borne  in  mind — as  pointed  out  by  Schantz — is 
that  the  transplanted  tendon  and  muscle  must  pull 
in  a  straight  line  and  not  around  a  corner,  so  to 
speak,  from  origin  of  insertion,  for  the  best  me- 
chanical and  functional  results. 

IMPORTANCE    OF    THE    ANNULAR    LIGAMENTS. 

An  additonal  point  of  value  the  writer  wishes  to 
call  to  the  attention  of  the  profession  in  this  work 
on  the  extremities,  is  the  utilization  of  the  annular 
ligament.  If  the  muscle  and  tendon  is  transferred 
from  the  origin  to  the  new  insertion  through  the 
subcutaneous  fat  by  no  means  the  normal  tension 
can  be  maintained,  and,  furthermore,  there  is  an 
unsightly  ridge  under  the  skin,  whereas  both  of 
these  objections  are  obviated  by  passing  the  tendon 
under  one  of  the  thecal  compartments  of  the  an- 
nular ligament  in  line  with  the  new  and  desired 
direction  of  traction. 

THE  WRITER'S  TECNIC. 

After  the  circulation  has  been  shut  off  by  the 
Esmarch  bloodless  bandage  and  torniquet  in  the 
usual  manner,  four  small  incisions  are  made  as  fol- 
lows :  First,  at  the  insertion  of  the  overactive 
muscle,  which  is  severed  as  low  down  as  possible ; 
second,  over  that  portion  of  the  same  muscle  where 
the  muscular  fibers  first  become  tendinous ;  through 
this  wound  the  freed  tendon  is  withdrawn  and  the 
whole  covered  with  a  wet.  normal  salt  solution 
sponge  to  prevent  drying  of  the  tissues;  third,  at 
the  proposed  insertion  down  to  the  periosteum ;  and 
fourth,  over  the  annular  ligament. 

Lange's  curved  tendon  forceps  or  a  hemostat  is 
passed  from  the  annular  ligament  wound  through 
the  subcutaneous  fat  to  the  belly  of  the  muscle, 
where  the  freed  distal  end  of  the  tendon  is  passed 
and  drawn  down  to  the  annular  ligament.  A  very 
small  hemostat,  after  the  exact  direction  desired 
is  determined,  is  passed  under  the  annular  ligament 
through  an  appropriate  compartment  and  the  end 
grasped  and  drawn  through.  If  the  tendon  will 
not  reach  to  the  desired  insertion,  one  or  more 
strands  of  black  braided  silk  are  quilted  into  the 
end  of  the  tendon  and  these  are  pulled  from  the 
bottom  of  the  annular  ligament  subcutaneously  to 
the  desired  point  of  insertion,  where  it  is  firmly 
sewed  to  the  periosteum,  which  may  be  incised  or 
not,  as  the  operator  deems  best  and  the  conditions 
demand.  Lange  first  pointed  out  that  these  silk 
strands  offered  a  framework  for  the  tendinous 
tissue  to  grow  about  and  between.     Of  course,  if 


the  transferred  tendon  is  long  enough  it  may  be 
sewed  directly  to  the  periosteum. 

Withdrawing  the  tendon  from  its  sheath,  i.  e., 
from  "incision  one"  to  "incision  two,*'  and  ulti- 
mately disregarding  the  old  sheath,  does  not 
appear  to  affect  the  nutrition  nor  ultimate  function 
of  the  transferred  tendon  in  the  slightest  degree. 
Tt  is  possible  to  imagine  a  new  sheath  is  regen- 
erated from  the  subcutaneous  and  adipose  tissues. 

I  have  used  repeatedly  Lange's  heavy  braided 
white  silk  imbedded  in  paraffin,  after  boiling  in 
1-5000  bichloride,  but  find  in  practice  that  the  or- 
dinary black  No.  5  braided  silk,  boiled  five  minutes 
in  the  sterilizer,  is  all  that  is  necessary.  The 
wounds  are  closed  tightly  with  the  subcuticular 
continuous  silver  wire  suture  and  then  covered  with 
silver  foil,  the  usual  dressing  and  plaster  cast.  The 
stitches  are  removed  on  the  tenth  day,  but  the  cast 
is  continued  six  weeks.  The  torniquet  is  not  re- 
moved until  the  plaster  dressing  is  completed. 

It  is  needless  to  say  that  the  foot  or  part  is  put 
up  in  overcorrection  to  overcome  the  deformity 
and  relieve  tension  on  the  transplanted  tendon. 
Massage,  passive  and  then  active,  then  resistive 
movements,  together  with  slowly  interrupted  Far- 
adic  stimulation,  form  important  adjuncts  to  the 
after-treatment  of  these  cases. 

MUSCLE  TRANSPLANTATION. 

Muscle  transplantations,  which  Hoffa  employed 
here,  especially  in  converting  the  pronator  rjdii 
teres  into  a  supinator  by  transference  of  the  two 
heads  to  the  external  from  the  internal  humeral 
condyle ;  the  sartorius  into  a  pure  extensor  of  the 
leg  by  suture  into  the  quadriceps  and  a  portion  of 
the  trapezius  into  a  paralyzed  deltoid  gave  good 
results  also.  Tubby  transplanted  the  pectoral  is 
major  into  a  serratus  magnus  satisfactorily. 

The  writer  has  had  better  results  in  transplanting 
the  active  biceps  and  semi-tendinosus  into  the 
region  of  the  tibial  tubercle  rather  than  into  the 
patella  or  attemp'ing  to  use  the  sartorius  as  an  ex- 
tensor of  the  knee. 

Arthrodesis  has  many  champions,  including  Gal- 
loway, Whitman,  Dane  and  Gibney,  and  all  who 
have  tried  this  procedure  in  comparison  with  as- 
tragalectomy  feel  that  a  somewhat  stronger  foot 
is  obtained.  As  Le  Breton  has  pointed  out,  this  op- 
eration should  not  he  done  on  children  under  ten. 
as  the  bones  are  too  cartilagenous  to  yield  good  re- 
sults and  prevent  a  return  of  motion.  Osteotomy 
is  employed  only  when  malpositions  can  be  cor- 
rected by  no  other  mea . :.=  Tenodysis  was  made  use 
of  by  Hoffa  by  taking  up  and   suturing  folds   of 
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tendons  (tendon  shortening)  all  around  a  flail  joint 
for   immobilization.      Lange   make-   artificial    liga 
i  silk  for  tin  same  pin 
Manj   are  agreed  that  functional  use.  and  espe 
cial)    weight    bearing,   should    be   most    cautiousl) 
employed  after  all  of  these  procedures,   when  b\ 
means  of  massage,  electricity,  baking,  passive  and 
active  motions  and  the  like,  the  member  has  been 
prepared  and  the  muscles  strengthened  to  beat   the 
-train      -  ths  is  a  much  better  limit  and  will 

yield  much  better  results  than  the  usual  six 
interval  given  after  the  operation 
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Neuroplasm   promised  much  as  striking  directl) 

at  the  correction  of  the  cause  of  paralysis,  and 
cially  from  the  verj   successful  cures  following  ex 
perimental   and  traumatic   division    of   nerves   with 
primary  or  secondary    suture,  if  the  analogy   holds 
good,  considering   anterior  poliomyelitis  in  the   re- 
lation of  a  pathological  section  of  a  nerve  or  nerves. 

As  a  matter  of  fact,  in  my  own  experience,  in 
some  ten  cases  of  neuroplasty — and  from  the  re- 
port of  others — the  conclusion  seem.-  to  be  that 
with  more  or  less  impairment  of  all  the  nerves  in  a 
paralyzed  extremity,  regeneration  from  a  supposed 
good  nerve  b)  suture  into  a  paralyzed  one  is  of 
very  slight  gain.  It  is  like  taxing  an  already  weak 
and  run  down  batten  with  new  connections  and 
more  work. 

Thus  the  state  of  tin-  operative  treatment  to-day 
;-  that  the  tendon  transference  direct  to  a  new  peri- 
osteal insertion  or  by  means  of  silk-lengthening 
sutures  gives  the  most  brilliant  results  and.  in  many 
instances,  may  permit  the  patient  a  close  approxi- 
mation to  normal  physiological  use  without  braces. 

2000  Marvland  Avenue. 


Ataxia  as  a  Localizing  Symptom. 
Ataxia  of  cerebral  origin  most  frequently  indi- 
cates either  cerebellar  or  quadrigeminal  disease.  It 
is  easily  distinguished  from  the  ataxia  of  tabes  by 
being  practical}'  uninfluenced  by  closing  the  eyes. 
Vertigo  is  frequently  present,  usually  objective,  the 
object  moving  away  from  the  side  of  the  lesion. 
A  motor  symptom  of  value  is  the  "cerebellar  fit." 
involving  the  muscles  on  the  side  of  the  lesion. 
Another  indicating  cerebellar  disease  is  adiado- 
kokinesis,  or  the  inability  to  perform  rapidly  alter- 
nating movements.  If  now  to  cerebellar  ataxia  we 
add  involvement  of  eye  muscles  and  deafness  on 
opposite  side,  lesions  of  the  corpora  quadrigemina 
may,  according  to  Weinland,  be  positively  diagnos- 
ticated.— G.  W.  McCaskey,  in  The  Journal  of  the 
Indiana  State  Medical  Association. 
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Last  summer  while  on  a  visit  South  1  discovered 

how  the  buzzard  soars,  i.  .-.,  ilies  with  or  against 
the  wind  without  flopping  its  wings.  When  I  ar- 
rived home  I  began  to  review  my  physics  in  order 
to  be  able  to  clearly  describe  the  phenomenon.  In 
doing  so  I  came  across  a  chapter  on  Capillar)  Ai 
traction,  in  which  I  saw  the  statement  that  a  dry 
towel  held  perpendicularly  with  one  end  in  a  basin 
of  water  would  become  completely  saturated  from 
end  to  end.  It  looked  doubtful  to  me.  I  tried  the 
experiment.  It  did  tlOl  work.  F  consulted  fifteen 
different  authors  of  physics,  most  of  whom  con- 
curred in  the  statement,  in  one  way  or  another,  and 
none  denied  it.  A  dry  towel  so  suspended  becomes 
wet  above  the  surface  of  the  water  for  about  one 
inch  and  no  more.  I  also  tried  the  experiment  with 
a  small  piece  of  cotton  about  eight  inches  long,  and 
T  found  that  capillary  attraction  would  not  draw 
water  up  its  absorbent  fibers  any  higher  than  it 
did  in* the  towel.  While  experimenting  with  the 
cotton,  however,  I  came  across  another  phenomenon, 
which,  for  the  time  being  compelled  me  to  lose  sight 
of  the  buzzard. 

The  phenomenon  is  that  a  piece  of  absorbent  cot- 
ton or  gauze,  or  any  other  absorbent  material  satu- 
rated with  any  wetting  liquid,  will  not  drain  from 
the  short  end  while  held  in  a  rough  semi-circular 
position.  After  proving  the  utter  falsity  of  the 
physicist's  statement  about  the  towel,  and  when  try- 
ing out  the  dry  cotton,  it  slipped  from  my  fingers 
and  sank  to  the  bottom  of  the  vessel  of  water.  I 
picked  it  up  and  noticed  it  was  dripping  rapidly 
from  only  one  end  and  that  the  longest.  I  was  im- 
pelled to  raise  the  lowest  end  a  little,  and  it  instantly 
ceased  to  drop  and  the  other  just  as  promptlv 
started  to  flow. 

I  have  tried  to  demonstrate  this  phenomenon  in 
figure  I.  It  is  so  simple  that  any  one  can  convince 
himself  in  a  minute  that  the  water  will  not  drain 
from  the  short  arm.  Indeed,  by  careful  manipula- 
tion the  low  end  may  be  raised  just  in  time  to  ar- 
rest a  pendant  drop  in  the  act  of  falling,  and  cause 
it  to  lose  its  globularity  (a  no  mean  force),  and  to 
be  all  drawn  back  up  the  arm.  Surely,  this  will 
prove  that  capillarity  per  se  cannot  drain  pus  from 
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anj  deep  cavity  with  wet,  dry,  or  moist  drainage 
material.  It  must  further  be  seen  that  the  low  arm 
represents  the  abdominal  cavity  and  the  high  end 
the  surface  of  the  abdomen,  from  which  is  being 
dragged  up  and  back  the  liquid  which  is  already 
nut  of  the  body. 

To  try  to  drain  a  deep  perpendicular  pus  cavity 
with  wet  gauze,  reaching  only  to  the  surface  or  ex- 
tending away  at  right  angles,  is  to  attempt  that 
which  none  can  do.  Place  a  supersaturated  piece 
of  absorbent  cotton  in  a  glass  half  full  of  water  and 
hang  it  over  the  edge,  as  seen  in  figure  2,  and  any 
housewife  will  sa)  that  it  will  empty  the  glass.  It 
will   not:   and   what    is  more   important    to   surgerv 


the  supersaturated  liquid  in  the  cotton  hanging  out- 
side of  the  glass  will  run  up  and  back  into  the  glass. 
1  'nil  the  wet  cotton  over  until  the  outside  end  is 
bel  i\  the  surface  of  the  water  and  it  instantly 
begins  to  drip.  If  the  cotton  is  large  it  will  run 
stream,  ami  if  only  a  single  fiber  of  the  cotton 
on  the  inside  reaches  to  the  bottom  of  the  glass  it 
will  be  rapidly  drained  as  dry  as  though  a  cat  had 
licked  it. 

I  find  no  literatim-  in  an)  book  on  physics  thai 
mentions  the  phenomenon,  and  all  the  physicists 
whom  I  have  personally  consulted  say  that  it  is  due 
to  capillarity.  Any  one  else  who  thinks  so  may  try 
a  piece  of  dry  cotton  in  a  goblet  half  filled  with 
water  and  he  will  find  that  the  cotton  will  not  be- 
come wet  above  the  water  for  more  than  an  inch, 
110  matter  how  long  the  cotton  is  allowed  to  remain 
in  that  position.  Move  the  cotton  to  the  edge  of 
the  goblet,  as  seen  in  figure  3,  and  pull  it  down  on 
the  outside  beloiv  the  surface  of  the  water,  and  no 
water  will  creep  up  and  flow  over  the  edge,  nor  will 


it  budge  an  inch  above  the  surface.  Capillary  at- 
traction, then,  cannot  be  the  force,  for  there  is 
nothing  better  than  absorbenl  cotton  t<>  accelerate 
capillary  attraction. 

That  this  phenomenon  is  n< >t  absorption,  if  ab- 
sorption can  be  separated  from  capillarity,  can  be 
seen  by  a  glance  at  figure  4,  which  shows  ink  run- 
ning through  a  piece  of  dry  cotton  without  wetting 
any  of  its  fibers  except  just  enough  for  the  column 
of  ink  to  descend  upon. 

While  testing  the  drainage  power-  of  different 
materials  it  occurred  to  me  to  see  what  gauze  would 
do,  and  I  found  that  a  piece  of  gauze  one  inch  in 
width   and   two  and  a  half   feet   long   would   drain 


eight  ounces  of  water  out  of  a  graduate  in  twelve 
hours.     The  test  is  illustrated  in  figure  5. 

Desiring  to  know  how  small  a  piece  of  gauze 
would  drain,  I  took  one  strand  of  gauze,  which  is 
about  the  size  of  Xo.  80  cotton,  and  dipping  one  end 
in  water  hung  the  other  end  over  the  beaker  1  the 
strand  had  been  previously  saturated),  and  was 
surprised  to  see  it  thicken  up,  but  could  not  get  it 
to  drop.  I  placed  two  saturated  strands  in  the 
same  position,  and  they  instantly  began  to  drip  in 
drops  about  the  size  of  No.  5  shot.  Four  strands 
exuded  drops  about  twice  the  size  of  the  others, 
and  ten  strands  dropped  about  a  minim  of  water. 
While  doing  this  experiment  I  was  called  away  for 
about  fifteen  minutes  and  when  I  returned  I  found 
that  the  single  thread  was  perfectly  dry  up  over  the 
edge  of  the  glass  and  down  to  the  water,  but  that 
the  two  strands  were  still  flowing,  and  thus  they 
continued  until  the  vessel  was  empty.  Remember- 
ing the  fact  that  capillary  attraction  acts  with 
greater  power  with  the  inverse  ratio  of  the  caliber 
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of  the  tube,  and  thinking  the  phenomenon  might 

be  due  to  capillary  attraction  1  tried  a  rubber  tube 
with  half  a  mm.  caliber,  but  I  found  it  would  not 
sitcked  and  started  would  not 
e  than  a  minute.  A  one  mm.  saturated 
rubber  tube  will  not  start  itself,  and  when  starteJ 
will  not  run  in  a  stream  like  bul  will  drip 

nearly  rhythmically  for  a  short  time,  gradually 
lengthening  the  period  between  drops,  and  finally, 
cease  less    than    thirty    minutes.     The 

same  sized  rubber  tube  with  ten  strands  i  No.  80) 
supersaturated  gauze  drawn  through  it  would  drain 


tig.   8. 

without  being  sucked  when  the  outer  end  was  hung 
below  the  surface  of  the  water.  Notice,  that  a  single 
soaked  thread  in  a  tube,  or  out  01  it,  will  not  drain 
but  will  dry  up  in  a  short  time — the  time  being 
governed  by  the  humidity  of  the  atmosphere. 

Seeing  that  the  single  thread  dried  up  in  the 
atmosphere  I  placed  a  small  beaker  inside  of  a 
mason  jar  and  sealed  it,  and  the  single  thread  which 
would  not  drip  in  the  air  began  to  drop  drops  of 
water  the  size  of  mustard  seed,  and  continued  to 
drop  for  two  days.  The  half  mm.  tube,  without 
gauze,  was  a  continuous  dropper  and  so  was  the 
one  mm.  tube  which  would  not  drop  continuously 
outside. 

I  placed  a  small  soft  solid  rubber  filiform  bougie 
in  a  beaker  of  water  outside  the  jar  and  I  found  tint 
it  would  not  run  at  all,  and  that  two  would  run  for 
only  half  an  hour  when  wet  and  placed  together 
(a  position  in  which  capillary  attraction  holds  them, 
until  evaporation  dries  them  back  to  near  the  water's 
edge,  when  they  separate),  but  these  fibers  placed 
in  a  scaled  jar  continued  to  hang  together  and  to 
flow  as  long  as  there  was  any  water  in  the  beaker. 


single   son    rubber   filiform    was  also   a  con- 
tinuous di  ipper  in  the  jar. 

Having  been  told  by  a  physicist  that  capillarity, 
phoning  both  would  stop  in  a  vacuum,  I  ar- 
d  m)  tubes  ami  gau  e  and  filiforms  in  another 
jar  and  exhausted  it,  ami  they  did  not  cease  i"  flow. 
in  fact,  l  could  hi. 1  detect  any  difference  in  the 
flow  of  any  one  of  them.  P>c  it  understood,  that 
tlu'  siphoning  tubes  continues  to  flow. 

It  may  be  of  interest  to  learn  how  I  started  a 
siphon  in  a  vacuum.  Knowing  the  power  of  capil- 
lary attraction  in   1  glasi  tube  I  took  a  two  mm.  cali- 


ber glass  tube  and  heated  it  over  an  alcohol  lamp 
and  bent  it  into  a  V-shape  and  hung  it  in  a  test 
tube,  as  seen  in  figure  6,  being  careful  not  to  fill 
the  test  tube  full  enough  for  the  water  to  run  up  in 
the  V  and  over  the  edge.  I  then  placed  a  piece  of 
saturated  gauze  in  the  higher  vessel  and  allowed  it 
to  dip  in  the  test  tube.  Then  I  exhausted  the 
jar,  and  when  the  dripping  from  the  gauze  raised 
the  level  of  the  water  in  the  test  tube  to  within 
about  a  half  inch  of  the  top,  the  V-shaped  siphon 
began  to  flow  in  a  stream  and  continued  to  flow  just 
as  though  it  were  not  in  a  vacuum. 

This  taught  me  that  it  would  greatly  facilitate  all 
drainage  in  surgery  to  have  all  the  dressings  cov- 
ered with  oiled  silk,  or  some  other  impervious  ma- 
terial. 

I  covered  the  gauze  ribbon  and  put  eight  ounces 
of  water  in  the  beaker,  and  found  that  it  drained 
completely  dry  in  t:co  hours.  It  will  be  remembered, 
that  it  had  taken  twelve  hours  for  the  same  piece 
of  gauze  to  drain  the  same  quantity  of  water  when 
it  was  unprotected  with  a  cover. 
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Seeing  the  one  strand  of  gauze,  and  the  small 
rubber  tubes,  and  filiforms  attacked  and  overcome 
by  evaporation,  I  jumped  to  the  conclusion  that  all 
gauze  would  dry  down  to  within  an  inch  of  the 
water  edge.  Another  experiment,  however,  taught 
me  differently.  I  cut  a  strip  of  gauze  three-quar- 
ters of  an  inch  wide  and  eight  feet  long  and  after 
supersaturating  it  I  put  (one  end  of)  it  into  a  quart 
jar  of  water  and  then  strung  the  rest  over  a  hook 
three  feet  above  the  jar  and  allowed  it  to  hang  with 
its  outer  end  below  the  surface  of  the  water  in  the 
jar.  This  contrivance  began  to  drain  but  con- 
tinued for  only  about  fifteen  minutes,  when  evapora- 


seen,  too,  that  this  occurs  if  the  tube  has  been 
properly  placed  with  its  outside  end  below  the  bot- 
tom of  the  cavity.  When  the  equilibrium  is  broken 
up  from  the  outside  then  gravity  on  the  inside  as- 
sisted by  evaporation,  both  in  and  out,  soon  empties 
the  tube,  and  of  a  consequence  it  rapidly  becomes 
dry  to  the  very  surface  of  the  liquid  it  was  to  drain. 
After  a  filiform  has  been  passed  into  a  bladder 
(if  for  any  reason  it  is  impossible  to  go  further 
with  the  operation)  it  should  not  be  fastened  up 
along  the  abdomen,  but  doivn  over  the  scrotum. 
Moreover,  it  should  be  wrapped  with  wet  cotton, 
and  the  cotton  should  be  made  to  extend  down  below 


tion  got  the  better  of  it  and  dried  it  up  and  down  to 
about  fifteen  inches  of  the  water.  The  gauze  above 
the  water  remained  wet  for  three  weeks,  gradually 
wasting  the  water  out  of  the  jar  at  the  rate  of  nearly 
an  ounce  per  diem. 

Mark,  in  this  last  experiment  the  long  time  it 
takes  to  remove  the  water,  and  that  there  is  nothing 
taken  out  of  the  jar  but  pure  water.  This  fact 
can  be  graphically  demonstrated  by  placing  methyl- 
blue  or  cardamon  color  in  the  jar.  The  color  will 
creep  up  the  drainage  material  but  will  not  leave  it. 

Surgeons  have  long  known  that  small  rubber 
tubes  would  not  drain,  but  they  doubtless  did  not 
know  the  true  reason  why  they  would  not.  It  was 
thought  the  tubes  become  occluded  with  viscous  pus, 
which  is  only  secondarily  true.  The  paramount 
reason  is  that  evaporation  seizes  the  watery  con- 
stituents of  the  pus  and  drags  them  from  the  rubber 
taster  than  they  can  draw  each  other  up,  and  thereby 
destroys    the   equilibrium    in    the    tube.     Let    it   be 


the  end  of  the  filiform,  so  as  to  be  sure  to  give  grav- 
ity a  chance  to  help  capillarity  pull  out  the  mole- 
cules of  urine  faster  than  they  are  deposited,  and, 
finally,  oiled  silk  should  cover  it  all. 

I  would  suggest  that  cavities  whose  openings  are 
parallel  to  the  external  end  of  the  drainage  material 
should  have  the  material  extended  to  a  place  where 
it  could  hang  pendant,  and,  inevitably,  it  should  be 
covered  with  waxed  paper  or  some  other  waterproof 
material. 

Cavities  whose  orifices  are  below  their  level  will 
give  no  trouble  nor  never  did.  They  would,  how- 
ever, drain  better  with  gauze  than  with  a  tube,  be- 
cause the  gauze  could  be  better  manipulated,  thereby 
compelling  the  pus  to  take  a  certain  road  to  a 
receptacle.  Even  such  a  drainage  should  be  cov- 
ered with  an  impervious  material  in  order  to  pre- 
vent the  opening  from  becoming  blocked  up  with 
inspissated  pus. 

Solid    soft    rubber    rods    are   utterlv    useless    for 


AliUICAN 


R.H0ADS       -       SII   U     I  >RAIN  M51  . 


N.H  I    MHI   II,        I'M  I 


drainage,  unless  the)  are  covered  with  a  vapoi 
dressing.  A  single  soft  rubber  rod  will  not  dram 
under  any  condition  rwo  such  rods  when  in  jux- 
on  will  drain  it  wet  and  placid  in  a  pendant 
n,  but  onl)  for  a  short  time  if  not  protected 
from  the  air. 

1  have  found  that  all  fluids  obe)  this  law. 
Whether  the)  are  heavier  than  pus  such  as  | 
rine,  molasses,  or  heavj  petroleum  machine  oil,  or 
lighter  than  pus  as  i-  alcohol,  ether  and  water. 
Am  one  following  out  these  experiments  will  rind 
that  it  is  worse  than  useless  to  attempt  to  drain  a 
pus  cavity  without  having  a  supersaturated  ab- 
sorbent fiber  for  drainage  material,  and  that  hung 
with  its  outer  end  below  the  bottom  of  the  cavity. 
For  abdominal  work  the  drainage  material  should 
E  nough  t>  i  reach  from  tin 
the  cavity  up  the  glass  tube,  over  the  abdomen  and 
down  to  the  bed,  or  if  the  formation  of  the  pus  is 
profuse,  to  a  bucket  on  the  floor,  as  I  have  found 
that  the  longer  the  pendant  arm  the  more  rapid  the 
flow. 

The  abdominal  tube  and  material  should  be  kept 
ted  by  immersion  in  a  normal  salt  solution, 
and  then  there  is  no  waiting  for  absorption,  but  the 
gauze  instantly  begins  to  drain.  Hence,  then 
need  of  the  slow  arbitrary  process  of  removing  the 
gauze  daily  or  oftener,  and  it  really  should  be 
oftener,  the  fact  is.  it  should  be  moved  hourly,  or 
as  fast  as  it  becomes  saturated,  because  it  can  never 
get  out  of  its  own  accord. 

When  the  drainage  is  accomplished  by  molecular 
cohesion,  plus  gravity,  it  is  continuous  from  the  in- 
stant the  equilibrium  is  upset  outside  of  the  bod) . 
and  will  continue  as  long  as  the  pus  continues  to 
form,  and  must  of  necessity  be  a  hundred  times 
shorter  than  when  the  drainage  is  accomplished 
only  when  the  gauze  is  lifted  out  of  the  tube. 

For  mouth  drainage  in  dentistry  there  is  nothing 
better  than  a  piece  of  soft  ware  shaped  into  a 
hooked  T  and  covered  with  absorbent  cotton.  It, 
of  course,  must  be  previously  saturated  with  some 
liquid,  preferably  normal  salt  solution.  This  devise 
when  hooked  in  the  mouth  would  convey  the  saliva 
away  as  fast  as  it  collects,  and  the  speed  of  the 
flow  will  be  governed  by  the  amount  of  the  saliva, 
consequently,  the  patient  would  not  be  annoyed  by 
the  noise  of  the  suction  instrument  which  some 
dentists  now  use.  The  wearying  noise  the  instru- 
ment makes  is  due  to  the  fact  that  the  same  suction 
force  is  used  whether  the  salivary  glands  are  secret- 
ing much  or  little.  When  the  suction  tube  is  partly- 
filled  it  whistles  for  more. 

In  ocular  surgery  tears  may  he  drawn  away  from 
the   eve   leaving   a    dry    field.     This    experiment    I 


have  man)  tunes  tried,  and  1  am  now  perfecting  an 
instrument  to  convey  the  tears  awa)  to  a  vessel  on 
the  bed.  Blood,  too,  can  be  made  to  take  the  same 
route  in  ocular  work,  and  from  other  cavities  where 
sponging  cannot    be   well   performed. 

\\  hat  surgeon  has  not  been  told  b)  the  nurse  thai 
a  patient  had  had  a  restless  night,  and  that  his 
dressings  are  all  wet?  The  patient  had  rolled  on 
Ins  side  during  the  night  and  gave  gravity  a  chance 
in  disturb  the  equilibrium — and  heno  the  pus  had 
been  drained  out  of  the  cavit)  and  was  found  spread 
all  over  the  dressing — and  the  patient  was  damned 
for  Ins  unconscious  effort  to  point  a  law. 

In  condemning  soft  rubber  filil'orms  for  drail 
I  want  to  advocate  malleable  wire,  covered  with 
absorbent  cotton  in  their  place.  It  is  true  that  the 
filiforms  will  drain  perfectly  if  they  are  covered 
with  an  absorbent  material,  but  they  will  not  stay 
in  the  shape  and  position  in  which  they  are  needed 
and  the  malleable  wire  will,  f  have  tried  aluminum 
wire  and  it  fills  the  bill  admirably. 

Covered  aluminum  wire  can  be  plunged  into  all 
kinds  of  cavities  and  through  several  openings  no 
matter  whether  their  orifices  are  at  the  lowest  level 
or  not.  for  the  ever  necessary  impenetrable  over- 
dressing will  keep  all  outlets  from  plugging  up  with 
evaporated  pus. 

I  would  also  suggest  that  there  might  be  used  a 
covered  wire  with  a  slight  spring  in  its  makeup.  A 
spring  wire  could  be  looped,  and  made  to  hold  the 
wound  open,  if  for  any  reason  there  was  a  contra 
indication  to  packing. 

What  is  this  phenomenal  force  which  compels 
gauze  to  drain  pus  out  of  its  abdominal  cavity? 
What  is  this  combination  of  powers  which  over- 
comes globularitv,  viscosity,  adhesion,  cohesion, 
absorption,  evaporation,  and  even  gravity  itself  of 
the  short  arm.  Of  course  it  is  not  globularity  nor 
viscosity.  Molecular  adhesion  it  cannot  be,  because 
the  pus  runs  uphill  and  leaves  the  gauze.  Mole- 
cular cohesion  it  is  not,  for  have  we  not  seen  that 
even  water  will  not  run  up  a  dry  towel  ?  That  it  is 
not  absorption  has  been  shown  by  the  ink  test  that 
the  black  fluid  obeys  some  greater  master,  and 
passes  straight  through  the  dry  cotton  without  wet- 
ting either  side  of  its  path.  Molecular  adhesion 
plus  molecular  cohesion  is  not  the  power,  for  have 
we  not  seen  that  a  wet  semicircular  piece  of  cotton 
evenly  balanced  will  not  drip?  Evaporation  plus 
molecular  adhesion  will  not  do  the  work,  because 
evaporation  combined  with  capillary  attraction  re- 
moves nothing  from  any  drainage  material  but  an 
invisible  vapor.  Nor  can  it  be  gravity,  per  se,  for 
have  we  not  seen  gravity  of  the  short  arm  reverse 
itself  and  climb  up  the  gauze?     Gravity  is  a  great 
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power,  but  gravity  alone  cannot  drain  pus  out  of  a 
perpendicular  cavity.  Unbalanced  gravity  yoked  to 
capillary  attraction  is  the  force.  It  is  a  mighty 
combination.  It  is  a  power  that  is  not  confined  to 
small  things,  for  a  ton  of  supersaturated  absorbent 
cotton  properly  placed  over  the  bank  of  a  mill  dam 
would  draw  water  out  of  the  pond  fast  enough  to 
run  a  grist  mill!  Finally:  Bless  Capillarity  when 
she  is  wedded  to  Gravit)  :  and  curse  her  when  she 
leaves  him  and  flies  away  with  Evaporation. 
1635  South  Broad  Street. 


SURGICAL   COMPLICATIONS   OF   GONOR- 
RHEA.* 
E.  O.  Smith,  M.D.. 
Professor  of  Genito-Crinary  Surgery,  Medical  De- 
partment, University  of  Cincinnati, 
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For  a  long  time  gonorrhea  was  looked  upon  as  a 
trivial  infection,  both  by  the  laity  and  by  a  large 
number  of  the  medical  profession.  During  recent 
years,  however,  this  disease  has  been  taken  more 
seriously  than  formerly,  and  both  the  laity  and  the 
profession  are  beginning  to  realize  what  a  disastrous 
and  far-reaching  infection  it  can  be.  When  we  stop 
to  consider  that  it  is  responsible  for  more  than  30 
per  cent,  of  all  blindness,  that  it  is  the  cause  of 
about  75  per  cent,  of  the  pelvic  conditions  requir- 
ing surgical  treatment  in  women,  that  it  is  responsi- 
ble for  the  large  majority  of  sterile  marriages,  and 
that  it  may  attack  almost  every  organ  of  the  body, 
we  are  forced  to  acknowledge  that  it  is  a  disease 
worthy  of  our   serious  consideration. 

Gonorrhea  in  its  incipiency  is  an  infection  of  the 
mucous  membrane  of  the  anterior  urethra.  If  we 
stop  to  consider  the  anatomy  of  the  parts  involved 
we  can  appreciate  why  gonorrhea  is  not  a  simple 
disease  to  treat  and  how  complications  can  arise 
that  require  surgical  treatment. 

Since  man  no  longer  roams  the  world  without 
clothing  he  does  not  need  a  long  prepuce  to  pro- 
tect the  glands.  Instead  of  its  being  of  any  service 
now,  it  is  a  positive  menace  to  the  individual's 
health.  It  is  always  unsanitary,  makes  gonorrheal 
infection  more  easy,  and  when  there  is  gonorrhea 
it  may  complicate  the  treatment.  Phimosis  and 
paraphimosis  may  develop,  making  it  necessary  to 
divide  the  prepuce.  This  can  be  done  under  local 
anesthesia. 
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The  urethra  is  lined  with  mucous  membrane  cov- 
ered with  columnar  cells  as  far  as  the  fossa  navi- 
culars where  there  are  squamous  cells.  In  the 
mucous  membrane  are  numerous  minute  glands,  the 
glandc  of  Littre,  with  their  ducts  opening  into  the 
urethra.  Gonorrheal  infection  finds  its  way  into 
these  glands  thus  accounting  for  the  persistence  of- 
some  cases.  If  the  duct  of  one  of  these  infected 
glands  should  become  blocked  the  infectious  con- 
tents may  find  their  way  into  the  tissues  outside  of 
the  urethra  and  a  periurethral  abscess  forms.  Uri- 
nary fistula  may  follow  external  drainage  of  this 
abscess.  This  may  close  spontaneously  into  a  short 
time  or  it  may  require  surgical  treatment  for  its 
closure. 

Beneath  the  mucous  membrane  of  the  urethra 
is  an  exceedingly  vascular  layer.  In  fact  the  entire 
urethra  with  its  generative  adnexa  are  in  such  inti- 
mate relation  to  the  circulatory  system  that  we  can 
ieadily  understand  how  gonorrheal  infection  can 
enter  the  blood  stream  to  be  carried  to  remote  parts 
of  the  body  where  it  continues  its  destructive 
work. 

The  lymphatic  system  is  another  avenue  for  the 
spread  of  the  infection.  The  lymphatic  vessels  of 
the  external  male  genitalia  are  divided  into  two 
groups :  those  of  the  penis  and  those  of  the  scrotum. 
The  scrotum  has  proportionately  more  lymphatics 
than  any  other  area  of  the  body  integument.  The 
vessels  extend  in  curves  to  the  pubis  and  to  the 
thigh  and  enter  the  middle  chain  of  superficial  in- 
guinal glands. 

The  cutaneous  vessels  of  the  penis,  commencing 
on  both    surfaces    of    the    prepuce    and    from    the 
margin  of  the  urethra  wind  around  the  two  sides  to 
the  dorsum  of  the  organ  where  they  extend  to  the 
pubis  and  curve  laterally  to  either  side  to  enter  the 
first  gland  of  the  upper  inguinal  chain.     The  lym- 
phatics from  the  glands  penis  are  exceedingly  num- 
erous.    They  converge  toward  the  frenum  of  the 
prepuce  where  they  unite  with  the  lymphatic  ves- 
sels   from    the    urethra.     The    urethral    lymphatics 
begin  at  the  prostate  and  seminal  vesicles,  and  ex- 
tend forward  as  a  dense  net  work  surrounding  the 
urethra.     Opposite  the  frenum  two  or  three  trunks 
penetrate  the  urethral   wall,   join  the  trunks  from 
the  glands,   then    penetrate    the    substance   of    the 
penis.     Reaching  the  dorsum  of  the  corpus  spongi- 
osum the  two  groups  unite  to  form  a  single  vessel 
which  follows  the  course  of  the  deep  bloodvessels 
to  the  pubis,  again  dividing  to  send  a  branch  to  each 
side  which  enters  the  median  inguinal  chain. 

The  lymphatics  from  the  testicle  and  epididymis 
extend  through  the  inguinal  canal  into  the  abdom- 
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inal  cavity,  arc  joined  by  vessels  from  the  seminal 
vesicles  and  finally  terminate  in  the  lumbar  glands, 
["his  is  important  to  know  as  will  be  soon  later. 

The  urethra  lias  in  it  many  openings  through 
which  infection  n  nd  be  carried  to  other 

structures   where  it  often  causes   serious   trouble. 
The  ducts  oi  the  glands  of  Littre  have  already  been 
mentioned.     The  two  ducts  from  (  owper's  glands 
communicate  with  the  urethra  in  front  of  the  an 
layer  of  the  triangular  ligament. 

These  openings  are  very  small  and  gonorrheal  in- 
fection of  Cowper's  glands  is  rather  infrequent. 
When  there  is  abscess  formation  in  one  of  these 
glands  it  is  very  painful,  and  produces  marked 
perineal  tenderness  and  swelling  located  more  an- 
teriorly than  in  the  ordinary  perineal  abscess. 
When  these  glands  are  infected  we  suspect  tuber- 
culous infection.  The  treatment  is  incision  and 
drainage,  and  if  the  infection  is  not  tuberculous, 
rapid  restitution  takes  place,  but  if  tuberculous  there 
may  remain  a  fistulous  tract  for  a  long  time.  It  is 
always  advisable  to  examine  the  pus  for  tubercle 
bacilli  as  well  as  gonococci  and  other  organisms. 

Following  the  urethra  back  as  the  infection  does 
in  probably  90  per  cent,  of  all  cases,  it  reaches  the 
prostatic  portion,  communicating  with  other  struc- 
tures through  a  number  of  avenues  along  with  in- 
fection may  extend.  The  largest  of  these  is  the 
internal  urinary  meatus  through  which  infection 
extends  into  the  bladder,  causing  gonorrheal  cys- 
titis— but  this  is  not  a  surgical  complication. 

The  tubules  from  the  acini  of  the  prostatic 
glandular  structure,  opening  into  the  floor  of  the 
urethra,  are  particularly  exposed,  and  very  fre- 
quently there  is  abscess  formation  in  the  prostate 
gland.  This  may  develop  as  early  as  the  third 
week  of  the  patient's  primary  infection  or  it  may- 
be months  or  years  later  during  an  acute  exacerba- 
tion of  an  old  chronic  posterior  urethritis,  which 
has  been  lighted  up  by  excesses  and  dissipation  or 
by  too  vigorous  and  heroic  treatment  of  the  pos- 
terior urethra. 

The  general  symptoms  are  those  common  to  con- 
fined pus,  such  as  malaise,  chills,  fever,  loss  of  ap- 
petite, etc.  The  local  symptoms  are  painful  bowel 
evacuation,  painful  micturition,  perineal  tenderness, 
with  possibly  swelling,  and  the  patient  is  unable  to 
sit  or  walk  without  discomfort.  He  is  most  com- 
fortable when  in  the  recumbent  posture.  I  have 
seen  this  condition  attended  with  an  almost  uncon- 
trollable diarrhea  which  I  attributed  to  the  toxemia. 
This  intestinal  disturbance  stopped  immediately 
after  the  abscess  was  drained. 

Often   a  prostatic  abscess,  following  the  lines  of 


least  resistance,  will  rupture  spontaneously  cither 
into  the  urethra  or  rectum,  seldom  if  ever  into  the 
peritoneal  cavity.     Upon    digital    examination    per 

rectum.  Miic  side  oi  the  prostate,  seldom  both  sides, 
is  found  to  be  enlarged,  >> > 1 1  and  under.  If  rupture 
occurred  into  the  urethra,  pressure  on 
the  gland  will  cause  pus  to  come  from  the  urethra. 
If  the  condition  are  growing  worse  and  rupture 
does  not  take  place,  a  perineal  incision  into  the  pus 
cavity  should  be  made  and  drainage  instituted. 
Relief  is  instant,  pronounced,  and  gratefully  re- 
ceived as  soon  as  the  abscess  opens  or  is  opened. 
If  the  rupture  has  been  spontaneous,  it  is  advisable 
to  gently  press  out  the  contents  of  the  abscess  cav- 
il j  once  dailj  for  several  days.  It  has  been  my 
observation  that  these  cavities  do  not  have  a  tend- 
ency to  refill  after  ten  days  or  two  weeks.  About 
the  time  one  side  is  cleared  up,  the  other  side  may 
become  infected  and  it  is  to  be  treated  in  the  same 
way. 

The  verumontanum  has  within  it  a  small  cavity 
which  often  becomes  infected  and  which  is  the  seat 
of  trouble  in  many  cases  of  obstinate  posterior 
urethritis.  The  condition  of  this  little  structure 
can  be  observed  and  treated  through  the  urethro- 
scope. It  may  be  necessary  only  to  inject  into  this 
cavity  some  medicament  or  it  may  require  amputa- 
tion which  can  be  easily  done  through  the  urethro- 
scope. 

In  the  region  of  the  anterior  portion  of  the 
verumontanum  are  two  openings,  the  ejaculatory 
ducts.  These  communicate  with  the  seminal 
vesicles,  through  the  vas  deferens  with  the  epi- 
didymis, and  through  the  latter  with  the  testicle. 
Of  these  three  structures  the  epididymis  is  most 
frequently  attacked.  Gonorrheal  epididymitis  rarely 
develops  before  the  third  week  of  the  urethral  in- 
fection and  seldom  goes  on  to  abscess  formation. 
Slight  trauma  to  testicle  and  epididymis  may  preci- 
pitate an  attack.  The  infection  usually  lodges  in 
the  tail  of  the  epididymis  but  it  may  invade  the 
testicle.  It  is  usually  unilateral  and  is  more  fre- 
quent on  the  left  side.  The  pathology  of  this 
process  is  that  of  an  acute  inflammation  during 
which  time  the  seminiferous  tubules  are  swollen, 
the  walls  are  infiltrated  and  edematous,  and  the  tis- 
sues about  the  tubules  are  in  the  same  condition. 
There  may  be  semen  and  pus  in  the  tubules.  After 
a  day  or  so  the  tunica  cvaginalis  may  become  in- 
flamed and  an  increasing  amount  of  serum  ac- 
cumulates in  this  sac,  producing  a  very  painful 
acute  hydrocele.  Simple  aspiration  of  this  fluid 
often  gives  the  patient  great  relief. 

It  may  be  necessary  to  repeat  this  several  times 
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at  intervals  of  24  to  72  hours.  The  dydrocele  may 
remain  and  require  a  radical  operation  later. 

In  a  great  many  of  the  cases  of  gonorrheal  epi- 
didymitis the  inflammatory  exudate  gradually  re- 
solves, but  during  repair  connective  tissue  changes 
take  place  and  hard  nodules  are  left,  which  may 
occlude  permanently  the  tubules  and  thus  prevent 
the  passage  of  spermatozoa.  This  explains  the  re- 
sulting sterility.  These  nodules  may  invite  tuber- 
culous  infection  later.  Under  the  usual  treatment 
of  rest  in  bed,  support  of  the  parts,  and  cold  or 
hot  applications,  the  symptoms  usually  subside  in 
from  a  few  days  to  two  weeks. 

A  few  years  ago  Hagner  conceived  the  idea  that 
early  drainage  would  shorten  the  attack  and  lessen 
the  liability  to  sterility.  He  makes  an  incision 
through  the  scrotum  so  that  the  epididymis  can  be 
exposed.  The  tunica  vaginalis  is  opened  and  the 
testicle  with  the  epididymis  is  held  firmly.  The 
epididymis  is  punctured  in  several  places  with  a 
very  sharp  pointed  knife.  If  pus  is  found  in  any 
of  the  small  punctures,  the  incision  is  enlarged  and 
the  cavity  is  washed  out  with  a  1-1000  bichloride  of 
mercury  solution,  followed  by  salt  solution.  The 
parts  are  cleaned  off,  and  gauge  drainage  is  intro- 
duced, but  allow  to  remain  only    for  a  few  days. 

My  experience  with  this  operation  is  too  limited 
to  be  of  much  value,  but  if  early  puncture  and 
drainage  will  shorten  the  attack  and  lessen  the 
liability  to  sterility,  which  I  believe  it  will,  it  is  to 
be  recommended.  The  immediate  benefits  from 
this  operation  is  sudden  cessation  of  pain,  fall  of 
temperature  and  drop  in  the  leucocyte  count,  from 
25,000  or  30,000  to  about  6,500. 

The  secondary  urethral  discharge,  too,  seems  to 
be  less  difficult  to  control. 

Chronic  hydrocele  often  follows  gonorrheal  epi- 
didymitis. This  is  best  treated  with  radical  surgery; 
that  is,  removal  of  that  portion  of  the  hydrocele 
sac  that  is  not  attached  to  the  testicle  and  epi- 
didymis. 

Closely  associated  with  epididymitis  is  seminal 
vesiculitis..  The  seminal  vesicles  communicate 
with  the  urethra  through  the  ejaculatory  ducts  and 
are  therefore  exposed  to  infection,  which  occurs 
more  frequently  than  many  think  it  does.  Exam- 
ination of  the  seminal  vesicles  in  cases  of  persistent 
urethral  infection  with  irritable  bladders,  symptoms 
of  cvstitis  and  lumbar  pains,  often  reveals  the  cause 
of  the  obstinacy.  The  vesicles,  which  can  scarcely 
be  palpated  when  normal,  are  found  to  be  enlarged, 
soft,  tender,  and  many  pus  cells  and  few  sperma- 
tozoa are  found  in  the  expressed  contents.  Care- 
ful, intelligent  massage  of  the  vesicles  together  with 


proper  treatment  of  the  urethra  usually  brings  about 
a  cure  in  most  cases.  Still  there  are  some  that  do 
not  clear  up  under  this  treatment  and  little  the  won- 
der when  we  recall  the  interior  arrangement  of  the 
vesicles.  In  fact,  the  tortuous  interior  with  the 
numerous  diverticular  or  little  sacs  would  seem  to 
preclude  any  satisfactory  treatment  other  than  com- 
plete removal. 

For  these  persistent  cases  of  vesiculitis,  Belfield 
has  recommended  an  operation  whereby  the  pus 
can  be  drained  and  the  cavity  of  the  vesicles 
treated.  The  vas  deferens  is  opened  just  above  the 
epididymis  and  a  y2  per  cent,  solution  of  protargol 
or  5  per  cent,  argyol  is  introduced  by  means  of  a 
small  hand  syringe. 

The  incision  in  the  vas  is  kept  open  for  drainage 
and  subsequent  treatment  if  necessary.  Benefit 
from  this  operation  is  probably  due  to  the  drainage 
more  than  to  the  drug  injected.  While  it  is  pos- 
sible to  do  this  operation  under  local  anesthesia  in 
one's  office,  I  believe  it  is  better  and  safer  to  have 
the  patient  in  the  hospital  for  at  least  24  hours. 
In  several  cases  this  treatment  has  proven  very 
satisfactory. 

Fuller  prefers  the  more  radical  operation  of  open- 
ing the  seminal  vesicles  through  an  incision  at  the 
side  of  the  rectum  and  draining  them  directly.  He 
recommends  this  method  of  treatment  for  the  early 
severe  cases  and  claims  for  it  immediate  relief  of 
painful  symptoms,  and  a  more  rapid  recovery,  thus 
saving  the  patient  both  time  and  suffering.  I 
would  recommend  this  operation  as  a  last  choice 
after  all  the  other  simpler  methods  have  failed, 
rather  than   as  a  routine  treatment  in  all  cases. 

Lymphadenitis  is  present  in  many  cases  to  some 
degree.  This  may  vary  from  a  slight  inflammatory 
involvement  to  pus  formation.  One  or  many  glands 
may  be  involved.  It  is  usually  on  the  same  side  as 
the  noticeable  lesion  on  the  glands  or  prepuce,  if 
one  be  present,  or  both  inguinal  regions  may  be  in- 
volved simultaneously.  Pus  formation  is  often 
slow.  All  of  the  upper  groups  of  glands  may  be 
enlarged,  tender,  with  a  great  deal  of  periglandular 
inflammation.  Many  times  the  appearances  are 
deceptive  and  one  is  lead  to  incise  these  glands  for 
the  release  of  pus  and  no  pus  escapes.  This 
chagrins  the  physician  and  disappoints  the  patient. 
Such  glands,  if  left  alone  or  simply  incised,  will 
proceed  very  slowly  through  a  lonqf,  tedious  course 
of  inflammation,  pus  formation,  discharge  of  pus, 
and  finally  repair.  During  the  greater  part  of  this 
time  the  patient  is  incapacitated  for  work,  suffers 
great  pain  and  is  losing  time,  as  this  often  covers  a 
period  of  many  weeks.     This  class  of  cases  is  best 
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tii  'ii  .uid  removal  of  the  glands  in- 
I  when  it  is  evident  thai  rest  and  cold  appli 
-  will  not  cluck  i ho  progress     1  the  inflamma 

1'he   patient    is    .  il    anesthetic 

and  through  an  incision,  just  large  enough  to  in 
troduce  the  index  finger,  the  entire  mass  is  removed 
glands  near  the  iliac  vein  arc  usually  involved 
and  here  careful  dissection  must  be  made  in 
not  to  damage  the  vein.  The  cavity  is  lightl) 
packed   with    gau  .image   and   to   control 

hemorrhage.  This  packing  is  removed  in  24  hours. 
It  does  luit  little  good  to  suture  the  incision  as  th< 

do  n.u  unite  very  rapidly,  hence  the  im 
anc«  of  a  small  incision.     It  the  cavit)   1-   - 
healing,  or  if  there  be  a  purulent  discharge,  cleanse 
the  cavity   with   hot   sterile   water   ami   introd 

1  nl  -  lution  <<i  basic  fuchsin.  After  ten 
minutes  wash  out  with  a  solution  of  warm  salt 
water.      Two  or  three  such  treatment  at  intervals  ol 

irs  produces  a  clean  cavity  which  closes  ven 
rapidly.  The  advantage  oi  radical  removal  are  that 
the  patient  is  immediately  relieved  of  the  pain,  he 
is  able  to  resume  his  work  in  .1  few  days,  thus  -a\ 
ing  him  much  loss  of  time,  which  means  money  to 
most  men,  and  the  resulting  scar  is  small  and  not 
disfiguring. 

Gonorrheal  inf<  axillary  gland  follow 

ing  infection  of  a  scratch  on  the  forehead  was  re- 
ported in  the  American  Medical  Journal.  April  30, 
1910.  Shortly  after  the  infection  on  the  forehead, 
other  pustules  formed  in  succession  on  the  side  ot 
the  face  and  neck,  four  in  all.  A  little  later  the 
axillary  gland  showed  evidenced  of  infection  and 
suppuration,  was  incised  and  gonococci  wen  found 
in  the  pus.  This  was  an  unsual  case  in  many  ways, 
and  reminds  us  that  it  i<  the  unexpected  that  often 
happens,    and    that     we    should    search    for    many 

of  trouble  in  all  obscure  cases. 
\nother  infrequent  complication  of  long  stand- 
in;;  chronic  gonnorrhea  is  "painful  heel.'  It  1- 
due  to  an  exostosis  on  the  os  calcis.  just  why  this 
particular  region  should  be  selected  for  an  exostosis 
from  gonorrhea  I  am  not  prepared  to  state  This 
condition  may  be  mistaken  for  rheumatism,  that 
medical  mantel  which  covers  so  many  indefinite 
pathological    conditions.      It    has     probably     often 

iagnosed  as  flat  foot,  neuritis,  or  tuberculosis. 
It  is  an  ossifying  periostitis  where  the  flexor  brevis 
digitorum  muscle  is  attached  to  the  os  calcis.  Pain 
is  more  pronounced  when  the  patient  is  standing 
and  it  extends  to  the  muscles  of  leg.  The  patient 
walks  slowly  and  carefully,  selecting  his  ground, 
and  throws  the  body  weight  on  the  anterior  part  of 
the  foot.  Little  can  be  seen,  but  nodules  can  be 
felt.     Antisvphilitic  treatment  should  be  tried. 


1  he  treatment  consists  in  exposing  .he  nodules 
through  an  incision  on  the  inner  side  or  the  heel 

parallel  to  the  plantar  fascia,  and  curetting  or 
chiseling  away  the  exostosis  It  i-  not  necessary  to 
dram  Ihc  patient  is  kepi  at  rest  for  ten  days  or 
two  weeks.     Results  are  satisfactory. 

While  surgery  oj   the  eye  is  not  in  the  domain  ot 
the    genitO-Urinarj     surgeon,    ii    can    Ik     iiiein 
here  that    not   ouh    is  the   usefulness  of   the  eye  de 
1  l>\   gonorrhea,  but   thai   sometimes   enucle 
ation  becomes  necessary. 

Arthritis  is  a  most  common  complication  of  spe- 
cific urethritis.  It  is  said  to  occur  in  more  than  2 
;it.  of  all  cases,  but  my  experience  has  not 
found  that  high  a  percentage.  The  joints  attacked 
are.  in  the  order  of  their  frequem  \.  the  knee,  ankle, 
wrist,  elbow,  shoulder,  hip.  This  complication  may 
occur  as  early  as  the  fifth  day  of  the  disease  but 
usually  it  appears  during  the  chronic  stage.  When 
a  joint  is  attacked  it  goes  through  the  following 
stages  unless  its  progress  is  checked:  1st.  hydrops. 
that  is,  increased  amount  of  fluid  in  the  joint:  2d, 
formation  of  sero-fibrinous  exudate;  3d,  suppura 
tion;4th,  ankylosis.  It  is  tin-  aim  of  the  surgeon 
to  prevent  ankylosis. 

During  the  first  stage  the  joint  may  be  aspirated 
under  the  strictest  asepsis.  Removal  of  the  fluid 
gives  relief  from  severe  pain  and  may  stop  further 
progress  of  the  disease.  If  mixed  infection  is  pres- 
ent, aspirate,  make  autogenous  vaccines  and  use 
these  according  to  the  needs  of  the  case. 

This  is  often  very  satisfactory.  The  aspirations 
may  be  repeated  several  times.  If  necessary,  slight 
passive  motion  should  be  instituted  early.  Active 
hyperemia,  or  what  is  better,  passive  hyperemia  ac- 
cording to  Bier's  method,  is  very  beneficial.  Not- 
withstanding all  this,  ankylosis  does  occur,  and 
when  it  does  it  is  a  serious  and  difficult  surgical 
problem.  Forcibly  breaking  up  the  adhesions  doe- 
little  or  no  good.  <  (pening  the  joint,  which  in 
reality  is  no  longer  a  joint,  and  interposing  fascia 
to  form  new  articular  surfaces  has  been  successful 
in  siime  cases.  This  treatment  is  best  suited  to  the 
knee  and  elbow.  Every  possible  means  and  the 
greatest  diligence  should  be  used  to  prevent  anky- 
1,  isis. 

al  injection  of'  the  kidney  is  very  in- 
frequent, but  there  are  probably  many  more  cases 
than  have  been  reported.  Such  infections  were  not 
suspected  until  a  few  years  ago.  More  cases  will 
be  found  when  more  of  the  profession  look  for 
them. 

The  diagnosis  must  not  be  made  from  the  simple 
fact  that   during  the   process  of  a   gonorrheal  ure- 
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thritis  the  patient  shows  symptoms  referable  to  the 
kidney.  A  positive  diagnosis  rests  upon  the  actual 
and  unquestionable  finding-  of  gonococci  in  the 
urine  or  pus  from  the  kidney  or  in  the  kidney  itself. 
This  can  be  done  through  the  ureteral  catheter  or 
bj  exposing  the  kidney. 

Infection  may  reach  the  kidne\  through  the 
ureter  or  through  the  lymph  and  blood  stream.  Ex- 
tension of  gonococci  up  the  ureter  is  difficult  under 
.  irdinary  circumstances.  The  ureteral  orifice  in  the 
bladder  is  closed  except  when  there  is  urine  escap- 
ing, thus  it  prevents  the  entrance  and  passage  of  in 
fectious  organisms. 

However,  let  there  he  an  obstruction  to  the  cs- 
capi  of  urine  or  an  injury  to  the  ureteral  mucosa, 
then  the  resistance  to  infection  becomes  lowered.  • 
It  has  been  demonstrated  experimentally  in  animals 
that  if  one  ureter  be  ligated  and  a  pure  culture  of 
staphylococcus  aureus  be  introduced  in  the  jugular 
vein,  the  kidney  with  the  ligated  ureter  becomes  in- 
fected. Gonorrheal  pyelitis,  simple  and  uncompli- 
cated, is  therefore  improbable  if  not  impossible. 

Some  claims  that  infection  can  reach  the  kidney 
through  the  lymphatics  without  the  bladder  in- 
volvement. The  danger  of  renal  infection  is  in  di- 
rect proportion  to  the  surfaces  involved  in  gonor- 
rheal complications.  The  bladder  wall  is  poorly 
supplied  with  lymphatics,  but  there  is  lymphatic 
communication  between  the  epididymis,  seminal 
vesicles  and  the  kidney. 

Since  gonococci  have  been  demonstrated  in  the 
blood  it  seems  that  this  would  be  the  most  logical 
route  for  invasion  of  the  kidney.  The  normal 
Kidney  is  not  very  susceptible  to  infection  as  it  is 
well  known  that  many  varieties  of  bacteria  are 
separated  from  the  blood  with  the  urine  without  in- 
fecting the  kidney.  The  gonococci  in  the  kidnex 
may  not  do  much  damage  until  invasion  by  second- 
:i\  organisms,  when  symptoms  of  pyonephrosis  are 
produced. 

Tuberculous  infection  of  the  kidney  may  he  sec- 
i  mdary  to  gonorrheal  invasion.  Careful  study  and 
thorough  examination  of  all  cases  of  kidney  involve- 
ment in  patients  who  have  had  gonococcal  infec- 
tion is  very  important  and  valuable. 

Having  made  a  diagnosis,  the  kidney  should  be 
exposed  through  a  lumbar  incision  and  dealt  with 
according  to  the  conditions  found.  If  a  single 
abscess  be  present  it  should  be  drained,  but  if  the 
kidney  is  largelv  destroyed  and  if  there  is  tuber- 
culosis present,  nephrectomy  is  indicated.  Never 
fail  to  demonstrate  the  presence  and  activity  of 
another  kidnev.  before  one  is  sacrificed. 


Stricture  of  tin-  urethra  is  a  verj  frequent  com- 
phcat.on  „f  gonorrhea.  It  may  develop  within 
18  month,   from   the   patient's  first   urethritis    bin 

usually  ,t  appears  later.  I,  may  not  give  any 
trouble  for  ,5  or  >o  years.  Strictures  receive  more 
abuse  and  unscientific  treatment  than  any  other 
.pathological  condition.  A  few  treatment,  with 
sounds  will  control  most  cases  in  their  incipiencj 
No  case  should  be  overrated.  Almost  every  stric 
ture  can  be  satisfactorily  treated  without  incision 
If  a  fihform  can  be  passed,  further  dilatation  is 
usually  easy  and  rapid.  In  the  treatment  of  stric- 
tures, pahence  is  a  virtue.  No  force  should  ever 
be  used  in  passing  instruments  through  the  urethra 
Internal  urethrotomy  is  mentioned  only  to  be  con- 
demned. External  urethrotomy  for  'stricture  is 
seldom  indicated.  Neglected  cases  may  cause 
urethral  rupture  and  extravasation  of  urine  into  the 
perineum  and  scrotum,  causing  gangrene  and 
sloughing,  a  very  disastrous  complication  Hence 
the  importance  of  the  early  recognition  of  stricture 
and  of  early  and  proper  treatment. 

In  conclusion,  let  me  again  emphasize  the  value 
of  careful  study  of  all  cases,  never  forgetting  tin- 
great  prevalence  and  activity  of  the  gonococcus 
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[he  Sterilization  of  Utensils  and  Instru- 
ments for  Operation. 

It  has  long  ago  been  determined  that  sterilization 
by  boiling  is  far  more  reliable  than  sterilization  by 
disinfection,  and  the  practice  of  attempting  to  ren- 
der operating-room  utensils  aseptic  by  other  means 
than  by  boiling  has  largely  been  abolished.  For 
this  purpose  every  well  equipped  operating-room 
should  have  a  seperate  utensil  sterilizer.  It  should 
not  be  a  small  model,  but  of  such  dimensions  that, 
without  exception,  every  article  in  the  operating 
theater  which  directly  or  indirectly  might  come  in 
contact  with  sterile  solutions,  materials  or  instru- 
ments or  the  gloved  hands  of  the  surgeon,  has  room 
in  it.  This  includes  all  containers  and  receptacles 
intended  for  use  at  the  operation,  basins  or  tanks 
for  sterile  solutions,  trays  for  materials  and  instru- 
ments, and  also  the  plates  of  the  operating  and  sup- 
ply tables.  Glass  is  heavy,  easily  chipped  and 
fragile.  Agateware,  though  less  attractive,  is  much 
more  serviceable.     The  customary  glass  panels  on 
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g<  .1  ami  broken  and 
could  well  be  replaced  by  plates  of  agate  or  enam- 
eled ware  winch  are  not  laid  into  a  from 
like  panels  but  cover  the  underlying  supports  and 
can  be  removed  and  rendered  absolutel)  sterile  by 
boiling.  Similarly  there  might  be  substituted  in 
place  of  t.  -  "i  the  supplj  table  a  p 

ime  ware  consisting  -■!'  a  number  of  smaller 
segments  with  .shallow  interlocking  grooves,  so  that 
they  can  he  folded  upon  each  other  or  detached  ami 
put  into  the  sterilizer. 

Under  the  heading  oi  operating-room  utensils  are 
comprehended : 

i.  Containers  for  sterile  solutions. 

2.  Utensils  required  during  the  scrubbing  of  the 

patient  and  for  irrigation. 

3.  Receptacles  for  waste  materials  and  bacterial 
I  ons. 

In  the  modern  operating-room  where  ample  pro- 
vision is  made  for  the  mechanical  cleaning  of  the 
hands  and  arms  with  sterile  soft  soap,  sterile 
brushes  and  warm  running  sterilized  water  from  a 
conveniently  situated  tap,  the  numerous  basins  with 
solutions  for  the  hands  become  superfluous.  All 
that  is  necessary  in  their  place  is  one  sterile  basin 
containing  about  a  dozen  sterile  gauze  sponges 
saturated  with  strong  alcohol.  The  alcohol  is 
needed  to  locate  small  wounds,  to  remove  the 
residual  moisture  and  close  the  relaxed  pores,  after 
the  scrubbing  and  drying  of  the  hands  and  arms 
has  been  attended  to  with  due  care. 

On  each  side  of  the  operating  table,  within  easy 
reach,  there  should  be  a  basin  for  sterile  water  in 
which  the  gloves  may  be  rinsed  during  the  oper- 
ation. A  third  basin  is  reserved  for  the  nurse  at 
the  supply  table. 

In  general  the  same  principles  that  are  followed 
in  preparing  the  hands  for  operation  also  hold  good 
in  rendering  the  field  of  operation  surgically  clean. 
The  soap  and  water  routine  can  be  exactly  the 
same  except  that  here  gauze  is  preferred  by  many 
to  the  harsher  brush.  Consequently  the  accessories 
are  also  few  in  number.  Here  warm  sterile  water 
from  an  irrigator  takes  the  place  of  running  water. 
After  drying,  a  little  strong  alcohol  is  allowed  to 
complete  the  dehydration  of  the  surface.  For 
this,  another  small  sterile  basin  with  a  few  gauze 
sponges  soaked  in  alcohol,  is  kept  in  readiness  by 
the  nurse. 

The  irrigator  apparatus  referred  to  consists  of 
two  reservoirs  or  tanks  of  agateware  each  holding 
not   less  than   a   gallon    of   fluid.     Connected   with 


cub  oi  these  is  a  rubbei  tube  at  the  end  of  which 
is  a  slender  metal  canula  or  nozzle  with  .1     top 

to  regulate  and  control  the  flow.  I  he  tanks 
are  suspended  from  .1  stand  on  winch  thej  can  bi 
easil)  iai>e>l  to  increase  the  hydro  tati<  pr 
or  lowered  for  the  convenience  oi  the  nui  1  in  n 
filling  or  detaching.  The  refilling  of  the  tank  is 
very  simple  and  can  be  done  best  by  mean  ol  a 
sterile    pitcher.      The    sterilization    of    the    tanks, 

and  nozzles  is  accomplished  before  the  oper- 
ation: both  irrigating  apparatuses  are  disconnected 
from  the  stand  and  boiled  together  with  the  other 
utensils.  Pending  their  use  the  attached  nozzles 
may  be  safely  lodged  in  the  tanks  to  which  they 
belong,  submerged  in  the  irrigating  solution.  Sterile 
water  tills  the  one,  the  Other  contains  the  solution 
indicated  by  the  surgeon,  for  example,  tanic  acid  or 
zinc  sulphate  which  are  to  act  as  astringents  to 
facilitate  grasping  the  mucous  membrane  in  a  va- 
ginal plastic,  acetone  for  bathing  a  cancerous  cer- 
vix, or  it  may  be  reserved  for  physiological  saline 
for  an  intravenous  infusion,  a  hypodermoclysis,  or 
rectal  feeling  during  operation. 

Large  quantities  of  fluid,  above  all  if  they  an 
known  to  be  septic  should  always  be  evacuated  into 
a  deep  vessel  to  prevent  undue  splashing;  the  or- 
dinary pail  of  agateware  advantageously  supplied 
with  a  wide,  grooved  nose-piece  to  facilitate  empty- 
ing, is  the  best  utensil  for  this  purpose.  Two  such 
pails,  one  placed  on  each  side  of  the  operating 
table,  are  convenient  for  collecting  the  waste  ma- 
terials and  serve  to  remind  the  surgeon  and  his  as 
sistants  that  soiled  sponges  and  gauze  should  not 
be  scattered  promiscuously  about  the  floor  of  the 
operating-room. 

The  bean-shaped  pus-basin  has  retained  its 
place  as  a  useful  article  because  its  form  makes  it 
peculiarly  adaptable  to  the  varying  curves  of  the 
body.  The  pus-pan,  really  a  modified  bed-pan, 
which  can  easily  be  pushed  under  the  patient,  and 
upon  which  any  part  of  the  body  can  rest  without 
much  discomfort,  is  designed  especially  to  catch 
the  pus  and  prevent  avoidable  soiling  of  the  patient 
and  the  operating  table.  Its  chief  use,  however,  is 
in  office  and  dispensary  surgery,  as  when  an  abscess 
has  to  be  opened  in  a  location  where  the  pus-basin 
is  not  practicable. 

Nurses  list  of  articles  to  be  boiled  in  the  utensil 
sterilizer: 

1.  The  folding  top  of  the  operating  and  the  sup- 
ply tables. 

2.  Two  small  alcohol  basins. 

3.  Six  basins  for  sterile  water. 
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4.  Two    large    irrigating    cans    with    tubes    and 

nozzles. 

5.  Two  pitchers. 

6.  Two  pus-basins. 

7.  Three  pails. 

While  tlie  sterilization  of  operating-room  utensils 
by  boiling  in  alkaline  water  and  their  adaptation  to 
this  by  the  manufacturers  is,  strange  as  it  may 
seem,  of  comparatively  recent  date,  the  routine 
sterilization  of  the  surgeon's  instruments  by  this 
method  and  the  elimination  of  ornate  hefts  and  de- 
signs which  were  difficult  to  keep  clean  marks  the 
time  when  aseptic  surgery  really  began.  The  steril- 
ization of  instruments  by  boiling  is  so  easily  accom- 
plished that  it  required  but  little  more  than  the 
proof  of  its  unequalled  reliability  to  win  for  it  a 
permanent  endorsement. 

Boiling  water  is  all  that  is  needed.  Almost  any 
container  can  be  used  as  a  sterilizer;  its  shape  or 
construction  is  only  of  secondary  importance.  The 
water  is  made  slightly  alkaline  to  prevent  the  rust- 
ing of  the  metal.  For  this  end  caustic  soda,  that 
is,  sodium  hydroxide  (Na.  O.  H.)  which  can  be 
obtained  everywhere  in  the  form  of  sticks  contain- 
ing about  90  per  cent,  of  the  water-free  sodium 
hydroxide,  is  to  be  preferred.  It  is  practically 
odorless  and  very  convenient  to  handle.  To  a 
thousand  parts  of  water  one  part  of  sodium  hy- 
droxide will  generally  suffice.  Certainly  in  excep- 
tional instances,  as  in  the  case  of  rain  water  which 
contains  much  organic  matter  and  carbonic  acid  or 
is  contaminated  with  sulphur  as  in  some  districts 
where  soft  coal  is  burned,  as  much  as  ten  parts  to 
the  thousand — i  per  cent. — may  have  to  be  allowed. 
Nothing  is  gained  usually  by  increasing  the  alka- 
linity beyond  the  point  necessary  to  prevent  oxida- 
tion of  the  instruments.  On  the  other  hand,  rub- 
ber goods  bags,  tubing — in  the  event  that  this 
should  he  advantageous,  may  be  boiled  along  with 
the  instruments  with  comparative  impunity  if  the 
solution  is  not  too  strongly  alkaline,  while  very 
caustic  solutions  would  soon  destroy  them. 

The  time  required  to  render  instruments  unques- 
tionably aseptic  varies  with  the  nature  of  the  con- 
taminating organisms.  Some  of  the  ordinary 
pvopenic  bacteria  possess  but  little  resistance  and 
succumb  quickly  to  the  action  of  alkaline  water  at 
the  boiling  temperature.  Five  minutes  may  suf- 
fice to  make  these  inert.  It  is  the  spore-bearing 
bacilli  chiefly  which  complicates  the  problem  of 
sterilization.  The  average  time  it  takes  to  destroy 
most  of  these  has  been  experimentally  fixed.  A 
representative  member  of  the  group  is  the  tetanus 
bacillus.     Not  only  do  its  spores  possess  the  char- 


acteristic resistance  to  a  pronounced  degree  but  be- 
sides, they  are  developed  rather  rapidly,  that  is,  at 
body  temperature,  often  within  20  hours.  From 
the  behavior  of  these  spores  when  subjected  to  the 
destructive  action  of  thermic  agents,  the  average 
time  necessary  for  reliable  sterilization  in  general, 
can  be  deduced.  Reasoning  on  this  basis  it  may 
be  said  that  if  a  germ-laden  instrument  is  boiled  in 
alkalinized  water  for  fifteen  minutes  its  sterility  is 
insured  with  reference  to  all  the  organisms  which 
are  commonly  responsible  for  a  wound  infection. 
It  scarcely  needs  to  be  added  that  this  presupposes 
that  the  water  is  boiling  actively  during  the  entire 
specified  time,  that  the  instruments  are  all  com- 
pletely submerged,  and  that  the  sterilizer  is  cov- 
ered to  prevent  undue  lowering  of  the  surface 
temperature  of  the  boiling  water. 

Where  resterilization  is  regularly  practised,  as  it 
should  be,  an  additional,  although  strictly  speaking, 
as  far  as  the  survival  of  spores  is  concerned,  or- 
dinarily a  negligable  safeguard  is  provided.  Thus 
routine  resterilization  is  advocated  as  a  prophylactic 
measure  to  meet  the  demand  of  the  exceptional,  not 
of  the  usual  case.  An  instrument  that  has  recently 
been  in  contact  with  a  case  which  is  known  to  have 
developed  a  tetanus  infection  is  not  used  after  a 
single  sterilization  of  15  minutes  because  it  is  chiefly 
for  these  spore-bearing  bacilli  that  resterilization 
may  be  of  value.  If  such  an  instrument  cannot  be 
temporarily  dispensed  with  on  account  of  some  un- 
alterable emergency,  the  only  alternative  to  sup- 
plant in  a  way,  although  imperfectly,  the  peculiar 
action  of  resterilization  after  a  days  interval,  would 
be  to  double  the  length  of  the  boiling  time.  In 
this  connection  it  is  also  noteworthy  that  the  spores 
of  the  tetanus  bacillus  are  but  slightly  affected  by 
the  drying  process  which  is  otherwise  so  inimical 
to  bacterial  life.  It  is  possible,  for  example,  that 
an  instrument  may  convey  living  tetanus  spores  to 
a  wound,  two  years  after  its  contamination.  This 
view  of  the  persistance  of  tetanus  spore-life  is  also 
tenable  in  the  case  of  the  dust  of  the  operating- 
room  where  the  unfortunate  patient  has  been 
treated. 

The  fact  that  almost  any  kind  of  receptable  can 
fulfil  the  function  of  a  sterilizer  for  surgical  instru- 
ments is  of  especial  moment  when  emergency 
surgery  has  to  be  done  where  proper  facilities  are 
wanting.  But  even  in  hospital  practice  the  most 
serviceable  instrument-sterilizers  are  of  relatively 
simple  construction.  A  useful  device  consists  of 
a  lever  which  is  connected  with  a  pedal  at  the  base 
of  the  stand  on  which  the  sterilizer  rests.  If  the 
pedal  is  depressed  with  the  foot,  the  tray  is  lifted 
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•in  of  the  sterilizer-tank.  Hiis  allows  the  boiling 
water  to  .Irani  of!  and  the  instruments  to  become 
dry  while  the  temperature  falls  sufficiently  to  per 
nut   handling    and   arranging    them   on    the    supply 

While  there  is  unanimity  ol  opinion  as  to  the 
on  of  metallic  instruments  in  gen- 
ii cutting  instruments,  particularly 
scalpels,  some  surgeons  have  allowed  a  dang 
latitude.  Surely  it  cannot  be  correel  to  be  more 
lenient  with  the  sterilization  of  a  scalpel  than  with 
other  instruments.  Of  all  instruments  it  is  the 
.me  that  comes  into  the  most  intimate  contact  with 
the  wound  while  inflicting  it,  and  its  absoluti 
ility  must  he  beyond  question.  The  only  reason 
tor  this  deviation  seems  to  be  the  fear  of  impairing 
materially  the  acumen  of  the  cutting  edge  when 
the  knife  is  duly  subjected  t"  the  boiling  pi 
The  question  might  as  well  he  asked  whether  .1 
dull  blade  should  he  preferred  to  a  sharp  one  ob 
tained  at  the  risk  of  an  imperfeel  asepsis  With 
the  clear  understanding  that  the  safety  of  the 
patient  who  submits  to  an  operation  at  the  SUrg 
hands  is  largely  dependent  upon  the  asepsis  which 
is  practised,  and  the  asepsis  in  turn,  on  the  steril- 
ity of  the  instruments,  there  can  he  11..  hesitation 
about  the  answer.  Besides,  although  it  is  un- 
doubted that  the  blade  can  be  noticeably  damaged 
by  or  during  the  boiling,  it  does  11.  .1  follow  that 
this  must  necessarily  t>e,  it  proper  precautions  are 
observed.  Firstly,  all  scalpels  ought  to  be  boiled 
encased  in  a  small  knife-tray  which,  while  allow- 
ing water  to  have  free  access,  prevent-  the  jostling 
of  instruments  against  their  sharp  edges  during  the 
process  of  ebullition.  Secondly,  it  is  one  of  the 
remarkable  properties  of  steel  that  it  becomes  very 
hard  when  heated  to  redness  and  suddenly  plunged 
into  cold  water:  if.  however,  it  is  heated  to  redness 
and  left  to  cool  gradually  it  becomes  as  soft  as  or- 
dinary iron.  But,  also,  changes  in  temperature 
much  less  marked,  have  a  definite  influence  upon 
this  susceptible  metal.  It  is  easy  to  understand 
how-  the  steel  of  cutting  instruments  can  be  im- 
paired when  subjected  for  prolonged  periods  to 
the  heat  of  boiling  water  which  ordinarily  is  close 
to  ioo°  C.  and  with  1  per  cent,  alkali  may  be  as 
much  as  1040  C.  If,  as  usually  happens,  the 
delicate  blades  are  allowed  to  cool  gradually,  their 
temper  must  certainly  diminish  and  the  softened 
edges  become  dull  with  slight  use.  To  obviate  this, 
the  cutting  instruments,  at,  least  the  finer  ones 
ought  to  be  chilled  by  submersing  them  in  cold 
alcohol  immediately  upon  their  removal  from  the 
sterilizer.     All   this    is   but   another   application    of 


the  lesson  that  nearly  everyone  "i  us  has  picked  up 
in   -nine  village  smithy    where  the  steel  is  heated 
under  the  bellows  to  he  forged  and  plunged  ii 
bucket  of  water  to  restore  its  tei 

Finally,  the  aftei  care  oi  cutting  instruments, 
particularly  scalpels,  is  a  weight}  factor,  A  few 
strokes  upon  .1  good  oilstone  is  all  that  1-  needed 

1   ing    hack    a    Made    tli.it     has    hern    Used    at    an 

operation,  to  its  original  condition  \  soft  oil- 
stone  acts  rapidly  and  i-  in  plan  when  the  blade  is 
quite  dull  or  when  it  is  to  be  "ground  down,"  as  in 
case  when  the  cutting  edge  has  been  damaged.  A 
harder  stone  sharpens  slowlj  bul  yields  a  finei  edgi 
.iiiil  ■-  therefon  used  foi  finishing.  Glycerini 
diluted  m  alcohol  is  a  good  medium  for  use  upon 
the  stone  in  sharpening  surgical  instruments,  and 
>>il  can  advantageously  be  avoided. 

It    ought    to    be    an    inflexible  rule  of  surgical 
cleanliness  that  no  instrument  which  has  been  us< 
at  an  operation,  whether  the  case  is  known  to   bi 
an  unclean  one  or  not,  shall  be  returned  to  the  in 
strument-closet  withoul  the  proper  sterilization  and 
subsequent  cleansing.     At  the  same  time,  damaged 
instruments  are   laid    aside    for    repair,  cutting  in- 
struments which  have  lost  their  kern  edge  musl   I 
sharpened,   and    new    suture   material-    supplied. t 
replenish  the  deficit  in  the  stock.     (  Irder  should  be 
cherished  here,  as  in  many  tilings  pertaining  to  the 
practice  of  surgery,  not  only  by  the  nurse  who  has 
charge  of  the  operating-room    or    office,    but    the 
surgeon    himself    as    well,    preeminently    so.    if    he 
makes   it   a    practice   to   operate   in   private   institu- 
tions   or    homes    or   in    the   country    and   must    r> 
casionally   rely   entirely   upon   his  own  equipment. 

H141   Madison    Vvenue. 

rhe  nexl  article  will  be  "  Aseptic  Suture  Material." 

Anesthesia    by.  Untrained    \nesthetists. 

From  a  study  of  2,400  anesthetic  records,  half  of 
which  were  administered  by  untrained  internes  and 
the  other  half  by  an  anesthetist  or  by  internes 
trained  for  the  work,  the  three  following  facts  were 
1  ibtained : 

1.  The  untrained  internes  used  over  three  times 
more  ether.  They  averaged  over  three-fifths  pounds 
an  hour  as  against  less  than  one-fifth  pound  an 
hour  used  by  the  anesthetist. 

2.  Thev  stimulated  six  times  as  many  patients 
during  operation,  using  twenty  times  the  number 
of  stimulants  in  all. 

3.  Thev  had  41  per  cent,  more  post-operative 
vomiting  and  this  lasted  much  longer,  after  con- 
tinuing for  a  number  of  days. — Fun  it  Williams 
in  St.  Lov.is  Medical  Reznexv. 
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THE    SUBMUCOUS    RESECTION    OF    THE 

NASAL  SEPTUM:  ITS  INDICATIONS 

AND  CONTRADICTIONS ;  ITS 

TECHNIC. 

Harold  Hays,  A.M.,  M.D., 

Assistant  Surgeon  in  Otology,  New  York  Eye  and 
Ear  Infirmary,  Etc. 

NEW    YORK. 


The  most  important  and  conservative  operation 
in  the  domain  of  rhinology  is  the  submucous  resec- 
tion of  the  nasal  septum.  This  operation  seeks  to 
conserve  the  mucous  membrane  of  the  nose  and, 
where  properly  performed,  it  attains  results  which 
in  the  majority  of  cases  are  quite  remarkable. 
'  The  earlier  operations,  such  as  the  Asch  and  Roe 
procedures  were  destructive  of  a  great  deal  of  the 
ciliated  epithelium  of  the  nose.  In  many  cases  the 
results  were  good ;  in  others  the  condition  was  as 
bad,  if  not  worse,  than  before  operation.  More- 
over, the  post-operative  treatment  was  painful  and 
prolonged.  Since  Killian  first  described  the  "win- 
dow resection,"  which  afterward  was  modified  by 
individual  operators  such  as  Freer,  Ballenger,  Yah- 
kauer  and  others,  the  older  operation  is  seldom  un- 
dertaken. I  believe  that  the  submucous  resection 
has  come  to  stay  and  that  the  general  principle  un- 
derlying the  procedure  will  always  remain,  although 
each  operator  will  use  his  own  personal  judgment 
as  to  special  technic  according  to  the  individual  case 

Indications.  The  chief  indications  for  the  oper- 
ation will  come  under  three  headings : 

i.  Those  cases  where  there  is  nasal  obstruction. 

2.  Those  cases  where  nasal  breathing  is  not 
totally  impaired  but  where  there  is  a  hypertrophic 
condition  of  the  mucosa  over  the  turbinates  and 
where  a  conservative  operation  on  the  septum  will 
relieve  the  pressure  on  the  turbinates  without  sac- 
rificing any  of  the  tissue  overlying  them. 

3.  In  those  cases  where  indirect  symptoms  exist. 
such  as  a  chronic  catarrh  of  the  ears,  particularly 
with  tinnitus;  in  cases  of  chronic  pharyngitis  and 
chronic   laryngitis. 

Where  there  is  a  distinct  bend  in  the  cartilage  or 
bone  sufficient  to  cause  nasal  obstruction,  there  can 
be  no  doubt  of  the  need  of  operative  interference. 
And  it  is  remarkable  to  see  the  difference  in  the 
physical  well-being  of  such  patients  after  such  a.i 
operation.  I  need  but  mention  the  case  of  a  young 
man  who  gained  25  pounds  in  weight  after  such 
an  operation  ;  and  another  boy  of  12  who  grew  over 
10  inches  in  height  within  one  year  after  operation. 

Examination  of  the  nose  often   reveals  a   slight 


deviation  of  the  septum  high  up  between  the  turbi- 
nates which  by  its  sigmoid  shape  from  before  back- 
wards causes  obstruction  to  the  intake  of  air  by  its 
close  approximation  to  both  middle  turbinates. 
Even  if  the  mucosa  over  these  bones  is  hypertro- 
phied,  it  is  far  better  to  correct  the  deviation  than 
to  sacrifice  this  tissue.  The  latter  operation  can  be 
done  later  if  necessary  although  the  relief  of  the 
pressure  makes  such  an  enormous  difference  to  the 
patient  that  further  operation  is  seldom  necessary. 
In  regard  to  the  last  indication,  the  judgment  as 
to  operation  will  depend  a  great  deal  on  the  individ- 
ual treating  the  case.  It  is  a  wise  rule  to  follow 
to  do  as  little  and  as  conservative  operating  in  the 
nose  as  possible.  However,  there  are  certain  cases, 
in  which  there  is  very  little  nasal  obstruction  but 
where  indirect  symptoms  exist  that  fail  to  respond 
to  medicinal  treatment.  In  such  cases,  where  even 
a  slight  deviation  of  the  septum  exists,  a  correction 
of  this  will  often  mean  a  complete  cure.  In  this 
connection  I  recall  one  case  of  tinnitus  in  a  woman 
of  30  who  was  completely  cured  of  this  distressing 
condition  by  a  submucous  resection  where  ordinary 
treatment  had  been  of  no  avail.  In  this  case,  the 
deviation  was  so  slight  that  it  hardly  interfered  with 
breathing  at  all.1 

Contraindications.  These  consist  mainly  of  con- 
traindications to  any  surgical  operation,  particularly 
diabetes,  Rright's  disease  and  hemophilia.  It  is  in- 
advisable to  operate  upon  a  child  unless  nasal 
respiration  is  seriously  interfered  with,  and  par- 
ticularly no  operation  should  be  attempted  until  com- 
plete bone  formation  has  taken  place.  This  usuallv 
occurs  before  the  eighth  year. 

There  are  two  classes  of  cases  which  should  be 
carefully  watched  for  some  length  of  time  before  a 
submucous  resection  is  performed.  The  first  is  in 
those  patients  in  which  a  suppurative  condition  of 
the  sinuses  exists.  Oftentimes  a  deviation  of  the 
septum  has  to  be  corrected  before  the  diseased  sinus 
can  be  properly  observed.  In  such  a  case,  the  patient 
should  be  treated  for  a  few  weeks  at  least  before 
the  submucous  resection  is  attempted. 

The  second  class  I  refer  to  is  that  of  voting 
women,  18  or  19  years  of  age.  thin,  pale,  anemic. 
with  no  resistance  or  excess  vitality.  The  general 
physical  condition  of  such  a  patient  should  be  care- 
fully built  up  before  any  operation  is  attempted  : 
for  if  any  infection  should  occur,  and  such  a  thing 

(1)  See  Observations  on  the  Pathologic  Conditions  of 
the  Xose  and  Throat,  with  Special  Reference  to  the 
Tubal  Regions.  Associated  with  Chronic  Catarrhal  Otitis 
Media.  Harold  Hays,  Annals  of  Otology,  Rhinology  and 
Laryngology.     June,  1910. 
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is  particularly  possible  in  the  nose,  it  is  a  difficult 
matter  to  deal  with  it.  It  lias  been  my  misfortune 
to  have  two  clinic  cases  develop  septicemia  after  a 
submucous  ;  id  on<   oi  these  died.'     And 

although  few  such  complications  are  reported  in  the 
literature   1    have  heard  of  many   cases  of  infec- 

t'ter  submucous  resection  and  other  operations 
within  the  nose.     In  the  two  cases  I  refer  to  (the 

nes  in  over  200  submucous  resections),  the  in- 
fection was  particularly  virulent.  Such  an  accident 
is  not  as  liable  to  happen  in  a  case  in  private  prac- 
tice, particularly  if  the  case  is  operated  upon  in  a 
hospital  under  strict  aseptic  precautions. 

THE  TECHNIC   OF    I  HE   OPERA!  tON. 

The    nose    should    be    thoroughly  cleansed  with 

alkaline  solutions  and  the  mucosa  thoroughly 
sprayed  with  1-1000  adrenalin  so  as  to  constrict  the 
capillaries  before  cocaine  is  applied.  By  doing  this, 
toxic  effects  from  the  cocaine  will  seldom  occur. 
The  mucosa  is  then  anesthetized  by  applying 
pledgets  of  cotton  saturated  with  a  10  per  cent, 
cocaine  solution  in  1-1000  adrenalin.  These  pled- 
gets are  left  in  place  20  minutes,  removed  and  the 
entire  mucosa  swabbed  with  cocaine  crystals  until 
there  is  absolutely  no  sensation.  The  entire  septum 
is  then  applicated  with  pure  tincture  of  iodine,  one 
being  careful  to  get  far  enough  back  and  well  up 
let  ween  the  middle  turbinates.  I  have  never  seen 
any  ill  effects  from  the  use  of  this  solution  and  it 
will  go  well  toward  eliminating  a  possible  infection.3 
An  incision  is  made  in  the  anterior  portion  of  the 
cartilaginous  septum  on  the  convex  side,  this  in- 
cision being  made  perpendicularly  as  high  up  and 
as  far  down  as  possible  and  it  should  be  carried 
through  the  periosteum.  The  periosteum  is  then 
elevated  on  this  side  with  a  suitable  elevator,  par- 
ticular care  being  taken  to  separate  the  two  layers 
overlying  the  maxillary  crest.  An  incision  is  then 
made  through  the  cartilage  with  an  elevator  or 
dulled  knife  or  curette  but  on  no  account  should 
this  incision  go  through  the  mucoperichondrium  of 
the  opposite  side.  This  membrane  is  carefully 
separated  through  the  opening  thus  made  and  the 
cartilage  and  bone  removed  by  means  of  suitable 
bone-breaking    forceps.     I    have    recently   had   one 


(2)  Septicemia  Following  the  Submucous  Resection  of 
the  \asal  Septum.  Harold  Hays,  American  Journal  of 
Surgery.     October,  1909. 

•    (3)     The  method  here  mentioned  is  described  in  detail 
in  my  two  former  papers. 

a.  The  McCoy  Instruments  in  the  Submucous  Resec- 
tion of  the  Nasal  Septum,  Kansas  Index  Lancet.  July, 
1909. 

b.  The  Technic  of  the  Submucous  Resection.  American 
Medicine.     May,  1909. 


constructed  by  Pfau,  of  Berlin,  which,  en  account 
of  1 1  -  narrow  blades,  answers  the  purpose  ad- 
mirably. 

The  chief  difficulty  cue  will  encounter  is  in  re- 
moving  tin  maxillary  crest.  Mere  the  bone  is  dense 
ami  tin-  periosteum  very  adherent.  As  a  rule  it 
can  be  removed  h\  down  cutting  forceps  (McCoy) 
or  chisels   (Killian). 

When  the  operation  is  completed  the  flaps  of 
mucoperiosteum  should  hang  perfectly  straight  and 
away  from  the  turbinates.  The  edges  of  the  inci- 
sion should  approximate.  No  suture  is  needed;  in 
fact.  1  believe  suturing  tends  toward  infection. 
After  the  edges  of  the  incision  are  brought  together, 
both  nares  are  packed  with  strips  of  bismuth  sub- 
nitrate  gauze  which  should  remain  in  place  at  least 
24  hours.'1  I  have  had  this  especially  prepared  and 
find  that  it  is  much  better  than  iodoform.  Its  re- 
moval is  readily  accomplished  by  saturating  it  with 
liquid  albolene,  dropped  slowly  into  the  nose  until 
the  gauze  separates  from  the  surrounding  parts. 

The  after-treatment  is  very  simple.  The  nose  is 
sprayed  with  50  per  cent,  peroxide  of  hydrogen  for 
two  days  and  this  is  followed  by  the  following  spray, 
used  every  two  hours: 

I* 

Adrenalin   (1-1000)    5ii 

Dobell's    sol §i 

Physiologic  salt.  sol.  q.  s.  ad..  .%u 

At  the  end  of  a  week,  the  spray  is  changed  to 
some  oily  solution.  At  the  end  of  two  weeks,  the 
nose  should  be  perfectly  clean  and  all  inflammation 
should  have  subsided. 

I  operate  many  of  my  cases  of  submucous  resec- 
tion in  the  hospital  and  all  of  them  on  the  operating 
table  in  the  recumbent  position  with  the  head 
slightl}  raised.  This  position  is  far  easier  for  the 
patient  than  sitting  up  in  the  chair,  as  there  is  less 
tendency  to  fainting.  It  is  slightly  harder  for  the 
operator,  but  it  well  repays  one  for  the  trouble. 

The  shock  to  the  system  from  a  submucous  re- 
section is  far  greater  than  is  generally  supposed, 
and  to  my  mind  it  is  absolutely  wrong  to  allow  these 
patients  to  attend  to  their  usual  duties  for  the  first 
four  or  five  days  after  operation.  Rest  in  bed  is  not 
imperative  but  it  helps  a  great  deal  in  the  con- 
valescence. The  immediate  post-operative  distress 
is  overcome  by  giving  the  patient  a  quarter  of  a 
grain  of  morphine  before  operation  and  by  ad- 
ministering ten  grains  of  veronal  with  one-half  a 
grain  of  codein,  in   warm  milk   the  same  evening. 


(4)     Bismuth    Subnitrate   Gauze    for   Use   in   the   Nose, 
Harold  Hays.  Journal  of  the  A.  M    A.     January  22,  1910 
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Ice-cloths  may  be  applied  to  the  bridge  of  the  nose 
and  forehead  to  allay  the  inflammation  and  dis- 
tressed  feeling. 

1 1  West  Eighty-first  Street. 


ILEO-ILEOCOLIC  INTUSSUSCEPTION  DUE 
TO  ADENOMA  OF  THE   ILEUM,  IN  A 
CHILD  FIVE  YEARS  OF  AGE;  RE- 
SECTION   OF    12    INCHES    OF 
GANGRENOUS  INTESTINE; 
RECOVERY. 

M.  S.  Kakels,  M.D., 

Adjunct  Surgeon  to  the  Lebanon  Hospital,  Consult- 
ing Surgeon  to  the  Rockaway  Beach  Hospital, 

NEW    YORK. 


The  most  important  consideration  in  the  treat- 
ment of  intussusception  is  its  early  diagnosis.  The 
prognosis  depends  upon  prompt  measures,  usually 
operative.  The  prospects  of  recovery  improve  in 
direct  ratio  with  the  time  of  the  institution  of 
treatment  after  the  onset  of  symptoms. 

The  history  and  symptoms  are  characteristic. 
The  presence  of  a  tumor,  blood  and  mucous  stools 
and  rectal  tenesmus  are  the  important  factors  which 
make  this  form  of  intestinal  obstructions  most  read- 
ily diagnosed.  The  attacks  are  sudden  and  are 
characterized  by  severe  pain  and  pallor  followed  by 
a  period  of  apparent  well  being,  until  symptoms  of 
collapse  or  sepsis  set  in. 

Notwithstanding  these  characteristic  symptoms, 
intussusception,  especially  in  children,  is  frequently 
treated  for  a  gastroenteritis  or  spoiled  stomach.  As 
it  is  possible  to  recognize  intestinal  invagination 
early,  such  cases  should  be  seen  by  a  surgeon,  so 
that  operative  measures  can  be  instituted  at  once. 
The  responsibility  for  the  failure  of  a  successful 
outcome  in  many  cases  rests,  therefore,  upon  the 
laity  as  well  as  the  attending  physician. 

Of  the  many  causes  which  play  an  important 
role  in  the  production  of  intussusception,  may  be 
mentioned  irregular  muscular  contraction,  increased 
peristalsis,  increased  irritability,  differences  in  the 
diameter  of  ileum  and  cecum,  benign  and  malignant 
tumors,  the  last  are  least  common. 

Wharton  (Annals  of  Surgery,  September,  191 1) 
says  that.  "Benign  tumors  of  the  intestine  provoca- 
tive of  an  intusssusception  are  rare."  He  also 
states  "The  etiological  influence  of  tumor  in  the 
production  of  intusssusception,  seems  to  be  re- 
stricted entirely  to  adult  life." 


In  view  of  these  statements,  it  is  of  interest  to 
record  a  case  of  a  rather  rare  form  of  intussuscep- 
tion occurring  in  a  child  rive  years  of  age  in  whom 
the  etiological  factor  in  the  production' of  the  in- 
testinal invagination  was  an  adenoma,  which  was 
found  situated  in  the  wall  of  the  small  intestine  at 
the  apex  of  the  intussusceptum. 

The  several  features  which  make  the  report  of 
this  case  justifiable  are:  1st,  the  rare  form  of  in- 
tussusception ;  2d,  the  length  of  time  the  condition 
existed  before  operation ;  3d,  the  successful  out- 
come after  resection  of  over  twelve  inches  of 
gangrenous  bowel,  in  so  young  a  child;  4th,  the 
existence  of  a  benign  tumor  springing  from  the 
wall  of  the  ileum  and  affixed  to  the  apex  of  the  in- 
tussusceptum. 

Delia  G.,  aged  rive  years,  who  had  always  en- 
joyed good  health,  was  admitted  to  the  Lebanon 
Hospital,  on  April  27,  191 1,  in  the  service  of  Dr. 
Parker  Syms,  with  the  following  history:  Two 
days  before,  on  April  25,  while  in  school,  she  was 
seized  with  severe  abdominal  pain  and  vomiting. 
The  paroxysm  quickly  passed  away,  but  it  recurred 
at  frequent  intervals.  On  medical  advice,  the 
child  was  given  a  dose  of  castor  oil,  which  was 
followed  that  night  by  a  bloody  stool.  On  admis- 
sion, April  27,  the  child  did  not  appear  acutely  ill. 
although  her  temperture  was  103. 2° ,  pulse  144  and 
respirations  27.  The  heart  and  lungs  were  nega- 
tive; the  abdomen  was  slightly  distended,  not 
rigid ;  a  distinct  mass  was  felt  in  the  right  lower 
half  of  the  abdomen ;  there  was  slight  tenderness 
over  the  mass. 

From  the  history  and  physical  signs,  a  diagnosis 
of  intussusception  of  more  than  48  hours  standing 
was  made  and  immediate  operation  was  advised. 

Operation. — I  made  a  three-inch  incision  through 
the  right  rectus  muscle  and  peritoneum.  On  open- 
ing the  peritoneum,  a  small  amount  of  foul-smell- 
ing fluid  escaped.  Exploration  revealed  a  mass  in 
the  ileo-cecal  region.  On  delivering  this  outside 
the  abdominal  cavity,  the  tumor  was  found  to  be 
an  ileo-ileocolic  ( ileaca-ileocolica)  intussusception, 
that  is,  an  enteric  intussusception  which  had  passed 
through  the  ileo-cecal  valve  and  formed  an  elong- 
ated tumor  in  the  cecum.  The  cecal  valve  was  not 
invaginated.  After  reducing,  with  quite  some  dif- 
ficulty, the  intussusceptum  out  through  the  ileo- 
cecal valve  by  gentle  manipulation,  there  still  ex- 
isted an  enteric  intussusception,  which  had  started 
at  quite  some  distance  from  the  ileo-cecal  valve. 
Within  the  ileum  a  small  tumor  was  felt  which 
made  it  extremelv  difficult  to  reduce.  The  enteric 
intussusception  was  finallv  disinvaginated  by  gentle 
milking  and  traction  with  the  discharge  of  quite 
some  little  fluid  of  a  foul  odor. 

About  12  inches  of  ileum  was  lusterless  and  pan- 
grenous.  with  part  of  its  serous  coat  torn.  A  h'ttle 
more  than  12  inches  of  gut  were  excised,  an  end-to- 
end  anastomosi';  was  made  bv  means  of  a  Murphy 
button,  reinforced  bv  Lembert  sutures,  and  the 
mesenterv   was    sutured.     A     cigarette     drain    was 
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down  to  the  site  oi  anastomosis  and  ;: 
nal  wound  was  closed  b)  the  layer  method 
Outs  small    -inn>.   which   closed   a    few 

days  after,  the  drain  was  removed,  the  patient  did 
well.      1'lu-   button    was   passed   on   the   ninth    da) 
after   operation,    and    the   patient    was    discharged 
from  the  hospital  on   Ma)    21,  a  little  over  three 
weeks  alter  the  operation,  absolutel)   cured.     The 
.  xcised  gut  contained  a  submucous  nodular  mass 
adenoma  I  about  the  size  of  a  large  hazelnut  which 
..  of  the  intussusception  anil 
vas  the  1  tiological    factor  in  the  produc 
11.  mi  of  this  ■  lion. 

\ccording    to   the    literature,    ileaca-ili 

intussusception,    has    not    been     fn 
quently  observed,  and  adenomas  of  the  intestini   ar 
rare,  ami  as  an  etiological  factor  in  the  production 
estinal  invagination  the)   are  still  rarer. 
In   view    of   the   pathological     findings    tin     1  1  1 
therefore  seem?   rathei    unique  ami   worth) 
intj. 


(  IN    I'lll-:   LSI-Ill  LXESS  I  'I    SPE<  I  \1.  CON- 
rAINERS  1"'  »R   PROCTOCLYSIS. 

Chari  i;s  Scon    V'kn  uu.e,  M.l  >., 
Surgeon-in-Charge   "Lee    Surgical    Hospital,"' 

SAN      WH'NIO,     1T.XAS. 

A  little  over  a  year  ago,  at  a  meeting  of  the 
[exas  Medical  Association  at  Dallas,  1  gave  vice 
to  what  was  considered  a  heresy,  in  the  state  nenl 
that  it  was  not  onl)  useless,  but  foolish,  to  attempt 
to  maintain  any  uniform  temperature  of  the  fluid 
in  the  container  in  practicing  proctoclysis.  Do  not 
understand  me  to  decn  proctoclysis,  for  I  consider 
it  of  inestimable  valu<  in  post-operative  treatment: 
and  1  order  it  as  a  routine  for  "clean"'  as  well  as 
septic  cases.  Its  introduction  was  one  of  the  great- 
est achievements  of  a  great  man. 

Two  years  ago,  believing  this  to  be  true,  1  demon 
strated  to  my  own  satisfaction,  that  water  passing 
from  a  container  through  rive  feet  of  tubing  at  the 
,i  40  drops  a  minute  must  lie  2oC,°  F.  in  the 
container  to  be  98  F.  as  it  dripped  from  the  distal 
end  of  the  tube.  This,  am  one  can  demonstrate 
with  a  basin  of  water  and  a  tube  with  an  irri^atim; 
thermometer  in  the  end.  And  again,  ice  water. 
16  1"..  regulated  in  the  same  manner  is  equally  in- 
fluenced by  atmospheric  conditions  and  is  approxi- 
mately at  room  temperature  at  the  drip!  In  other 
words  there  is  sufficient  stasis  in  the  water  in  the 
tube  to  permit  of  its  being  cooled  to  surrounding 
air  temperature. 

My  next  experiment  was  to  coil  a  catheter  in  the 


rectum  oi  a  dog,  leaving  the  outlet  jusl  outside  the 

anus:  and  1  found  that  the  tcmpci  atuic  a;  the 
"drip"  was  imilorinb  0.2  less  than  bod)  tem 
perature,  whethei  wain  at  206  .  81  or  36  had 
been  placed  in  the  container,  I  then  selected  eight 
patients  as  control  with  varying  bod}  temperatures, 
with  the  same  result,  h  would  therefore  appeal 
that  the  fluid  in  passing  al  the  rati  "i  |o  drops  to 
the  minute  through  the  6  01  8  inches  of  tube  in  the 
rectum  then  attains  i„„i\  temperature  and  is  read) 
foi  absorption  al  the  point  of  discharge  into  the 
rectum,  and  is  not  dependent  on  any  temperature 
given  it  in  the  container,  whatevei  the  device  01  d< 
sign,  and  whether  operated  b)  gas,  gasoline,  elec 
tricit)   or  thermos  bottle. 

Since    then,     September  .    1909,     11     lias     been     ill) 

routine  to  have  the  salt  solution,  or  whatever  fluid 
I  have  ordered  for  proctoclysis,  placed  in  the  con 
tainer  at  "room"  temperature,  to  be  administered 
continuously  for  four  hours  and  discontinued  two 
hours  alternately.  Complain  from  the  patient,  or 
non-retention  are  unknown  quantities,  unless  the 
drip  has  been  imperfectly  regulated  b)  the  nursi  . 
and  when  this  was  corrected  u  uniforml)  overcame 
the  difficult) . 

In  these  two  years  proctoclysis  lias  been  ad 
ministered  in  this  manner  to  ovei  600  patients,  in 
which  service  of  unselected  cases  there  has  been  a 
mortalit)  of  less  than  3  per  cent.;  which  would 
seem  to  show  that  whatever  is  dm-  proct  idysis  in 
lessening  our  mortality,  is  credited  an  1  is  borne 
out  clinically  by  the  end  result  of  ibis  technic 


Letters  to  the   Editor 


Charleston  Kanawha,  W.  Va..  Octobers,  1911. 
To  tlir  Editor,  American  Journal  oi   Si  rger's  : 

I  notice  an  editorial  in  the  AMERK  \\  JOURNAL 
of  Surgery,  September,  1911,  on  the  subjeel  ol 
skin  disinfection.  1  wish  to  say  that  while  the  ar- 
ticle of  Grossich  in  the  ZentrcUblatt  ftir  Chirurgie, 
1  ictober,  n  08,  is  usually  said  to  be  the  first  recorded 
use  oi"  iodin  for  this  purpose,  I  began  usin^  the 
tincture  of  iodin  for  this  purpose  in  1005,  and  pub- 
lished my  method  in  the  Journal  of  the  A.  M.  A. 
April  14.  1906,  page  110.2.  I  also  described  m) 
method  in  American  Medicine.  November,  1906,  in 
the  Therapeutic  Gazette.  May  15,  1907,  and  in  the 
;  mrnal  of  the  A.  M.  A..  Ma)    11,  1007. 

1  was  in  Munich  in  the  fall  ot  TQ07.  and  noticed 
that  Doderlein  was  using  iodin  as  a  skin  disin 
fectant  regularly  in  his  clinics. 

Very  truly  yours, 

I.  E.  Cannad.m  . 
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DEVELOPMENTS  IN  RADIOGRAPHIC  DI- 
AGNOSES OF  THE  HOLLOW  VISCERA. 
Only  the  osseous  and  dental,  of  the  normal  ani- 
mal tissues,  possess  sufficient  opacity  to  the  .r-rays 
to  be  studied  pictorially  on  the  radiogram,  and 
thus  the  early  Roentgen  pictures  portrayed  onl) 
skeletal  structures.  In  the  thorax  the  denser  struc- 
tures— the  heart,  the  blood-filled  aortic  arch — are 
opaque  relatively  to  the  surrounding  air-distended 
lung  tissue,  and  so  the  heart  and  the  normal  and 
diseased  aorta,  deposits  and  cavities  in  the  lungs, 
and  fluid  and  air  in  the  pleural  spaces  came  soon 
within  the  sphere  of  radiography,  as  outline  studies 
only,  however.  Similarly  an  occasional  brain  tumor 
came  to  be  recognized  in  silhouette  ;  and  conversely, 
but  later  and  with  much  greater  accuracy,  the  cra- 
nial air  sinuses  yielded  their  secrets  to  .r-ray  study. 
Meanwhile,  pathological  tissues  of  bony  opacity 
acquired  great  interest  to  radiographists,  and  the 
x-ray  diagnosis  of  urinary  calculi  was  developed 
in  a  few  years  to  a  point  of  great  accuracy — one 
of  the"  most  significant  accomplishments  of  modern 
medical  resource. 

The  outlines  of  the  kidneys  can  be  limned,  often 
only  faintly,  by  the  expert  radiographist ;  the  psoas 
muscles — and  many  muscles  of  the  extremities — 
can  be  shadowed ;  so  can  the  liver  and  spleen  in 
small  children ;  gas-filled  areas  in  the  bowels  are 
shown   on   the   picture   by   contrast    with   the    sur- 


rounding shadow — but  these  are  the  limits  of  un- 
aided visceral  radiography  below  the  diaphragm. 

To  further  study  the  hollow  organs  and  abnor- 
mal spaces  in  the  body  artificial  aids,  opaque  to  the 
Roentgen  ray,  were  called  in.  We  are  becoming 
quite  accustomed  to  demonstrating  skiagraphicalh 
the  paths  of  the  ureters  by  means  of  opaque  or 
stiletted  catheters,  and  to  studying  the  outlines  of 
the  kidney  pelves  bv  injecting  collargol  suspension, 
argyrol  solution,  etc. 

Of  the  various  metallic  salts  thus  employed 
radiographically  bismuth  has  been  the  most  ac- 
ceptable. Thus,  it  was  early  used  in  tracing  sinuses, 
and  in  studying  the  terminal  bloodvessels  by  injec- 
tion into  the  arteries  of  cadaveric  tissues.  But  the 
most  interesting  and  useful  field  for  bismuth  emul- 
sions and  capsules  in  .r-ray  studies  has  been  the 
digestive  tract.  Its  employment  in  the  diagnosi- 
of  stricture  and  diverticulum  of  the  esophagus  was 
a  comparatively  easy  accomplishment.  It  is  of  the 
stomach  and  intestines  that  bismuth  radiograph) 
is  now  the  absorbing  study — presenting  as  it  does 
so  many  technical  difficulties  and  involving  so 
many  unsolved  physiological  data. 

The  earlier  experiments  of  Cannon  (njo-t' 
taught  certain  important  facts  in  the  movements 
of  the  bowels  during  digestion  and  at  the  same 
time  established  the  value  of  bismuth  radiography 
for  further  study.  The  moving  .r-ray  picture  was 
the  next  development  in  the  study  of  the  mechani- 
cal processes  of  digestion,  and  cinematographic 
silhouettes  of  your  gastric  peristalsis  can  be  thrown 
on  a  screen  with  an  effect  that  is  startling,  even' 
weird ! 

The  study  of  the  outlines  and  movements  of  the 
healthy  stomach  and  bowels  led  to  the  recognition 
of  certain  variations  from  the  usual  that  were,  dis- 
tinctly abnormal,  and  in  many  instances  these  va- 
riations could  be  correctly  interpreted.  Thus,  a 
marked  concavity  interrupting  the  shadow  of  the 
convex  border  of  the  greater  curvature  of  the 
stomach  indicated  the  presence  there  of  a  tumor, 
and  similarly  adhesions  between  the  pylorus  and 
the  gall-bladder  obstruction  of  the  pylorus,  etc.. 
were  interpretable  from  the  shadow  of  the  bismuth- 
fed  stomach.  Steady  progress  in  this  special  field 
of  diagnosis  is  being  made  by  many  workers 
abroad  and  by  several  in  this  country,  notably  Leon- 
ard, Pfahler  and  Coles.  But  the  work  is  still  only 
experimental,  and  its  results  are  thus  far  depend- 
ent very  largely  on  the  interpretations  of  the  indi- 
vidual radiographists,  since  even  the  positions  of 
the  stomach  in  health  have  not  vet  been  quite  defi- 
nitely established. 


Editorials  and  Surgical  Suggestions. 


That  we  have  nol  yet  reached  a  point  in  which 
raphy    of    the    stomach    and   bowels    has   a 
•  and  definite  diagnostic  value  makes 
cialh  interesting  the  recent  article  by  Harrj   Adler 
and  II.  1".  Ashbury  in  the  A'.  )  .  Medical  Journal, 
i'M  i   (abstra  msiderable  length 

<■!!  pag  ihis  issue  I,  in  which  I 

what  appears  in  be  a  truly   remarkable  success  in 
demonstrating  gastric  ulcers  by   the  x-ray.     Their 
method  depends   on    the    fact,    the)    say,    that    tie 
ulcerated  surfaces  detain  bismuth  for  a  o 
period    after    it    has    left    the    surrounding    w 

id  so  they  make  then  exposures  at  a  time 
when  the  bismuth  emulsion  will  have  passed  from 
the  stomach  inte  the  bowel.  Their  large  percentage 
irrect  diagnoses  and  their  small  percentage  of 
.i-  determined  b)  subsequent  operations  or 
autopsies  -are  quite  impressive.  If  further  experi 
ence  shows  that  gastric  ulcers  can  indeed  be  made 
to  cast  unmistakahle  shadows  on  the  .r-ray  plate, 
there  will  have  been  established  a  specific  diagnostic 
method  of  very  great  value  and  importance. — 
W.  M.  1'.. 


Till-.  C(  »L(  (RING  OF  FISTULi  >US  IK  \i  TS 
TO  FACILITATE  EXCISIONS. 

That  unsatisfactory  results  in  operations  for  fis- 
tula, notably  those  about  the  anus,  are  so  often  due 
to  failure  to  open  or  to  excise,  because  unseen, 
some  branch  or  ramification  of  the  tract,  led  us 
some  time  ago  to  call  attention  in  these  columns 
(as  a  "Surgical  Suggestion")  to  the  value  of  in- 
jecting a  staining  solution  into  a  fistula  in  ano  just 
before  incising  it. 

The  recent  article  by  Slawinski  (Zentralblatt  fur 
Chiritrgie,  September  16,  iQll),  also  recommend- 
ing this  procedure,  encourages  us  to  refer  again  to 
a  device  that  is  so  satisfactory  in  results  and  so 
simple  in  execution. 

One  may  use,  according  to  the  case  or  to  his  own 
inclination,  a  thin  vaseline  paste  colored  by,  or  an 
aqueous  solution  of,  any  convenient  dye  (Sla- 
winski employs  a  saturated  solution  of  methylene 
blue,  but  the  strength  of  the  solution  is  not  im- 
portant). For  the  injection  of  the  solution  an  or- 
dinary hypodermatic  syringe  will  suffice,  but  a  blunt 
tipped  needle  (as  of  a  lacrimal  syringe)  obviates 
the  chance  of  forcing  the  dye  into  the  surrounding 
tissues  instead  of  into  the  sinus.  If  the  fistula  is 
complete  it  is  desirable  to  press  a  finger  over  its 
inner  extremity  to  avoid  flooding  the  rectum.  The 
only  other  precaution  needed  is  gentle  and  slow 
injection,  lest  overflow  from  the  fistula  spread  itself 
on  the  patient's  buttocks  and  the  operator's  hand. 


With  ever)  ramification  •>!  the  tract  clearly  de- 
monstrated  b)  the  dye,  the  surgeon  will  more  often 
find  himself  excising  pararectal  and  anal  fistula 
incising  them.  Excision  under 
these  conditions  is  usually  not  difficult  and,  as  com- 
pared with  simple  division  or  division  and  curet- 
tage, healing  more  surel)  ami  more 
quickly,  whether  the  wound  he  merely  packed  or 
whether  it  he  i  as  it  sometimes  ma\  well  lie  I  parti) 
or  entirely  closed  1>\  suture.     W.  ML  B. 


Surgical  Suggestions 


Tuberculosis  of  the  bones  develops  in  the 
epiphyses  or  the  joint  synovia.  An  inflammatory 
lesion  in  the  -haft  of  a  long  bone  is  never  tuber- 
>  ulous. 


The    sooner    a    long    bone    is    opened    in    acute 
osteomyelitis  the  less  the  destruction. 


The  .r-ray  is  invaluable  in  the  diagnosis  of  bone- 
cortex  and  periosteal  disease.  In  bone  medulla  in- 
fections it  is  of  little  service. 


No   chronic  bone    swelling   should    be    subjected 
to  operation  without  excluding  syphilis. 


Scrutinize  carefully  every  "fistula"  near  the 
anus;  a  skin-lined  sinus  in  the  median  line,  in 
front  of  or  behind  the  anus,  is  congenital  and 
usually  leads  to  a  small  dermoid. 

A  troublesome  "erosion"  of  the  cervix  may  dis- 
appear without  any  other  treatment  than  the  re- 
placement by  pessary  of  a  coexistent   retroflexion. 


Uterine  curettage  has  its  chief  indications  in 
incomplete  abortion,  metrorrhagia  as  from  sub- 
mucous fibroids,  inoperable  carcinoma,  etc.  Its 
indiscriminate  employment  in  chronic  endome- 
tritis is  to  be  condemned. 


Chronic  tenosynovitis  at  the  wrist  may  be  dif- 
ferentiated from  other  swellings  (e.  g.,  lipoma) 
by  fulness  and  fluctuation  in  the  palm  when  the 
prominent  area  is  pressed  upon. 


The  removal  of  a  wedge  of  skin  at  the  side  of 
an  ingrov  n  i  ail,  as  in  Cotting's  operation,  is  rarely 
ary  and  usually  objectionable.  Granulations 
disappear  quickly  when  the  nail  segment  is  with- 
drawn; if  they  are  exuberant  they  may  be  snipped 
or  burned  off. 
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Surgical  Sociology 

Ira  S.  Wile,  M.D. 

Department  Editor 


In  the  category  of  diseases  there  are  few  that  may 
be  regarded  as  essentially  surgical  from  their  ear- 
liest inception.  Cancer  represents  a  disease  belong- 
ing principally  to  the  domain  of  surgery. 

Despite  the  improvements  in  diagnostic  technic, 
in  spite  of  the  increase  in  hospital  and  dispensary 
facilities  for  the  detection  of  incipient  carcinoma, 
regardless  of  the  intelligent  principle  of  securing 
early  operations,  vital  statistics  reveal  a  striking 
increase  in  the  mortality  from  this  disease.  Since 
1880  the  death  rate  from  cancer  in  seventeen  states 
has  risen  from  3.61  per  10,000  population  to  7.35. 
The-  rate  for  the  registration  area  rose  from  74.3 
in  1908  to  77.0  in  1909,  while  the  average  rate  from 
this  cause  during  the  period  1901  to  1905  was  68.3. 

It  is  exceedingly  striking  that  the  increase  in 
the  incidence  of  cancer  does  not  involve  merely  the 
deeper  viscera  where  the  difficulties  of  diagnosis 
are  heightened,  but  also  affects  the  carcinomata 
that  are  localized  superficially.  Cancer  of  the 
mouth  increased  from  2.1  for  the  period  1901  to- 
1905  to  2.9  during  1909,  and  cancer  of  the  skin 
showed  a  mortality  rate  that  rose  from  2.3  as  the 
average  from  1901  to  1905  to  3.1  in  1909. 

The  usual  assignment  of  cancer  to  the  diseases 
of  old  age  often  beclouds  the  fact  that  cancer  may 
occur  at  any  age  from  infancy  to  senility.  Gastric 
cancer  has  been  reported  by  Riegel  as  occurring  in 
a  six  weeks'  old  infant.  In  New  York  City  during 
1900  there  were  six  deaths  from  cancer  recorded 
between  the  ages  of  five  and  ten  years;  four  be- 
tween ten  and  fifteen  years ;  and  six  between  fif- 
teen and  twenty  years.  Practically  10%  of  the 
deaths  from  cancer  occur  below  the  age  of  forty 
years. 

Cancer  mortality  is  increasing  in  every  decade 
of  life.  Between  1880  and  1907  there  was  a  10% 
increase  in  the  death  rate  from  cancer  below 
twenty  years.  During  the  same  period,  however, 
there  was  a  94%  increase  in  the  rate  for  the  decade 
from  fifty  to  sixty  years.  The  ratio  of  increase 
in  the  cancer  mortality  rate  is  greatest  after  fifty 
years. 

According  to  the  census  62%  of  cancer  deaths 
occur  among  females  as  compared  with  38% 
among  males.  This  striking  difference  is  largely 
due  to  the  frequency  of  cancers  of  the  uterus  and 
of  the  breast.  According  to  the  Registrar-General 
of  England,  one  woman  out  of  every  nine  alive  at 
the  age  of  thirty-five  years  will  die  from  cancer. 
The  relation  of  occupation  to  cancer  has  been  the 
subject  of  much  discussion  since  Virchow  first 
called  attention  to  the  frequency  of  lip  cancers 
among  pipe  smokers  and  to  the  numerous  examples 
of  scrotal  cancers  among  chimney  sweeps.  A  care- 
ful survey  of  the  available  figures  fails  to  show 
any  definite  interrelation  of  cancer  and  occupations. 


It  is  noteworthy  that  the  increase  in  the  mortality 
from  cancer  is  greater  in  urban  than  in  rural  com- 
munities, though  it  is  impossible  to  adduce  any 
reason  for  this  statistical  phenomenon. 

While  there  is  a  recognized  prevalence  of  tuber- 
culosis among  the  colored  races,  the  mortality  from 
cancer  among  the  negroes  is  only  about  one-half 
that  found  among  the  whites  in  the  same  communi- 
ties north  or  south  of  the  Mason  and  Dixon  line. 

Too  much  stress  has  been  placed  upon  the  prob- 
lematical effect  of  heredity  in  the  incidence  of  can- 
cer. The  disease  is  so  common  that  there  are  few 
families  who  will  not  upon  investigation  reveal  the 
fact  that  some  member  thereof  died  from  this 
cause. 

The  increase  in  the  death  rate  from  cancer  is 
real  and  not  merely  apparent  because  of  the  greater 
number  of  persons  whose  lives  have  been  spared 
sufficiently  long  to  enable  them  to  live  to  the  decades 
when  this  disease  is  most  prevalent.  The  ratio  of 
increase  of  the  death  rate  from  cancer  is  greater 
than  the  ratio  of  increase  of  population. 

For  many  years  a  war  has  been  waged  by  all  the 
social  forces  against  the  high  death  rate  from  tuber- 
culosis. During  1909  cancer  caused  45%  as  many 
deaths  as  tuberculosis,  and  as  yet  no  organized  ef- 
fort has  been  made  to  combat  this  horrible  disease. 
The  Crocker  fund  in  New  York  is  available  to 
studv  the  disease  and  if  possible  find  a  means  of 
overcoming  it.  The  International  Association  for 
Cancer  Research  bears  witness  to  the  desire  of 
scientists  to  ascertain  the  methods  of  development 
of  the  disease.  The  New  York  State  Cancer  Lab- 
oratory has  long  been  at  work  upon  the  problem. 
But  progress  has  been  discouraginglv  slow. 

The  transplantation  of  cancers  among  some  of 
the  small  animals  has  given  rise  to  the  view  that 
there  may  be  an  infectious  factor  in  the  etiology 
of  the  disease.  This  view  was  taken  by  the  Ger- 
man Cancer  Commission,  inasmuch  as  in  about 
14%  of  a  large  number  of  cancer  cases  the  parents 
were  found  to  have  suffered  from  a  similar  disease. 
Some  interesting  observations  were  made  by  Behla, 
who  reported  nineteen  cases  of  apparent  infection 
of  husbands  bv  cancerous  wives.  Budd,  Gueillot, 
and  various  others  give  evidence  of  a  similar  na- 
ture, all  going  to  suggest  that  infection  of  some 
sort  is  at  the  basis  of  the  etiology  of  the  disease. 

The  main  social  features  at  present  involved  in 
a  consideration  of  this  serious  disease  group  them- 
selves around  the  proper  care  of  the  sufferers  and 
the  means  of  lessening  the  mortality  rate.  First,  it 
is  regrettable  that  there  is  insufficient  hospital  space 
available  for  the  chronic  sufferer  before  whose 
death  there  is  a  long  period  of  painful  invalidism 
that  lowers  the  home  standards  of  the  families  in 
which  the  disease  occurs,  owing  to  the  constant 
drain  upon  the  purse,  and  the  long  continued  pe- 
riod of  helplessness  requiring  nursing  attention 
that  robs  the  family  of  health  and  strength.  With 
an  unavoidable  death  impending  it  appears  to  be  a 
sad  fate  for  the  entire  househould  to  be  dragged 
down  nearer  the  grave.  Early  diagnosis  in  the 
hospitals  and  dispensaries  is  imperative,  and  the 
public  must  be  enlightened  on  the  necessity  of  early 
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surgical  intervention  as  soon  a-  the  diagnosis  is 
made.  It  is  advisable  i"  14 i \ i-  the  patient  the  benefit 
of  tin'  doubt  and  even  insist  upon  an  exploratory 
operation  rather  than  to  dela)  tin  1  long 

of  time  through  a  hopefulness  that  the  lesion 
ma)  not  be  malignant.  Metastasis  means  mor 
tality,  shadow  of  the  death  to  come 

The  removal  of  pigmented  moles,  the  excision 
of  e\ery  tumor  in  the  mammary  area,  the  study  of 
uterii  ,  the  prompt   interference  in  am 

i  metrorrhagia,  particularly  at  the  meno] 
the  pathological  examination  of   tissues   from  n  I 
cerated  area-  around  the  tongue,  lips,  anus,  or  cei 
\i\.  all  suggest  methods  that  ma)   be  of  value  in 
the  mammoth   task   of   lessening   the   mortalit)    of 
the  disease. 

Constructive  measures  for  the  prevention  of  can 
cer  are  difficult  to  suggest  until  there  are  more 
facts  forthcoming  to  determine  t lie  etiology  of  the 
condition.,  li  is  evident  that  if  trauma  be  a  factoi 
m  the  causation  of  cancer  it  is  important  to  ob- 
viate those  kinds  of  traumata  that  have  been  re- 
garded as  favoring  the  development  of  the  carci- 
nomatous lesions.  It  an  infective  agent  is 
responsible  there  must  be  a  concentrated  attack 
upon  the  trail  of  the  offending  micro-organism 
until  its  nature  is  definitely  ascertained. 

\-  a  disease  that  is  apparently  increasing  beyond 
the  efforts  of  the  surgical  profession  to  limit  its 
deadly  nature,  cancer  demands  especial  attention  in 
the  interests  of  humanity.  There  should  be  estab- 
lished a  clearing  house  for  the  dissemination  of 
information  regarding  carcinomata.  Every  hospital 
should  afford  opportunities  for  pathological  exam- 
ination of  all  suspicious  tissues.  County  hospitals 
or  city  hospitals  should  afford  the  general  practi- 
tioners abundant  chance  to  secure  diagnoses  based 
upon  microscopical  findings.  Many  municipalities 
maintain  large  laboratories  devoted  to  research,  a 
part  of  the  space  of  which  might  well  be  devoted 
to  the  investigation  of  the  numerous  problems  that 
are  related  to  malignant  growths. 

After  the  scientist  has  blazed  the  trail,  it  will  be 
an  easy  matter  for  the  general  profession  to  follow 
111  his  footsteps.  The  true  scientist  is  manifestly  a 
real  social  worker 
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The  Doctor  ix  Politics. 
"The  doctor  in  politics"'  is  urging  legislation  for 
the  betterment  of  mankind,  while  his  timid  brother 
is  complaining  of  the  sins  and  shortcomings  of  his 
competitor-  He  was  the  chief  factor  in  raising  the 
standard  of  medical  education  by  legislative  enact- 
ment, the  pure  food  and  drugs  laws,  the  quarantine 
and  sanitary  laws.  He  is  always  on  the  affirmative 
side  of  moral  questions,  his  influence  being  all  pow- 
erful. He  is  known  far  beyond  the  confines  of  his 
practice  and  neighborhood. — W.  H.  Stemm  in  Jour- 
nal of  the  Indiana  State  Medical  Association. 


One  Hundred  Surgical  Problems.     The    Experiences  of 
1    Explained      Bj    James 
G    Mi  vimki.   \l  1 1 .  Visiting  Surgeon  to  thi   Massachu- 
setts I '  i!  Ho  pital;  Instrui  toi  in  -sin  gei  y,  Hai  trard 

M  Octavo     354    pages.     Bos- 

ton    W.   M     I  EON  UU)    1911, 

1  In  istory  sei  ies"  liy  dif 

The  method  of  teaching  clinical  medicine 

1-  surely  a  mi  and  efficient  one,  yet  lias  been 

neglect  It  is,  therefore,  a  pleasure  to 

at    a    revival   of  the   method   so  brilliantly 

Id  masters  in  medicine.    On  the  whole, 

Mumford  has  done  Ins  work  well,  combining  bedside  ob- 

neral  surgical  information  and  personal  opin 

ion    and    experience    in   a    very   readable   and    instructive 

manner. 

[Tie  ca  histories  dealing  with  digestive  disorders  ap- 
peal  to  US  as  being  the  most  attractive  and  interesting  in 
til.  work.  We  must  deplore  the  lack  of  orderliness  in 
uping  oi  diseases  as  well  as  the  choice  of  titles 
for  some  of  the  chapters.  In  the  chapter  on  dyspepsia  is 
a  straightforward  case  of  perforated  duodenal  ulcer 
One  of  the  chapters  is  called  "seizures"  when  the  author 
may  have  termed  it  "reflex  epilepsy."  because  he  seemed 
to  consider  his  cases  of  such  a  nature.  One  case  (case 
13:  sterility)  was  described  apparently  for  the  sole  pur 
pose  of  pointing  out  that  a  mother-in-law  may  be  "mas- 
terful,  bearded,  strident." 

Although  Mumford  usually  brings  out  the  important 
facts  in  his  cases  in  bold  relief,  we  sometimes  find  sig- 
nificant features  lost  among  less  important  details.  The 
latter  is  illustrated  in  case  33,  a  patient  who  suffered  from 
"an  acute  renal  infection  of  hematogenous  origin."  The 
author  states,  in  passing,  that  the  patient  lias  "a  slight 
endocarditis."  He  makes  no  further  reference  to  this  fact 
although  he  found  one  kidney  the  seat  of  a  number  of 
areas  of  softening  and  "  a  number  of  small  injected  areas, 
evidently  infarcts."  The  patient  developed  a  pneumonia 
on  the  fourth  day  after  operation  and  died  several  days 
later.  Certainly  the  possibility  of  the  case  being  one  of 
acute  endocarditis,  with  multiple  septic  emboli,  should  have 
been   indicated. 

Despite  these  minor  criticisms  the  book  will  be  found 
very  interesting  and  instructive,  well  prepared  by  the  pub 
lisher,  and  containing  a  number  of  handsome  plates  oi 
bismuth  radiograms  of  abnormalities  of  the  colon. 

La    Pratique    des    Maladies    des    Enfants.         Vol.    VII 
Chiriirgie  des  Enfants.   By  Broca,  Froelich,  Mouchet, 
Guisez  and  Terrien.     Octavo;  540  pages;  235  illustra- 
tions.    Paris:   J.   B.    Bailuere  et  Fils,   1911.     Price 
$2.80,  in  paper  cover. 
In  keeping  with  the  other  seven  volumes  of  this  system 
of   pediatrics   the   surgeons   who   have   been   most   promi- 
nent  in   the   field   of   surgery   of   children   in   France   have 
been   selected    for   this   volume.     The   object   of  this   new 
system   has  been   to  place   a   practical   and   comprehensive 
series  before  the  physician  ;   and  the  authors  have  surely 
succeeded   in  doing   so   in   the  volume  on   surgery.     Froe- 
lich's  share  in  the  surgery  of  the  digestive  cardio-vascular 
and   pulmonary   system ;    Broca    and    Mouchet,   genito-uri- 
nary   surgery ;   diseases   of   the   larynx,   nose   and   ear,   by 
Guisez;  diseases  of  the  eye,  by  Terrien. 

The  subject  grouping  is  admirably  uniform  and  clear 
throughout  the  different  sections  of  the  work.  The 
authors  devote  most  of  their  space  to  diagnosis  and  general 
therapeusis,  so  that  one  finds  but  brief  descriptions  of 
operative  procedures  that  leave  much  to  be  desired  in  re- 
spect to  detail  and  lucidity.  Although  no  attempt  at 
bibliographical  fulness  has  been  made,  we  believe  that 
the  value  of  the  book  would  be  greatly  enhanced  if  epoch 
making  surgeons  and  their  work  were  more  directly  alluded 
to.  We  note  that  scant  mention  is  made  of  the  non-French 
surgeons;  for  example,  in  the  section  on  cleft-palate  (page 
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30)  the  author  refers  very  briefly  to  the  Brophy  operation 
and  does  not  even  speak  of  the  splendid  work  of  the  Eng- 
lish surgeons  in  this  field. 

The  simplicity  of  style  and  clarity  of  text  that  are 
maintained  through  this  work  are  noteworthy  features.  It 
may  be  that  the  effort  in  this  direction  has  been  the 
cause  of  the  occasional  omission  of  important  facts.  Thus, 
in  the  description  of  dermoid  cysts  of  the  face  (page 
39)  no  mention  is  made  of  the  very  thin  septum  that  is 
not  infrequently  the  only  structure  lying  between  an  or- 
bital dermoid  cyst  and  the  meninges.  Noma  is  not  de- 
scribed in  the  section  devoted  to  gangrenous  inflammation 
of  the  vulva  (page  251).  Gonorrheal  inflammation  re- 
ceives but  passing  notice  in  a  long  chapter  upon  catarrhal 
conjunctivitis  (page  372). 

Many  of  the  illustrations  enhance  the  value  of  the  text, 
yet,  as  a  whole,  this  department  of  the  book  leaves  much 
to  be  desired.  Some  of  the  photographs  are  vague  and 
blurred  (that  on  page  60,  for  example),  and  some  of  the 
drawings  are  far  from  artistic  or  true  to  life,  e.  g.,  that  on 
page  109.  Despite  these  criticisms  we  believe  that  the 
volume  will  appeal  to  the  wide  circle  of  physicians  in- 
terested in  the  surgery  of  childhood. 
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The  Blood  and  Its  Third  Anatomical  Element.  Ap- 
plication of  the  Microzymian  Theory  of  the  living  or- 
ganization to  the  study  of  the  anatomical  and  chemical 
constitution  of  the  blood  and  to  that  of  the  anatomical 
and  physiological  causes  of  the  phenomena  of  its 
coagulation  and  of  its  other  spontaneous  changes.  By 
A.  Bechamp,  formerly  Professor  in  the  Medical  Fac- 
ulty of  the  Montpelier  (France),  corresponding  mem- 
ber of  the  Academy  of  Medicine,  etc.  Translated 
from  the  French  by  Montague  R.  Levekso.v,  M.D.. 
of  the  Baltimore  Medical  School  and  M.A.  and  Ph.D. 
of  the  University  of  Gottingen.  Duodecimo;  438 
pages.  Philadelphia  Boericke  &  Tafel.  1911.  $1.50. 
Postage,  10  cents. 

Hieronymus  Fracastor's  Syphilis  from  the  original 
Latin.  A  translation  in  prose  of  Fracastor's  immortal 
poem.  Octavo :  58  pages.  St.  Louis,  Mo. :  The 
Puilmar  Company. 

The  House  Fly — Disease  Carrier.  An  Account  of  its 
Dangerous  Activities  and  of  the  Means  of  Destroy- 
ing It.  By  L.  O.  Howard,  Ph.D.  Small  octavo;  312 
pages ;  illustrated.  New  York :  Frederick  A.  Stokes 
Co.,  1911. 

Year  Book  of  the  Pilcher  Hospital,  Brooklyn,  for  the 
period  from  March  16,  1910,  to  March  31,  1911.  Lewis 
S.,  Paul  M.  and  James  T.  Pilcher,  Staff  of  the  Hos- 
pital. 

Practical  Cystoscopy  and  the  Diagnosis  of  Surgical 
Diseases  of  the  Kidneys  and  Urinary  Bladder.  By 
Paul  M.  Pilcher,  M.D.,  Consulting  Surgeon  to  the 
Eastern  Long  Island  Hospital.  Octavo  of  398  pages, 
with  233  illustrations,  29  in  colors.  Philadelphia  and 
London:  W.  B.  Saunders  Co.,  1911.     Cloth,  $5.50,  net 

Manual  of  Pathology,  including  Bacteriology.  The  Tech- 
nic  of  Post-Mortems,  and  Methods  of  Pathologic 
Research.  By  W.  M.  Late  Coplin,  M.D.,  Professor 
of  Pathology-,  Jefferson  Medical  College,  Phila- 
delphia; Medical  Director  of  the  Jefferson  Medical 
College  Hospital;  Pathologist  to  Jefferson  Medical 
College  Hospital  and  to  the  Philadelphia  (Block- 
ley)  Hospital,  etc.  Fifth  Edition.  Rewritten  and 
Enlarged.  Octavo;  1139  pages;  612  illustrations, 
and  twelve  plates.  Philadelphia:  P.  BlakistonV 
Son  &  Co.,  1911.    $4.o0 

Vaccine  Therapy  in  General  Practice.  By  George  H. 
Sherman,  M.D.  Duodecimo;  142  pages.  Detroit, 
Michigan      Published  for  the  Author,  1911 


Further   Experience   in   X-Ray   Diagnosis   of   Ulcer   of 
the  Stomach  and  Duodenum,  Embracing  Seventy- 
five  Cases.     Harry  Ailer  and  Howard  E.  Ashbury. 
Baltimore.    N.  Y.  Medical  Journal,  October  7,  1911. 
The   principle   of  this   method   of    demonstrating   ulcers 
by  the  *-ray  is  based,  upon  the  fact  that  the  crater  of  an 
ulcer    will    retain    a    salt    of    bismuth    after    the    normal 
mucosa  has  been  cleared  of  it  by  the  peristaltic  action  of 
the  stomach   and  intestine. 

The  method  consists  in  making  several  skiagraphs  of 
the  patient's  stomach  at  definite  periods,  after  the  ad- 
ministration of  known  quantities  of  one  of  the  harmless 
salts  of  bismuth   (preferably  the  subcarbonate). 

1.  The  preparation  of  the  patient. — A  laxative  is  ad- 
visable twenty-four  hours  before  the  examination,  at  which 
time  light  or  liquid  diet  should  be  ordered;  twelve  hours 
before  the  first  bismuth  is  taken  all  food  and  liquids  are 
restricted  by  mouth,  then  ninety  grains  of  the  subcar- 
bonate of  bismuth   is   given  in   two   ounces  of   water. 

2.  The  first  skiagraph  is  taken  within  from  four  to  six 
hours  thereafter,  this  interval  representing  the  normal 
clearance — time   for  a  normal   stomach   to   empty   itself. 

3.  Second  skiagraph. — As  soon  as  the  first  plate  is  known 
to  be  satisfactory,  the  patient  is  given  a  mixture  con- 
taining 

B     Bismuth   subcarbonate  ) 

[-of   each   oiss 

Powdered  acacia ) 

Pepperment    water    oii 

Water    q.   s.   ad   oxvj 

and  the  second  exposure  is  made. 

4.  The  development  should  be  carried  to  a  point  where 
all  the  detail  possible  can  be  obtained,  trying  to  prevent, 
as  much  as  possible,  the  minor  defects  in  the  film  which 
may  be  right  at  ulcer  shadow.  It  is  often  wise  to  make 
duplicate  plates  of  each. 

Under  normal  conditions  the  stomach  will  clear  itself 
of  ninety  grains  of  bismuth  within  four  hours,  and  the 
bismuth  retained  at  the  site  of  an  ulcer  will  remain  there 
two  hours. 

In  numbers  of  normal  stomachs  and  cases  with  marked 
gastroptosis,  the  clearance  time  has  always  been  less  than 
four  hours.  In  carefully  prepared  patients  the  first  dose 
is  found  in  the  cecum,  the  intestine  being  entirely  free 
of    bismuth. 

From  these  observations  one  can  feel  reasonably  safe 
in  assuming  that  any  bismuth  which  remains  in  the 
stomach  after  the  normal  clearance  time  is  held  there  by 
some  pathological  condition  which  interferes  with  normal 
peristalsis  or  holds  the  bismuth  by  the  presence  of  some 
agglutinant  substance  which  prevents  the  elimination  of 
the  bismuth,  or  by  some  permanent  obstruction  to  its 
outlet.  In  the  duodenum,  adhesions  and  dilatation,  or  re- 
laxation at  the  site  of  the  ulcer  plays  an  important  part 
in  its  retention.  Ulcerations  in  the  fixed  portion  of  the 
duodenum  are  more  easily  detected  than  in  the  freely  mov- 
able portion. 

The  plates  are  best  viewed  when  placed  side  by  side  on 
a  large  window  facing  the  northern  sky,  or  in  a  Wheat- 
stone  stereoscope  illuminator.  The  first  plate,  being  the 
most  important,  is  viewed  first,  and  note  is  made  of  any 
isolated  spots  of  bismuth.  If,  by  comparison  with  the  sec- 
ond plate,  an  isolated  spot  is  detected  in  the  stomach  area, 
this  should  be  noted  as  suspicious  of  ulcer  of  the  stomach  ; 
if  outside  of  the  stomach  area,  in  the  course  of  the  duo- 
denum, as  a  duodenal  ulcer.  The  character  of  the  ulcer 
shadow  is  usually  thin,  irregular  in  outline,  but  circum- 
scribed. There  may  be  more  than  one.  If  much  of  the 
dose  is  retained  the  shadow  is  larger,  generally  located  at 
the  pylorus,  and  the  bismuth  is  not  seen  in  the  caecum 
This  would  point  to  an  obstruction.  In  such  a  case  it  is 
difficult  to  say  from  the  skiagraph  whether  an  ulcer  is 
present  or  not.  but  the  stomach  outline  in  the  second  plate 
usually   serves   as   an    aid   by   throwing   light   on    the   true 
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condition      I  the   ulcer  maj    be   approximated 

from   the   am. huh   of   bismuth    retained    at    us   siti 

the  larger  quantity   of  bismuth  it  will  retain 

low   « ill   be  seen.    In  the 

cial  ulcers  tin-  shadow   is  usually  thin 

n  have  to  be  verified  bj  :amina- 

■   - 

The  ■  •  error  due  to  incorrect  interpretation 

is  thorough, 
.    interval   b  bismuth   and 

the  tir-t  plate  lias  been  carefully  timed. 

The   authors    record    their    results    under   the    following 
hea.ls: 
1    Ulcer  diagnosticated  by  x-ray. 
Group  a — Cases  verified  even   cases'). 

i    of   c  trdinal 
symptoms  of  hemorrhage,  pain   and  localized   tenderness 

(seventeen  c. 

Unfitted   for  x-ray  examination   in  which  the 
findings   were  negative. 

ip  a     Negative  findings  substantiated  by  operations 
i  twelve  cast 
h — Negative  findings  substantiated  by  later  clinical  his- 

:.  ni    cases  I 
c     Negative     findings     substantiated     by    autopsy     (two 
cases). 

findings  unsubstantiated    (six   ca 
3.  Cases   in   which   x-ray   diagnosis   was   incorrect    (two 
cases'*. 
a—Ulcer  not  detected  by  x-ray. 

b — Ulcer   diagnosticated    by     .r-ray.     Operation    showed 
gallstones. 

ises    clinically   ideer    in   which   X-ray    findings    were 
negative    (two  cases). 

a — .V-ray  examination  made  two  weeks  after  instituting 
Lenhartz  treatment. 

b — Clinically   duodenal   ulcer. 

Some  Apparently  Obscure  Conditions  of  the  Gastro- 
intestinal Tract  and  the  Practical  Application  of 
the  Rontgen  Ray  in  Their  Diagnosis.  G.  R. 
Satteblee  and  1..  T.  Lewald,  Xew  York.  Journal  A. 
M.  A.,  October  14.  1911. 
Satterlee  &  Lewald  find  that  the  length  of  time  taken  by 
the  contents  of  the  gastro-intestinal  tract  to  reach  each 
division  of  the  tract  to  leave  it  empty  can  be  definiely  de- 
termined by  the  bismuth- Rontgen-ray  test,  and  the  normal 
motility  of  each  part  of  the  tract  can  be  definitely  deter- 
mined. The  food  after  injection  begins  to  pass  into  the 
small  intestine  immediately  and  at  least  one-quarter  of 
the  gastric  contents  reaches  the  jejunum  within  an  hour. 
Five  hundred  c.c.  of  milk  or  soup  is  clear  of  the  stomach 
within  two  and  a  half  to  four  hours  and  the  final  empty- 
ing time  is  not  influenced  by  the  existence  of  an  increased 
amount  of  hydrochloric  acid  in  the  gastric  contents.  The 
time  consumed  in  passing  to  the  cecum  averages  two 
hours.  It  varies  from  one  to  four  hours  and  is  shorter  in 
children.  The  complete  emptying  time  of  the  small  in- 
testine after  this  meal  is  probably  about  six  hours.  They 
find  that  the  bismuth-Ror.tgen-ray  test  is  harmless  and 
practical  and  can  be  an  aid  in  the  intelligent  application 
of  the  ordinary  methods  of  treatment.  It  should  be  em- 
ployed before  any  operation  is  employed.  They  prefer 
the  administration  of  the  bismuth  by  the  mouth  over  that 
by  the  rectum  as  giving  a  more  natural  appearance  to 
the  intestine.     Milk  is  used  as  menstruum. 

Hydatid  Mole:    Its  Relation  to  Chorioepithelioma  and 
Cystic  Degeneration  of  the  Ovaries.     With  Report 
of  Two  Cases  Complicated  with  Eclampsia.     H.  N. 
Vineberrg,  New  York.  American  Journal  of  Obstetrics, 
September,   1911. 
Vineberg  reviews  the  literature,  and  discusses  the   de- 
cidual versus  the  ovular  theory  of  the  origin   of  hydatid 
mole.     He    also   reports   two   cases   of    eclampsia    due   to 
hydatid   mole   without   fetus.     Very  few   such   cases   have 
been    noted.     The    most    imnortant   point   of    the    author's 
communication   is  his  technic  for  removal  of  the  hydatid 
contents  of  the  uterus.     Anterior  vaginal  Cesarian  section 
is  recommended.     By  this  method  the  cysts  are  rapidly  re- 
movable without  excessive  bleeding,  the  uterine  cavity  c- 
be  freely  palpated  and  the  cysts  completely  removed.     Any 
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Increase  and  Production  of  Labor-Pains  with  Pituitrin 
ung  mid  Wehenerregung  durch   Pitui 
trin  i     R     Sti  !■■  ■..    Breslau      Zentralblatt    fur    ( 
kologig,    August  •"'.   V.'\] 
Numei  hown  thai  subcutaneous  injec- 

extract  increase  laboi    pains  and  cause 
. .i    the    uterus       I  he  author  has 
in. lure  labor     In  two  i  ases  of  multi- 
para,   in    tin     ilfith    .ni.l    :W;h    week,    respectively,    injection! 
of  0.6   (10  grains')   inaugurated  uterine  contractions  which 
lasted  hours.     The  injections   were   repeated 

after  a  wait. of  6-10  hours.  In  the  first  case  labor  was  com- 
pleted  after  three  days,  in  the  second  after  lour  days. 
The  same  treatment  was  used  in  a  woman  who  suffered 
fr.nn  tuberculosis,  but  had  reached  only  the  82d  week 
After  three  days  onlj  slight  dilatation  had  been  obtained. 
A  metreuryntei  likewise  produced  no  pains,  but  when  an- 
other dose  of  pituitrin  was  then  given  labor  promptly  set  in. 
In  two  cases  of  early  pregnancy  the  drug  produced  labor 
pains,  but  no  evacuation  of  the  uterus.  Evidently  a.  cer- 
tain irritability  of  the  uterus  must  be  present  to  per- 
mit of  effective  result.  In  six  cases  of  Cesarian  sec- 
tion pituitrin  caused  prompt  expulsion  of  the  placenta  five 
times.  Further  study  may  show  that  pituitary  extract  will 
prove  to  be  a  simple  and  innocent  means  of  inducing  labor 
at  term. 

The    Treatment    of    Hereditably    Syphilitic    Nurslings 
by  Means  of  Injections  of  Salvarsan  to  the  Nurs- 
ing  Mother.   (    Zur   Pchandlung  des  hereditds  syph- 
litischen  S'duglings  durch  Behandlung  seiner  stillendeti 
Mutter    mil    Salvarsan.)      S.    Ascheim,    Charlotten- 
burg.     Zentralblatl  fiir  Gynakologie.  August  5,  1911. 
Several   reports   have  been   published  of   the   successful 
cure  of  syphilis  in   nursing  infants  by  salvarsan   injection 
of  the  nurs'tig  mother.    The  therapeutic  effect  is  supposedly 
due  to  antibodies  carried  over  in  the  milk,  as  no  trace  of 
arsenic  has  been  found. 

Aschheim  records  the  case  of  a  premature  syphilitic  in- 
fant, whose  mother  received  salvarsan  four  days  post- 
partum. The  numerous  pemphigoid  and  popular  lesions 
promptly  disappeared,  and  the  child  was  discharged 
cured  (?)  But  five  weeks  later  severe  sypfrlitic  lesions  re- 
appeared in  the  nursling  requiring  mercurial  treatment 
The  author  therefore  warns  against  accenting  favorable  re- 
ports unless  the  patients  are  followed  for  some  t:me,  and 
likewise  advises  against  this  method  of  therapy  as  severe 
signs  of  lues  have  been  noted,  in  at  least  one  instance,  and 
first  appeared  after  the  salvarsan  was  given  to  the  nursing 
mother. 

Diagnosis  and  Treatment  of  Genital  Tuberculosis  in  the 
Female.       (Die    Diagnose    und    Thcrapic    der    Geni- 
taltubcrculose    des    Weibes).      P.    Kroemer,    Greifs- 
wald.      Deutsche    Medicinische    Wochenschrift,    1911, 
No.  23. 
The  most  common  seat  of  the  genital  tuberculous  lesion 
is   the   Fallapian    tube.     The  clinical   course   is   not   infre- 
quently one  characteristic  of  painful  diseased  adnexa  and 
affords    an    occasional    surprise   to   the    surgeon    operating 
for  the   ordinary   inflammatory  disease.     Of  267  cases  of 
female   genital    tuberculosis,  the   tubes   were   involved   222 
times;   the  ovaries.  42;   the  corpus  uteri,   67;   the  cervix. 
11;  and  the  vagina,  16  times.     The  infection  seems,  in  gen- 
eral, to  be  a  descending  one.     The  ovaries  are  often  found 
free   from  disease  even  when  the  adjoining  tubes  are  ex- 
tensively involved.     The  question  of  a  primary  tuberculous 
lesion  in  the  female  genital  system  is  st '11  unsettled  except 
for  a  few  authentic  cases  of  primary  cervical  tuberculosis. 
From  the  practical  viewpoint  it  is  at  present  immate'ial 
whether  the  genital  lesion  is  primary  or  secondary,  whether 
the  infection  is  a  hematogenous  one  or  has  occurred  by  ex- 
tension from  adjoining  tuberculous  lesions.     If  the  genital 
lesion  is  but  a  part  of  a  generalized  tuberculosis  or  a  dif- 


Vol.   XXV,     No     n 


Progress  in  Surgery. 


37i 


fuse  abdominal  tuberculosis  surgical  intervention  is  not  in- 
dicated. When  the  pelvic  signs  and  symptoms  are  prom- 
inent in  the  symptom  complex,  operation  upon  the  pelvic 
organs  is  indicated,  even  in  the  presence  of  other  un- 
doubted fact  of  abdominal  tuberculous  disease. 

Tuberculous  adnexal  inflammation  leads  to  the  forma- 
tion of  larger  or  smaller  tumor  masses,  just  as  in  gonor- 
rheal disease.  The  symptoms,  however,  bear  no  relation 
to  the  size  of  these  masses  and  depend  chiefly  upon  the 
local  adhesive  or  exudative  peritonitis.  The  symptoms  be- 
come most  pronounced  when  mixed  infections  occur.  Al- 
though miliary  tuberculosis  of  the  tubes  occasionally  oc- 
curs and  baffles  all  efforts  at  diagnosis,  the  more  commonly 
found  tuberculosis  of  the  adnexa  can  usually  be  diagnosed. 
In  two-thirds  of  a  large  series  of  cases  the  patients  suf- 
fering from  genital  tuberculosis  had  some  form  of  tubercu- 
losis in  earlier  life.  Patients  suffering  from  tuberculosis 
adnexa  almost  always  complain  of  severe  backache  and 
abdominal  pain,  both  increased  on  exertion.  The  dysmenor- 
rhea from  which  they  suffer  is  peculiar  in  persisting 
throughout  the  menstrual  period.  Menorrhagia  is  usually 
present :  amenorrhea  occurs  only  in  the  advanced  cases. 
Sterility  is  not  necessarily  an  early  symptom,  but  it  is  in- 
variably before  the  disease  has  advanced  very  far.  Vesical 
disturbances — frequency,  dysuria — are  often  present  with- 
out any  abnormality  to  be  found  by  cystoscopy  examina- 
tion of  the  bladder.  There  may  be  alternating  constipation 
and  diarrhea.  A  unilateral  mass  is  but  rarely  found 
upon  local  examination.  The  tumors  are  generally  bilateral 
and  may  or  may  not  be  associated  with  enlargement  or 
fixation  of  the  uterus.  A  tuberculous  tube  can  no  longer 
be  considered  to  have  a  characteristic  shape.  The  contrast 
between  the  size  of  the  masses  and  the  oft-times  slight 
tenderness,  as  well  as  the  contrast  between  the  local  find- 
ings and  slight  or  absent  fever,  are  important  points.  A 
mixed  infection,  of  course,  alters  these  conditions.  Ac- 
cording to  Kraemer  the  most  valuable  aid  in  the  diagnosis 
is  an  attempt  at  establishing  an  involvement  of  the  pelvic 
peritoneum.  By  rectovaginal  examination  one  may  feel 
smaller  or  larger  nodules  in  Douglas'  sac,  on  the  posterior 
surface  of  the  uterus  or  on  the  sacro-uterine  ligaments. 
The  diagnosis  of  tuberculosis  of  the  cervix,  vagina  and 
vulva  is  a  much  simpler  matter. 

Reference  has  already  been  made  to  therapy.  In  general, 
operation  is  not  only  indicated,  but  imperative  in  cases  in 
which  excision  of  genital  foci  would  appear  to  be  the  re- 
moval of  the  chief  tuberculous  lesion  in  a  woman.  In 
isolated  tuberculosis  of :  1.  The  vulva  and  vagina — ex- 
tirpation of  the  focus  if  technically  possible.  2.  The  cervix 
or  uterus — vaginal  hysterectomy.  3.  The  tubes — bilateral 
salpingectomy.  In  generalized  genital  tuberculosis  the  rad- 
ical abdominal  operation,  saving  the  ovaries  only  when 
they  are  clearly  uninvolved.  When  involvement  of  the 
pelvic  peritoneum  has  been  established  the  abdominal  oper- 
ative route  should  always  be  chosen. 

Professor  Wertheim's    Method    for    the    Removal    of 
Cancer  Originating  in  the  Uterine  Cervix.      H.  T. 

Hutchins,  Boston.  Boston  Medical  and  Surgical  Jour- 
nal. August  17,  1911. 
Hutclr'ns  describes  the  technic  of  Wertheim's  operation 
for  uterine  cancer  and  makes  a  strong  plea  in  its  favor. 
Quoting  Wertheim's  last  statistics  he  shows  that  the  oper- 
ative mortality  has  been  reduced  from  30  per  cent,  in 
Wertheim's  first  one  hundred  cases,  to  15  per  cent,  in  his 
fifth  one  hundred,  the  average  mortality  being  IS  per  cent. 
Two  hundred  and  fifty  cases  have  now  been  followed  for 
five  years  since  operation ;  of  these,  78  have  had  recurrence ; 
of  this  number,  a  number  have  again  been  operated  upon 
and  can  be  considered  cured.  Of  the  78  recurrences,  in  "2 
it  took  place  in  the  iliac  lymph  nodes.  One  hundred  and 
six  patients  remained  absolutely  free  from  recurrences  for 
five  years.  A  further  great  advantage  of  the  operation  con- 
sists in  the  fact  that  the  operability  of  uterine  cancer  cases 
has  ri-en  from  15  per  cent,  to  61.9  per  cent.  For  the  de- 
tails of  the  operation,  the  reader  is  referred  to  the  original 
paper. 

Knee-joint   Tuberculosis   in    Adults.     Edwin   W.   Ryer- 
son.  Interstate  Medical  Journal,  August.  1911. 
Starting  from  the  point  that  the  synovial  type  of  the 


disease  with  little  or  no  bone  involvement  has  a  pos- 
sible chance  of  being  cured  by  five  years  of  conserva 
tive  treatment;  and  if  much  bone  or  cartilage  is  in- 
volved there  are  three  chances  out  of  four  for  recovery 
with  a  knee  practically  stiff  after  five  to  ten  years. 
Ryerson  objects  to  the  loss  of  time  and  earning  power 
among  the  working  classes  by  these  methods.  He 
advocates  early  operation  that  there  may  be  speedy 
return  to  employment  with  the  least  possible  injury 
to  the  knee. 

Dissatisfied  with  the  results  to  be  secured  from 
iodoform  emulsion,  iodin  injections,  formalin  injec- 
tions and  the  use  of  the  Bier  method,  and  only  luke- 
warm about  the  tuberculin  treatment,  he  is  an  advo- 
cate of  a  more  or  less  typical  excision  of  the  knee- 
joint.  After  excision  drainage  is  employed  for  thirty- 
six  hours  or  longer  if  necessary.  A  cast  is  applied 
with  windows  for  the  removal  of  drains  and  for  the 
subsequent  dressings.  Immobilization  should  be  con- 
tinued for  six  months,  or  better,  one  year.  This  ar- 
tificial stiffening  of  the  knee  is  advised  for  practically 
every  case  of  knee-joint  tuberculosis  occurring  in  early 
adult  life,  providing  there  are  no  foci  in  the  tibia  or 
femur. 

Olive  Oil  in  Post-Operative  Nausea.   Clarence  Reginald 

Hyie,  Brooklyn.  ;V.  Y.  State  Journal  of  Medicine, 
October,  1911. 

The  use  of  olive  oil  to  lessen  and  even  control  post- 
operative nausea  has  not  merited  the  attention  of  surgeons 
that  its  success  warrants.  For  over  a  year  Hyde  has  em- 
ployed it  after  ether  anesthesia  is  over  100  cases,  with 
excellent  results. 

The  technic  is  as  follows:  Just  as  the  patient  is  begin- 
ning to  return  to  consciousness  (that  is,  roll  the  head  from 
side  to  side,  slowly  open  the  eyes,  and  moan),  two  ounces 
of  ordinary  olive  oil  are  administered  by  the  mouth  from 
a  cup.  The  patient  must  be  sufficiently  out  of  the  ether 
to  understand  the  command  to  drink  the  oil,  which  is 
then  swallowed  without  any  difficulty.  It  is  of  interest 
to  note  that  after  regaining  consciousness,  the  patient 
does  not  even  recollect  taking  the  oil.  Usually  within 
live  minutes  after  the  oil  has  been  given  there  is  free  and 
copious  vomiting,  which  in  the  large  majority  of  cases, 
concludes  the  gastric  disturbance.  The  vomited  material 
consists  of  large  amounts  of  ether-saturated  mucus,  free 
oil,  and  occasionally  some  bile.  The  nurse  who  gives  the 
oil  should  be  instructed  to  have  at  hand  a  basin  and 
towels,  and  to  remain  by  the  bedside  of  the  patient,  as  the 
vomiting  which  is  initiated  very  soon  after  the  ingestion 
of  the  oil  is  explosive  and  projectile  in  character.  Rarely 
does  a  second  vomiting  attack  occur,  and  within  a  short 
time  the  patient  is  resting  comfortably,  so  far  as  the 
stomach  is  concerned,  and  free  from  nausea  or  retching. 
If  the  oil  is  not  vomited,  as  sometimes  happens,  the  same 
effect  is  obtained:  the  patient  does  not  vomit.  The  ab- 
solute success  of  the  method  depends  on  the  correct  time 
of  administration.  The  oil  must  be  given  when  the  patient 
is  semi-conscious  and  can  understand  the  command  "to 
drink."  If  given  before  this  particular  time,  the  patient 
cannot  swallow.  If  given  after  the  return  to  the  con- 
scious state,  when  the  patient  is  then  nauseated  or  vomit- 
ing, the  oil  will  be  refused,  as  the  sufferer  is  too  stomach 
sick,  and  will  be  made  more  so  by  the  sight  and  odor  of 
the   oil. 

The   Treatment  of  Severe   Hand  and  Finger-Contrac- 
tion the  Result  of  Tenosynovitis.     (Zur  Behandlung 
Schzrerer  Hand-  und  Fingerkontraktion  nach  Sehnens- 
cheidenentsiindung) .    R.  Muhsam,  Berlin.  Zentralbtatt 
fur  Chirurgie,  July  22,   1911. 
In  a  case  of  severe  contraction  of  the  flexor  tendons  of 
the  hand  following  an  extensive  suppuration  tenosynovitis 
which   proved    resistant   to    other    methods    of    treatment. 
Muhsam    resorted    to    the    plan    adopted    by    Henle    for 
ischemic  contractures.     This  consists  in  a  resection  in  con- 
tinuity of  3  cm.  of  both  radius  and  ulna.    The  result  was 
excellent.     Soon   after  healing  of   the   bones   the   patient 
could  close  and  open  the  fingers  in  a  normal  manner.    The 
extensor   tendons   soon    accommodated    themselves    to   the 
shortening.     One  and  a  quarter  years  after  the  operation 
the  use  of  the  hand  is  almost  perfect. 
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The  Treatment  of  Chronic  Nephritis  In  Children  by  the 
Edebohls    Operation.       Henri     KopliK      \™     York 
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Radiography  of  the  Kidneys  Inflated  with  Air  or  Gas. 
Lewis  Gregory 

and  Genito-urinary  Diseas*  L911. 

imrposc  of  inflating  the  kidneys  with  aii   01 

i.i   ii.   away   from   thi     i  dangers   arising   from   the 

injection  of  the  pelvis  or  calices  with  a 
tnjections   i  I   the  pelvis  increase  the  field  ol   radiographic 
-;s  by  enabling  the  size  and  shape  ol  the  pelvis  and 
calices  to  be  determined,  in  case?  of  hydronephrosis,  de 
fortuity,  or  tumor  of   the   kidney. 

-    it  has  frequently  been  though!   necessarj    i 
the  catheter  for  injecting  all  the  wax   to  the  kidney  this  is 
impossible  to  do  with   an   obstructed   or  tortuous   ureter. 
The  injection   of   silver   solutions  obscures  the  position  of 
a  calculus   in  the   pelvis  or  calices. 

The  advantages  of  inflating  with  air  are:  the  catheter 
does  not  have  to  be  inserted  all  the  way  to  the  kidney;  air 
or  gas  surrounding  a  calculus  accentuates  its  shadow  .  th< 
air  may  be  readily  withdrawn  after  the  radiograph  has 
nade,  and  the  sections  between  the  calices  are  dis 
tinctly  shown   when  the  kidneys  are  inflated   with  air. 

Where  it  is  impossible  or  undesirable  to  insert  the 
catheter  all  the  way  to  the  kidney  the  pelvis  and  calices 
may  be  inflated  through  the  ureter  by  inserting  the  ureteral 
catheter  only  a  few  cm. 

The  air  should  be  filtered  through  a  wad  of  sterile  col 
ton  and  may  then  be  passed  through  a  warmed  alkaline 
solution.  The  catheter  to  be  used  should  have  an  end 
that  may  be  expanded  so  as  to  fill  the  lumen  of  the  ureter. 

A  radiograph  should  he  made  before  the  inflation  is 
begun.  After  the  inflation  the  radiograph  should  be  made 
as  usual  save  that  compression  should  he  avoided  as  much 
as  possible. 

The  danger  from  air  embolism  is  negligible 


The  Diagnosis  of  Kidney  and  Ureteral  Calculi. 
Daxtel  N.  Eisendrath.  The  Albany  Medical  Annals, 
October,  1911. 

In  considering  the  means  of  diagnosis  at  present  avail- 
able no  pathognominic  symptom  is  to  be  found.  The 
clinical  history  and  examinations  of  the  urine  with  the 
study  of  the  radiographs  of  the  kidney  region  are  always 
necessary.  After  a  consideration  in  brief  of  the  various 
symptoms  the  point  of  the  paper  settles  upon  a  discussion 
of  the  value  of  radiographs.  A  positive  skiagraph  taken 
by  an  experienced  worker  in  this  field  presents  the  only 
absolute  test  of  the  presence  of  a  renal  or  ureteral  cal- 
culus. To  be  perfect  a  skiagraph  must  show  the  last  two 
ribs,  the  transverse  processes  of  the  last  dorsal  and  all 
of  the  lumbar  vertebrae  and  the  outline  of  the  psoas 
muscle. 

With  proper  technic  Eisendrath  believes  that  shadows 
of  calculi  may  be  obtained  ninety-nine  out  of  every  hun- 
dred cases  if  stones  are  present 


Sapheno- Femoral     Anastomosis — Implantation     of     the 

Saphenous  Into  the  Femoral  Vein  as  an  Operative 

Treatment    of    Varicose    Veins,      i/'ic    Sapheno-Ft 

ij   .  luaslom  'an  ung   des    /  Yna 

Saphena  in  die  Vena  tessnahl 

W.s'  Operative  Behandlungsmethode  bei  Varicen).     E, 

Mi     i    and   W .  ScbaaKj  Si    Petersburg      Arc!       fw 

Klinische  Chirurgie,  Vol,  !>2,  Part  2. 

\  wholly  satisfactory  operation  for  varicose  veins  of  the 

lowei    extremities  h  i     nol    yel    been   devised,     The   high 

.  in   the  p  n  11. d  or  total  extirpa 

ihenous   System,  the  spiral  incision  and  oilier 

nil  ill. "1-  have  drawbacks  No  matter  what  the  etiological 
factors  ai  work  the  stasis  of  blood  in  the  saphenous  sys- 
tem, in  cases  ol  varico  i    veins,  depends  upon  insufficiency 

of     the    valves     in     the     saphenous     (and     femoral)     veins 

[Yendelenburg's  symptom  it  sign  k  based  upon  this  venous 
insufficiency. 

In  order  to  overcome  the  valvular  insufficiency  Delbct,  in 
1906,    devised    the    operation      I  femoral    anas 

[through  an  incision  in   Siarpa's  triangle  he  freed 

in. I  i  olated  the  saphenous   -.em      Me  then  mobilized  the 

femoral  win  and  selected  a  point  about  four  inches  he 
low  the  saphenous  insertion  for  implantation.  The 
saphenous  vein  was  then  divided,  clamps  were  applied  to 
the  Femoral  vein  above  and  below  the  poinl  chosen  for 
anastomosis,  and  an  incision  was  made  uitn  the  vein.    An 

inl  In  side  anastomosis  was  then  made  by  means  of  con- 
tinuous  sutures.  Delbet  reported  eight  cases  operated  upon 
after  this  method,  all   with   good   results. 

I '.eii, re   the   authors   attempted    Delbet's  operation   thej 

made  some  studies  upon  the  question  of  valves  in  the 
saphenous  and  femoral  veins.  From  a  large  series  of 
cases  they  concluded  that:  1.  There  is  usually  one  pair 
of  valves  in  the  femoral  vein  above  the  insertion  of  the 
internal  saphenous  vein.  2.  Valves  are  always  to  be  found 
in  the  feiupral  veins  below  the  saphenous  insertion.  They 
are  generally  two  to  three  in  number,  and  are  usually 
spaced  at  distances  of  1  to  W--  inches.  3.  There  are 
usually  several  pairs  of  valves  in  the  upper  part  of  the 
saphenous  vein.  4.  The  incision  should  therefore  lie  placed 
til  least  four  inches  below  the  saphenous  insertion.  5. 
The  operation  is  correctly  conceived,  from  the  anatomical 
\  icu  point. 

Hesse  and  Schaack  have  ner  formed  the  operation  in  2.'! 
cases.  The  patients  presented  very  varied  grades  of  vari- 
cosities, in  15  cases  the  varicosed  veins  were  exceedingly- 
large.  Xo  cases  were  operated  upon  unless  they  presented 
Trendelenburg's  sign.  Sixteen  of  the  patients  had  leg 
ulcers  for  very  varying  periods  of  time.  One  patient  died 
from  an  infective  (streptococcus)  infection  at  the  site  of 
the  anastomosis.  In  every  one  of  the  remaining  22  cases 
insufficiency  of  the  veins  as  tested  by  Trendelenburg  dis- 
appeared after  operation.  In  all  the  cases  the  varicosed 
veins  disappeared  and  the  ulcers  of  the  leg  healed  in 
every  instance  (in  six  of  the  cases  within  twenty  days,  in 
the  remaining  seven  cases,  within  thirty  days). 

The  authors  believe  tlu-  operation  is  contraindicated : 
I.  In  sick  or  weak  individuals  2.  When  the  varicosities 
do  not  depend  upon  valvular  insufficiency.  3.  fn  inflamma- 
tion or  thrombosis  of  the  saphenous  vein.  4.  When  the 
varicosities  are  not  in  the  distribution  of  the  main 
saphenous  system.  5.  When  an  infection  via  the  lymphatics 
seems  likely — badly  infected  ulcers,  oft-repeated  erysipelas, 
etc.  6.  In  marked  sclerosis  of  the  saphenous  or  femoral 
veins.  7.  When  the  saphenous  or  femoral  veins  are  of 
very  small  caliber. 

The  Treatment  of  Gonorrheal  Arthritis  with  Tincture 
of    Iodine    Injections.     (Die    Rehandlung    der    gon- 
orrhoischen    Gelenkentsiindung     mit     Injektion     von 
Jodtinklur).    O.  Hilhebranii,  Berlin,  Berliner  klinische 
Wochenschrift,  July  31,  1911. 
For   three-quarters   of   a   year,    Hildebrand   has   treated 
gonorrhea  joints  by  the  injection  of  5  c.s.  of  tincture  of 
iodine.    The  results  were  brilliant.    Soon  after  the  injection 
there  ensued  a  marked  swelling  of  the  joint  which,  how 
ever,   soon   subsides :    in   a   few    days  the   pain   disappears, 
motion  returns  and  the  swelling  does  not  recur.  Hildebrand 
is  satisfied  that  the  iodine  does  not  bring  about  adhesions. 
Poisoning   cannot  occur. 
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THE     CONSERVATIVE     TREATMENT     OF 
GONORRHEA  IN  WOMEN.* 

William  H.  Cary,   M.D., 
Associate  Gynecologist,  Brooklyn  Hospital. 

BROOKLYN,    X.     V. 


The  excellent  opportunity  afforded  by  an  active 
and  closely  associated  dispensary  and  hospital  serv- 
ice _to  study  gonorrhea  in  its  various  forms  in 
woman  has  resulted  in  adopting  conservative  meas- 
ures in  its  treatment  based  upon  the  following  ob- 
servations. 

Gonorrhea  is  similar  in  its  behavior  in  man  and 
woman.  It  is  an  infection  with  great  variability 
in  virulence,  attacks  essentially  superficial  tissues 
and  runs  an  acute  course  which  is  seldom  shortened 
and  often  aggravated  by  active  treatment. 

In  the  nulliparous,  the  primary  infection  is  al- 
most always  confined  to  the  vulva  and  vagina.  Be- 
cause of  their  anatomical  structure,  the  disease  when 
thus  limited  is  one  of  mild  symptoms  and  of  com- 
paratively easy  cure.  The  acute  activity  of  the 
gonococcus  in  these  parts  is  self-limited,  but  the 
ducts  of  regional  glands  may  harbor  the  organism 
indefinitely. 

Extension  to  the  uterus  and  adnexa.  which  occurs 
more  readily  in  the  multiparous,  is  frequently  the 
result  of  meddlesome  treatment  of  the  vulvo-vaginal 
infection.  When  the  infection  has  invaded  these 
organs  we  must  and  can  depend  chiefly  upon  rest 
and  time  as  curative  measures. 

If  limited  to  the  tube,  the  gonoccous  dies  in  its 
own  toxines  and  pure  gonorrheal  suppurative  proc- 
esses become  sterile  in  from  four  to  six  weeks. 
When  the  peritoneum  is  involved  the  process  is 
usually  successfully  limited  by  a  protective  exudate 
which  in  the  majority  of  cases  resolves  without 
abscess  formation  and  is  frequently  followed  by 
restoration  of  tube  and  ovary  function. 

Acute  extension  to  the  adnexa  seems  to  be  accom- 
panied by  subsidence  of  the  vulvo-vaginal  infec- 
tion.! Such  a  result  is  most  reasonably  explained  by 
the  theory  of  immunity,  which,  if  correct,  would  sug- 

•Kead  before  the  Brooklyn  Medical    Society,  October  20,   1911. 
t'1'b.is  observation  first  appeared  in  an  article  bv  Andrews  in  Surg., 
Cyn.    and   Obst.,  July,    1911,    p.   14.      The   same'  fact   had   been   ob- 
nd  discussed  with  my  associate  in  the  dispensary  some  months 


bef" 


that. 


gest  that  vaccine  treatment  is  a  rational  procedure. t 
It  is  not  proposed  to  give  here  a  resume  of  the 
literature  that  has  accumulated  upon  this  subject, 
nor  will  effort  be  made  to  discuss  the  relative  merits 
of  the  various  methods  and  conflicting  opinions 
found  therein. 

It  must  be  admitted  that,  in  general,  gonorrhea 
in  women  is  badly  treated.  The  disaster  this  dis- 
ease has  wrought  has  been  due  in  part  to  too  radical 
treatment.  Improvement  is  being  made  along  con- 
servative lines.  It  must  be  apparent  to  the  most 
optimistic  mind  that  such  results  as  are  obtained  in 
the  male  cannot  be  secured  until  the  day  has  passed 
when  women  innocently  class  all  vaginal  discharges 
under  the  vague  word  "whites."  and  a  new  day  with 
fairer  standards  has  come  when  knowledge  of 
sexual  hygiene  has  been  commonly  disseminated 
among  women.  Cases  of  early  primary  infection 
will  then  be  ofter.er  seen  and  the  intrapelvic  com- 
plications less  frequently  encountered. 

Occasionally  cases  in  the  primary  stage  are  now 
seen.  An  irritating  discharge  or  perhaps  urethritis 
causes  the  patient  to  present  herself  for  treatment. 
The  appearance  of  the  external  genitals  is  fairly 
characteristic  (Fig.  i).  Acute  primary  vulvo- vagin- 
itis is  simulated  by  an  exacerbation  of  a  chronic  in- 
fection. In  each  instance  the  same  indications  for 
cautious  treatment  are  presented.  In  the  suspected 
case  a  smear,  preferably  from  the  urethra,  should 
be  made.  Digital  and  speculum  examination  should 
be  deferred.  Rest  is  the  ideal  treatment,  but  fre- 
quentlv  it  is  impracticable.  Some  reduction  in 
activity  is  often  imperative.  In  this  acute  stage 
douches  are  best  avoided.  The  irritating  discharge 
which  bathes  the  vulva  and  adjacent  parts  should 
be  removed  twice  or  more  daily  by  irrigation.  Some 
ultra-conservatists  even  question  the  advisability  of 
the  latter  procedure.  We  have  seen  many  cases 
where  such  precautions  were  not  taken,  and  note 
that  infection  of  the  vulvo-vaginal  and  inguinal 
glands  and  cellulitis  of  the  vulva  more  frequently 
complicate  them.  These  complications  can  usually 
be  avoided  if  the  vulva  be  frequently  cleansed.  For 
this  purpose  the  superiority  of  potassium  perman- 
ganate solution  seems  to  compensate  for  its  disad- 

±  The  vaccines  used  in  the  cases  later  referred  to  were  furnished 
chiefly  from  the  laboratory  of  Farke,  Davis  &  Co.  In  a  few  in- 
stances the  vaccine  was  prepared  bv   Dr.  Hulst,  the  hospital  patholog- 
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[ncidentall)  it  should  be  stated  that  in- 
ment  of  these  glands  is  a  demand   For  rest, 
which,  if  heeded,  will  result  in  subsidence  of  threat- 
re     fre- 
quentl)  occur.-  in  long  standing  cases  and  is  prob- 
ably due  to  irritation  and  mixed  infection.     When 
•  arj  surgical  can  is  indi- 

be  attributed  to 
the  sank-  cause  and  subsides  under  rest,  cleanliness 
and  antiseptic  applications.  Ichthyol  ointment  is 
effectual. 

In  women,  urethritis  is  not  a  troublesome  matter 
and  tends  to  clear  promptly.     Dysuria  is  relieved  1>\ 
alkalies.     Theoretically,   some   formalin 
should  be  administered.     Practically,   it   often   in- 
s  the  symptoms  unless  with  an  al- 

kali.    I   feel  that  1  have  invariable   aggravated  the 
if  urethritis  whenever    I   injected  silver 
preparations. 

A  few  cases  of  acute  gonorrheal  vulvovaginitis 
have  been  treated  by  US  with  vaccine,  and  without 
benefit,  I  believe.  For  a  time  the  vaccine  cases 
were  thought  to  have  less  complications.  What- 
ever merit  seems  attributable  to  the  vaccine  in  this 
class  of  cases  we  now  think  is  due  to  the  fact  that 
it  supplants  ill-advised  local  measures. 

Persistence  of  acute  specific  vulvovaginitis  some- 
times occurs  because  of  increased  virulency  of  the 
infection,  contamination  with  the  colon  hacillus  or 
increased  susceptibility  of  the  patient.  In  these 
cases  the  question  of  external  irritation  and  in- 
creased acidity  or  alkalinity  of  the  vaginal  secre- 
tions must  be  taken  up.  Usually,  however,  after  a 
few  weeks  of  treatment  as  outlined  above  the  in- 
flammation subsides,  the  discharge  becomes  mucoid 
and  not  irritating,  and  symptoms  are  no  longer 
present.  It  is  indeed  a  calamity  if  these  cases, 
either  from  lack  of  instruction,  or  indifference,  now 
pass  out  of  medical  care.  It  is  these  partially  cured 
cases  which  go  on  ultimateh — often  in  the  puer- 
perium — to  serious  complications. 

If  these  cases  are  now  observed  in  the  quiescent 
stage  the  same  tell-tale  evidences  of  gonorrhea  are 
present  as  are  seen  in  the  majority  of  cases — almost 
invariably  chronic — when  they  first  present  them- 
selves for  treatment,  except  that  in  the  latter  class 
the  tubes  have  usually  become  involved,  otherwise 
treatment  would  not  have  been  sought.  Infection 
may  be  found  lurking  inactively  in  one  or  all  of 
the  following  situations :  Skene's  glands,  the  ducts 
of  the  vulvovaginal  glands,  or  the  cervix. 

The  pouting,  reddened  mouth  of  the  gland 
speaks  plainly  of  infection.  Unfortunately,  there 
is  nothing  characteristic  about  gonorrheal  infection 


of    the    cen  iv      Negative  >ical    findings 

from  cervical  smi  olutel)  unreliable.   The 

i  •!  of  Mi.    vaginal  set  r<  tions  in  the 
chronic,  questionable  case.     Smears  from  the  ure- 
thra usuall)   confirm  the  clinical  diagnosis,  chiefly 
e  -mli  a  smear  is  not  readilj  obtained  exi  epl 
in  the  third  stage. 

( auterj    tr<  atn*  nl  ol   the  gland-  of  the  meatus 
u.i-  used  h\   Skene.      I  In-  method,  as  modified  by 

Dickinson,  i-   the  one  now  used  li\    me    (  1  lltl-t  ration 
No.  .■!  i        I  lie  mouth  of  tlu  di  milled  and 

the  small  cauter)  tip  i-  inserted  as  far  as  admitted 
a    null    to   oni    third    in*  h        I  hi    i  ircuit    is   then 
completed   and   the   knife  quickly    withdraw  n. 


Fig.  1. — Acute  gonorrhea — one  week's  duration.  Gonorrheal  macu- 
lae, multiple  infection  of  urethral  glands  and  involvement  of  left 
vulvo-vaginal  gland  shown.  This  case  should  be  treated  by  rest  and 
local  cleanliness.      (Sketched  from  life.) 

applications  usuall)  suffice.  Almost  as  gratifying 
results  may  be  obtained  b)  injection  of  pure  car- 
bolic acid  within  the  gland.  If  frequent  or  smarting 
urination  has  been  present,  it  is  usually  relieved  when 
these  glands  are  cleared.  Otherwise,  in  the  event 
of  negative  urinary  findings,  irritability  of  the  blad- 
der may  be  due  to  a  trigonitis,  which  is  relieved  by 
applications  of  the  less  irritating  silver  prepara- 
tions to  the  bladder  base,  most  conveniently  by  the 
Dickinson  two-way  catheter.  Treatment  directed 
to  the  duct  of  the  vulvo-vaginal  gland  is  rarely 
necessary,  as  all  evidences  of  infection  here  sub- 
side when  appropriate  measures  are  used  toward 
coexisting  lesions. 

With  a  suspicious  clinical  history,  the  eroded  cer- 
vix harboring  purulent  secretions  must  be  consid- 


C.\m — Gon.orbhea  in  Women. 


375 


ered  a  dangerous  focus.  Obviously,  when  involved 
it  is  a  menace  to  the  structures  above,  but  not  so 
dangerous  as  usually  considered.  In  treating  the 
cervix,  which  should  be  done  only  in  chronic  cases, 
application^  must  be  made  with  due  regard  as  to 
the  possibilities  of  spreading  the  infection.  I  think 
the  best  results  are  obtained  by  carefully  made  ap- 
plications of  10  per  cent,  silver  nitrate  solution. 
The  cervix  is  also  improved  by  the  zinc  sulphate 
douches  which  are  now  most  useful.  These  douches 
also  diminish  the  so-called  leucorrheal  discharge  of 
the  chronic  stage. 


though  an  epididymitis  has  previously  existed. 
Only  general  statement-  regarding  the  treatment 
'i  salpingitis  can  be  made  at  this  time.  It  presents 
an  unusual  problem  because  of  the  variability- in 
the  course  of  the  disease.  Tin's  is  determined  b) 
the  degree  of  resistance  of  the  patient  and  the  qua! 
ity  and  virulence  of  the  invading  organism,  forces 
which  we  cannot  accurately  measure.  The  question 
is  further  complicated  because  of  the  important 
function  of  the  organ  involved  and  their  further 
relation  to  the  peritoneal  cavitv.  Briefly  stated,  in 
the  acute  cases   we  are  called  upon  to  treat 


Fig.  2. — Chronic  case.     Infection  limited  t 
nx,   from    which  there  is  an  active  disci 

We  have  treated  a  few  chronic  cases  presenting 
the  conditions  as  described,  by  vaccine.  In  a  very 
few  instances  vaccine  alone  was  used.  In  an  oc- 
casional case  improvement  seemed  to  follow,  espe- 
cially as  concerned  the  amount  of  discharge  and  the 
urethral  symptoms.  It  is  a  difficult  decision  to 
make,  and  I  think  it  is  best  to  dismiss  the  question 
by  stating  that  we  regard  local  treatment  as  superior 
to  vaccine.  Theoretically,  in  chronic  cases  in  which 
the  tubes  are  not  infected  vaccine  treatment  should 
establish  prophylaxis  against  such  an  occurrence, 
but  our  experience  is  too  limited  to  hazard  any 
statement.  Acute  salpingitis  is  a  counter-indication 
for  local  treatment,  but  when  entirely  quiescent  the 
region  of  primary  invasion  should  be  diligently  and 
hopefully  treated,  just  as  we  massage  the  prostate 
and    irrigate   the   deep   urethra    in   the    male,    even 


Fig.  3. — Chronic    case.     Tubes    and     uterus     completely     removed, 
(iranulations   persist    in   vaginal   vault.     Chronic    urethritis   is   shown 
with  involvement  of  gland.     Below  is  displaced  gland  free  from  infec- 
tion   which,    for    clearness,    is    shown     with     cautery    tip    entering. 
(Sketched  from  life.) 

Small    illustration     (Dickinson!     shows    proper    direction    entrance 
urethral  gland. 


inflammation  of  an  intraperitoneal  organ  of  impor- 
tant function,  which  we  cannot  safely  extirpate;  a 
process  the  bacteriology  of  which  we  study  with 
difficulty,  and  which  is  accompanied  by  a  progres- 
sive and  protective  pathology  which  may  terminate 
the  infection  by  resolution,  abscess,  chronicity  or 
death.  In  the  chronic  cases  with  persistent  symp- 
toms or  recurring  attacks  the  question  of  operation 
will  be  determined  by  time  test,  degree  of  pain  and 
disability,  social  conditions,  and  permanent  pelvic 
changes. 

Acute  salpingitis  is  treated  by  keeping  the  patient 
absolutely  in  bed.  Pain  is  controlled  by  ice  and 
opiates,  and  a  well  emptied  bowel  is  conducive  to 
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comfort.  Under  such  conditions  the  acme  process 
will  be  limited  to  the  tube  and  ultimately  subside 
or  localized  involvement  of  the  peritoneum  will  take 
place  with  formation  of  considerable  exudate.  It 
gnized  thai  salpingitis  cannol  be 
safel)  treated  bj  removal  of  the  tubes  during  the 
acute  attack.  Thaler,'  in  reviewing  6,000  cases  of 
pelvic  inflammation  in  Schauta's  clinic  concludes 
that  operative  treatment  is  indicated  only  after  fail- 
ure '••i  a  course  of  conservative  treatment.  Two  in- 
dication- for  operative  interference  may  arise:  Ren 
eral  peritonitis,  due  to  rupture  of  a  pus  tube,  calling 
for  laparotomy  and  drainage,  and  formation  of 
ah-cess  within  the  exudate,  requiring  drainage 
through  the  cul-de-sac.  The  former  complication 
is  verj  rare,  only  two  such  cases  having  occurred 
.-it  the  Brooklyn  Hospital  in  the  past  four  years. 
In  kxm  r.onney-'  carefully  collected  the  cases.  I  lis 
conclusion-  were  that  it  resembled  other  forms  of 
perforative  peritonitis,  that  it  required  immediate 
operation,  that  the  earlier  the  operation  the  greater 
the  chance  of  recovery,  and  that  even  if  done  in  the 
first  twelve  hours  there  was  a  mortality  of  30  per 
cent. 

\  series  of  fifty  hospital  cases  of  acute  salpingitis 
with  pentoniti-  and  exudate  has  taught  that:  in  non- 
puerperal cases  of  gonorrheal  origin  the  exudate  is 
usually  due  to  peritonitis  and  rarely  to  cellulitis  ; 
the  size  and  position  of  the  exudate  has  no  bearing 
upon  the  necessity  of  operation;  drainage  of  the 
exudate  in  the  absence  of  abscess  does  not  hasten 
recovery  ;  40  per  cent,  of  hospital  exudate  cases,  and 
a  much  larger  percentage  of  private  cases,  resolve 
without  abscess  formation:  the  latter  complication 
is  due  in  at  least  25  per  cent,  of  the  cases  to  a 
mixed  infection — streptococci  and  colon  bacilli 
chiefly;  the  abscess  usually  points  posterior  to  the 
cervix  and  its  presence  should  be  suspected  if  pain 
and  fever  are  not  diminished  by  complete  rest  in 
bed,  or  if  the  patient  appears  septic.  Fluctuation  in 
the  ma--  denotes  abscess :  the  converse  of  this  does 
not  hold  good. 

Persistent  or  recurrent  symptoms  in  chronic  cases 
are  due  either  to  intraperitoneal  leak  of  a  pvosalpinx 
or  to  dense  adhesions  about  sensitive  organs.  In 
times  such  lesions  may  disappear.  Often  years  are 
required.  Douches  and  tampons  relieve  symptoms 
and  hasten  resolution.  Considerable  judgment  may- 
be required  to  decide  the  question  of  operation.  In 
a  young  childless  woman  not  forced  to  great  activity 
operation  may  be  indefinitely  postponed  in  the  hope 
of  cure,  even  though  repeated  attacks  of  acute  in- 

1.  Thaler,  Archiv.  fur.  Gsnaekolog.  Nc  III     No.  ::.  p.    113. 

2.  Bonney,  Surgery,  Gyn.  and  Obst.,  November,  1909. 


Ilanunation  occur.  With  disabling  symptoms  in  a 
wage-earning  woman,  when  early  and  permanent 
cure  i-  more  desirable  than  fertility,  double  sal- 
pingectomy,  hysterectomy  and  possibly  appendicec- 

tom)    offer   complete  cure  in   90  per  cent,   of   cases. 

Between  these  two  extremes,  cases  must  be  decided 
on  their  individual  merits.  (  Iperation  can  be  safely 
p.  1  Formed  onl\  after  resolution  of  the  exudate  and 
at  least  lour  week-'  absence  of  febrile  reaction,  even 
after    test    of   activity    and    pelvic    examination.      In 

chronic  ca-e-  decreased  virulence  of  the  organism 
and  acquired  immunity  from  long-standing  infec- 
tion, make  safe  the  closure  of  the  abdominal  wound 
after  laparotomy.  Tin-  fact  ha-  been  repeatedly 
noted,  ami  should  be  emphasized,  that  the  most 
astonishing  restoration  of  normal  conditions  within 
the  pelvis  may  follow  the  gravest  gonorrheal 
lesions. 

The  following  case  is  cited  because  it  is  fairly 
typical  of  a  large  group  of  cases  in  which  the  pelvic 
peritoneum  shows  tremendous  reparative  power: 

Mrs.  -\..  20  years  old,  entered  Brooklyn  Hos- 
pital one  year  ago  for  repair  of  a  complete  lacera- 
tion of  perineum  involving  the  sphincter  ani,  which 
was  said  to  have  occurred  at  difficult  instrumental 
delivery  (her  first — baby  lost)  six  weeks  previously. 
While  the  patient  was  convalescing  her  husband 
contracted  gonorrhea.  On  January  22,  191 1,  I  was 
called  to  treat  her  for  pelvic  pain  and  prolonged 
period.  Examination  showed  an  anteflexed  uterus 
fixed  by  an  exudate  occupying  the  left  broad  liga- 
ment and  cul-de-sac  in  part.  January  28,  exudate 
had  extended,  entirely  filling  the  cul-de-sac  and 
roofing  the  right  fornix  also.  Temperature  in  the 
morning  1010.  February  6,  exudate  not  extending, 
no  fluctuation,  temperature  99°.  February  28,  exu- 
date has  disappeared;  uterus  retroverted  and  par- 
tially fixed.  Advised  long  course  of  douching  and 
stated  the  possibility  of  recurrence.  October  16 
1  nine  months  later)  patient  reported  and  is  ap- 
parently three  months  pregnant. 

Eleven  cases  of  chronic  disease  of  the  adne.xa 
of  apparently  gonorrheal  origin  have  been  treated 
by  vaccine.  In  three  cases  very  definite  results 
seemed  to  be  obtained.  One  of  these  cases  was 
treated  with  vaccine  alone  (100,000,000  bi-weekly) 
and  improved  steadily.  The  history  was  positive, 
but  the  smear  negative.  In  two  cases  the  vaccine 
treatment  was  combined  with  local  treatment,  and 
while  it  is  difficult  to  state  positively,  it  seemed  that 
recovery  was  more  prompt  than  when  local  meas- 
ures were  used  alone.  In  one  of  these  cases,  a 
private  patient,  the  result  was  almost  brilliant.  In 
the  eight  other  cases  no  definite  improvement  was 
noted  except  in  the  relief  of  dysuria.  Two  cases 
of  adherent  retroversion  with  adjacent  masses,  diag- 
nosed retroversion  and  salpingitis,  came  to  operation 
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and  proved  to  be  fixed  retroversions  with  chron- 
ically inflamed  ovaries  confined  by  adhesions.  The 
tubes  were  apparently  free.  These  cases  are  men- 
tioned to  demonstrate  what  I  believe  to  be  the 
greatest  drawback  in  the  use  of  vaccines  for  intra- 
pelvic  conditions,  and  that  is  the  impossibility  of 
making  definite  diagnoses,  statements  to  the  con- 
trary notwithstanding.  Another  condition  which 
obscures  the  whole  matter  is  the  presence  of  mixed 
infections,  the  identity  of  which  we  do  not  know 
and  cannot  determine  by  smears  from  the  vagina 
or  cervix.  General  reaction  to  vaccine  was  not  ob- 
tained until  the  dose  was  raised  to  500,000,000,  and 
in  no  case  was  local  peritoneal  reaction  noted. 
38  Clinton  St. 


THE  GOXOCOCCUS  IN  THE  PUERPERIUM.* 
A.  A.  Hussey,  M.D., 

BROOKLYN,    N.    V. 


That  the  gonococcus  is  a  factor  in  the  produc- 
tion of  puerperal  complications  has  long  been  rec- 
ognized, but  authors  differ  as  to  the  importance  of 
the  part  which  it  plays.  Kronig  was  the  first  to 
demonstrate  this  organism  in  the  lochia,  reporting 
nine  cases  of  pure  culture  in  1893.  Since  then, 
other  investigators  have  found  it  in  pure  cultures 
and  mixed  with  other  organisms  in  a  varying  pro- 
portion of  cases.  From  a  comparison  of  various 
statistics  it  would  seem  that  to  the  gonococcus  can 
be  attributed  the  puerperal  complications  in  about 
5  per  cent,  of  the  cases.  To  get  a  full  conception 
of  the  gonococcus  infections  of  the  puerperium,  it 
is  necessary  to  keep  in  mind  the  two  peculiar  char- 
acteristics of  this  organism. 

1.  Its  ability  to  penetrate  the  mucous  membranes 
and  to  burrow  into  the  tubal  glands,  notably  those 
of  the  cervix,  Skene's  tubules  and  Bartholin's 
glands,  and  to  lie  dormant  for  an  indefinite  period 
of  time. 

2.  Its  power  to  acquire  new  virulency  and  light 
up  fresh  inflammations  when  the  resistance  of  the 
tissues  in  which  it  is  latent  becomes  diminished 
from  any  cause. 

The  clinical  study  of  gonococcus  infections  in 
women  has  shown  that  the  subsidence  of  the  in- 
flammation may  leave  the  reproductive  organs  in  a 
crippled  condition,  depending  upon  the  virulency 
and  extent  of  the  infection. 

Chronic  cervicitis,  chronic  endometritis,  metritis 
with  retroversion,  tubal  disease  with  adhesions, 
stricture  or  closure  of  the  fimbriated  extremity  of 
the  tubes  may  entirely  preclude  the  possibility  of 

•Read  before  the   Brooklyn  Medical    Society.   Oct.  50.    1911. 


pregnancy,  and  sterility-  may  follow  immediately  in 
the  wake  of  the  inflammatory  process. 

With  less  extensive  lesions  pregnancy  may  still 
be  possible,  the  ovum  finding  a  resting  place  in  the 
uterus  and  organs  to  develop.  If  the  condition  of 
the  endometrium  is  unfavorable  pregnancy  may 
end  in  abortion  or  premature  delivery.  If  the  orig- 
inal infection  has  been  slight  in  extent,  or  in  the 
chronic  type  so  frequently  seen  in  young  married 
women  whose  husbands  have  had  an  incompletely 
cured  gonorrhea  of  long  standing,  the  pregnancy 
may  go  on  to  term.  With  the  traumatism  incident 
to  abortion  or  labor  the  resistance  of  the  pelvic 
structures  is  lessened  and  the  dormant  gonococci, 
stirred  to  new  activity,  may  set  up  fresh  inflam- 
matory processes  invading  the  uterus,  the  tubes, 
the  peritoneal  cavity,  or  even  the  blood  stream  itself. 

The  pathological  lesions  encountered  in  the  puer- 
perium in  the  order  of  their  frequency  are  endom- 
etritis, metritis,  salpingitis,  ovaritis,  pelvic  perito- 
nitis, pyelitis,  arthritis  and  endocarditis. 

Symptomatology  and  clinical  course  vary  with 
the  virulence  of  the  infection  and  the  organs  in- 
volved. During  the  pregnancy  the  most  frequent 
complications  are  urethritis,  vaginitis  and  cervicitis. 
Pyelitis  of  gonococcus  origin  is  occasionally  en- 
countered. During  parturition  trouble  may  be 
caused  by  thickening  of  the  cervix  giving  rise  to  a 
slow  and  painful  first  stage,  or  from  adhesion  of 
the  membranes,  resulting  in  premature  rupture  and 
dry  labor. 

Endometritis  in  the  puerperium  may  cause  few 
symptoms;  a  slight  rise  of  temperature  extending 
over  a  few  days  or  a  few  weeks,  backache,  pelvic 
distress,  a  continuation  of  the  lochial  flow  beyond 
the  normal  period  and  subinvolution  of  the  uterus, 
are  the  symptoms  most  frequently  seen. 

When  the  adnexa  are  involved  the  symptoms  are 
more  pronounced — a  sharp  rise  of  temperature 
usually  in  the  second  week  with  severe  pain  from 
one  or  both  tubes  and  tenderness  and  rigidity  of 
the  lower  abdomen.  The  onset  is  usually  marked 
by  vomiting,  headache  and  prostration. 

The  course  of  acute  salpingitis  is  prolonged.  One 
tube  may  be  involved  at  a  time  or  both  together. 
Local  peritonitis  is  always  present  in  some  degree. 
The  formation  of  pus  tubes  is  a  frequent  sequela. 

General  peritonitis  may,  rarely,  develop  if  the  ad- 
hesions fail  to  close  the  tube  ends  or  wall  off  the 
pelvic  structures.  The  most  severe  forms  of  sal- 
pingitis are  seen  after  abortions,  following  acute 
infections  or  after  labor  occurring  in  the  presence 
of  a  gonorrhea  acquired  near  the  end  of  the  preg- 
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nancy.  More  frequentlj  we  see  .1  subacute  01 
chronic  form  of  infection  manifest  itself  b)  a 
slight  rise  of  temperature  on  the  <l.iv  of  labor  or  in 
the  second  week  of  the  puerperium,  lasting  one 
t>r  (wo  day's.     [*he  patienl  di  sick;  there 

arc  few,  if  any,  local  symptoms,  The  patient  gets 
bed  at  the  usual  time.  When  sh<  i  ah  'in  b  1 
be  discharged,  the  cervix  is  found  to  be  soft  and 
patulous,  bleeding  easil)  ;  the  uterus  1-  subinvoluted, 
tender  ami  occasionally  retroverted;  the  lochia  re- 
mains red  or  profuse  and  purulent.  As  the  patient 
ibout  her  duties  she  develops  backache  and  a 
feeling  of  pelvic  distress  with  occasional  attacks  oj 
pain  in  both  sides.  She  does  not  gain  strength  as 
rapidly  as  she  should.  She  lias  occasional  periods 
of  increased  pain  that  force  her  to  take  to  bed  foi  a 
few  days  at  a  time.  The  menstrual  flow  is  liable 
to  reappear  in  spite  of  lactation  or  the  lochia!  flow 
Iocs  not  entirely  disappear.  Pelvic  examination  at 
the  end  of  a  month  or  si*  weeks  reveals  in  these 
cases  an  enlarged,  tender,  retroverted  uterus,  and 
frequently  thickening  and  tenderness  fn  one  or  both 
broad  ligaments.  The  inflammatory  process  rarely 
goes  on  to  suppuration.  It  usually  subsides  after 
several  weeks  or  months,  leaving  the  patient  \\  ith 
displaced  and  adherent  organs  and  the  symptoms 
of  chronic  pelvic  disease  so  familiar  to  all. 

Pyelitis  may  arise  during  the  puerperium.  It 
may  follow  the  indiscreet  use  of  the  catheter,  or  it 
may  be  due  to  the  lighting  up  of  a  previous  infec- 
tion. Its  onset  i<  marked  by  a  chill,  followed  by 
fever  of  a  septic  type  with  wide  ranges.  There  is 
pain  and  tenderness  over  the  affected  kidney,  and 
pus  is  found  in  the  urine. 

Arthritis  of  the  small  joints  is  probably  more  fre- 
quent than  is  generally  supposed.  In  the  last  six 
months  I  have  seen  two  well  marked  cases  of  un- 
doubted gonococcus  origin.  Patients  manifesting 
rheumatic  pains  in  the  puerperium  should  be  in- 
vestigated for  other  signs  of  gonococcus  infection. 

The  role  of  the  gonococcus  in  the  puerperium 
cannot  be  dismissed  without  a  reference  to  ophthal- 
mia neonatorum ;  so  frequent  is  this  complication 
that  it  is  only  necessary  to  mention  it.  As  30  per 
cent,  of  the  blindness  of  the  world  is  found  to  be 
due  to  the  gonococcus  it  behooves  the  practitioners 
of  obstetrics  to  use  every  precaution  for  its  pre- 
vention. 

The  diagnosis  of  gonococcus  infections  in  preg- 
nancy and  the  puerperium  is  not  difficult  to  make  if 
one  is  on  the  watch  for  it.  Skene's  tubules  and 
Bartholin's  glands  will  show  signs  of  inflammation, 
the  cervix  is  generally  soft  and  spongy  with  a  ten- 
dency to  bleed.     The  gonococcus  can  be  found  by 


repeated  examinations  <>i  smears  from  the  secri 
tions  of  Skene's  tubule  and  Bartholin's  glands.  In 
the  puerperium,  cultures  from  the  uterus  must  also 
be  made  to  demonstrate  the  absence  6t  other  infec 
live  organisms  befon  attributing  the  symptoms  oi 
to  tin-  gonococcus. 
1  linicall)  th<  gonococcus  infection?  differ  from 
"septic"  infections  iii  the  mildness  of  the  sWcniu 
symptoms,  the  tendenc)  to  appear  during  labor,  or 
in  the  second  or  third  week  of  the  puerperium,  and 

in  the  chronic  course  which  they  run  that  produce: 
exacerba 

Pus   tube    formation    is   more    frequent    and    pelvil 

cellulitis  is  less   frequent   in  the  gonococcus  than   in 

the   septic  inflammation. 

The  expression  of  the  patient  is  important  n; 
any  diagnosis.  She  rarely  looks  sick  in  gonococcus 
infections.  The  prognosis  is  almost  invariablj 
good  so  far  as  life  is  concerned,  hut  the  patient 
may  be  rendered  sterile  or  left  with  a  chronic  pel- 
vic disease  that  will  resist  all  treatment  and  may  he 
relieved  onl)  by  removal  of  the  affected  structures 
treatment. — Prophylaxis:  It  is  the  duty  of 
every  physician  to  disuade  men  from  marrying  un- 
til repeated  examinations  by  a  specialist  have  dem- 
onstrated beyond  a  doubt  that  their  old  gonococcus 
infections  have  been  permanently  cured.  Every 
physician  should  make  a  careful  examination  of 
the  pregnant  woman  at  her  first  \i~it,  searching  foi 
the  sign  of  infection.  The  pregnant  woman  with 
a  gonococcus  infection  of  any  type  should  receive 
vigorous  treatment  directed  to  the  form  of  disease 
which  she  presents.  A  woman  with  a  known  in- 
fection, or  with  a  suspected  infection,  should  be 
delivered  with  as  few  vaginal  examinations  as  pos- 
sible. Constant  practice  in  abdominal  palpation 
will  enable  the  practitioner  to  deliver  a  large  per- 
centage of  his  cases  without  any  vaginal  examina- 
tions. 

Prophylaxis  against  ophthalmia  neonatorum. 
As  soon  as  the  baby  is  born  it  should  be  laid  across 
the  mother's  abdomen,  the  eyelids  wiped  gently 
with  a  dry  sterile  sponge  and  the  conjunctival  sac 
flooded  with  25  per  cent,  argyrol  solution.  Care 
must  be  taken  that  the  solution  is  freshly  made,  for 
if  it  is  over  a  week  old  it  loses  its  potency.  My  cus- 
tom in  private  practice  is  to  use  a  compressed  tab- 
let. A  five  grain  tablet  dissolved  in  20  minims  of 
boiling  water  gives  a  solution  of  the  required 
strength. 

The  puerperium  must  be  conducted  with  a  view 
to  the  prevention  of  the  upward  infection  of  the 
gonococcus.  The  lifted  head  position  and  avoid- 
ance of  all  examinations,  instrumentation,  or  local 
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treatment,  will  aid  in  the  limitation  of  the  gonococ- 
cus  to  the  areas  already  infected.  Especially  should 
the  catheter  be  avoided.  Much  safer  is  it  to  allow 
an  infected  woman  to  get  up  to  void,  even  on  the 
day  of  labor. 

Acute  pyelitis  not  infrequently  follows  the  care- 
less use  of  the  catheter  in  these  cases.  Treatment 
of  the  condition  itself  may  be  limited  to  rest,  pos- 
ture, free  drainage,  ice  packs  applied  to  the  abdo- 
men, and  careful  attention  to  the  action  of  the 
bowels.  Abstinence  from  all  local  treatment  must 
be  insisted  upon.  Vaginal  examination  should  be 
limited  to  the  minimum  consistent  with  a  knowl- 
edge of  the  local  conditions.  When  pus  forms  and 
is  easily  accessible  from  below  it  should  be  evac- 
uated. 

The  vaccine  treatment  may  be  tried  but  its  effi- 
cacy is  still  to  be  proven.  In  general  it  should  be 
remembered  that  gonococcus  infection  of  the  puer- 
perium  tends  to  subside  spontaneously;  that  the 
course  is  prolonged  and  that  in  the  acute  stage,  over 
treatment  is  unwise ;  that  when  it  subsides  the  treat- 
ment of  the  chronic  infections  should  be  persevered 
in  until  a  cure  is  effected. 

167  Hancock  Street. 


ON    THE    TREATMENT    OF    GONORRHEA 

ABOVE  THE  INTERNAL  OS  UTERI.* 

Norman  Philip  Geis,  M.D., 

Assistant     Obstetrician    and     Gynecologist,    Long 

Island  College  Hospital, 

BROOKLYN,    N.    Y. 

Acute  gonorrhea  above  the  internal  os  uteri 
takes  the  form  of  acute  endometritis,  acute  salpin- 
gitis, acute  pelvic  abscess,  acute  cellulitis,  and  acute 
diffuse  peritonitis. 

The  treatment  of  acute  endometritis  and  acute 
mild  salpingitis  is  absolute  rest  in  bed.  Fowler's 
position  of  at  least  24"  must  be  maintained.  Two 
bowel  movements  a  day  help  to  prevent  added  con- 
gestion. A  hot  vaginal  douche  is  given  every  four 
to  six  hours  during  the  waking  period.  The  tem- 
perature of  the  water  should  be  1050  to  110°  F., 
and  four  quarts  must  be  used.  The  douche  bag  is 
not  to  be  over  three  feet  above  the  pelvis.  Do  not 
give  morphia  as  it  masks  the  symptoms  and  locks 
up  secretions.  Use  instead  the  bromides  or  vibur- 
num and  hydrastus.  In  pyosalpinx,  where  the  tube 
is  not  too  greatly  filled  with  pus,  the  above  treat- 
ment will  usually  clear  up  the  acute  trouble.  The 
patient  then  can  be  held  over  for  the  treatment  of 
the  chronic  form. 

When  the  tubal  abscess  is  of  large  size  and  ex- 
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tends  well  down  in  the  pelvis,  operation  is  needed. 
This  is  done  by  opening  the  posterior  vaginal 
vault.  A  pair  of  sharp-pointed,  curved  scissors, 
guided  by  the  finger,  is  pushed  into  the  peritoneal 
cavity,  the  scissors  being  drawn  widely  open  so  as 
to  enlarge  the  opening.  The  finger  now  locates  the 
tube  which  is  punctured  and  then  torn  open  by  the 
scissors.  A  picric  acid  gauze  drain  is  run  into  the 
tube  and  out  into  the  vagina.  A  T  rubber  tube 
of  large  size  is  placed  in  the  pelvis  for  additional 
drainage.  The  vagina  is  packed  lightly  with  pic- 
ric acid  gauze.  At  the  end  of  twenty- four  hours 
the  vaginal  pack  is  removed.  In  forty-eight  hours 
the  tubal  gauze  is  taken  out.  The  rubber  tube  is 
left  until  all  drainage  ceases. 

The  pelvic  abscess  must  be  treated  by  opening 
the  posterior  cul-de-sac  as  in  tubal  abscess.  The 
first  step  is  to  explore  the  abscess  and  break  down 
all  pockets  of  pus.  With  a  long  strip  of  2"  gauze 
saturated  with  y2  per  cent,  of  picric  acid  solution, 
pack  cavity  tightly,  entering  all  pockets,  inserting 
several  folds  of  gauze  into  the  wound  so  as  to 
keep  it  well  open.  The  vagina  is  lightly  filled.  All 
this  packing  is  best  done  with  one  strip  of  gauze. 
The  gauze  is  allowed  to  remain  until  it  is  grad- 
ually forced  out  by  the  contraction  of  the  abscess 
walls.  As  it  is  pushed  out  of  the  vagina  from  day 
to  day,  the  loose  part  is  cut  off.  In  about  three 
weeks  the  gauze  is  all  projected  and  the  wound 
heals. 

In  acute  diffuse  peritonitis  the  peritoneal  cavity 
must  be  drained.  This  is  best  done  by  posterior 
vaginal  section.  Try  to  locate  all  collections  of 
pus,  especially  in  the  Fallopian  tubes.  All  must 
be  opened.  The  pelvis  is  packed  lightly  with  plain 
gauze  and  a  large  rubber  tube  inserted.  The  pa- 
tient is  placed  in  the  24"  Fowler  position  and  the 
Murphy  drip  employed.  The  pack  is  to  be  left 
in  from  two  to  four  days  or  until  it  loosens  by  it- 
self. The  tube  is  left  in  until  the  cavity  is  free  of 
discharge. 

Acute  cellulitis  is  really  a  lymphangitis  of  the 
broad  ligaments.  Resolution  usually  ensues  under 
the  non-operation  plan  of  treatment.  Should  ab- 
scess or  general  peritoneal  sepsis  take  place,  their 
indications  should  be  met  by  operation. 

In  all  forms  of  acute  gonorrhea  avoid  radical 
operation.  Do  not  remove  tubes  or  uterus  as  the 
chances  are  against  recovery.  Give  time  and  the 
gonococci  wrill  die.  At  a  future  date  safe  opera- 
tion can  be  done  if  needed. 

Chronic  Gonorrhea.  There  are  cases  where 
operation  is  contra-indicated  in  this  condition; 
therefore,  local  treatment  becomes  necessary.    Also 
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women  are  made  comfortable  bj  this  treat- 
ment and  will  refuse  operative  measures.  Of 
v.  they  are  never  completely  cured.  Vgain, 
they  are  liable  to  an  acute  exacerbation  at  any 
time.  Their  health  is  never  up  to  par.  In  .1  well 
planned  form  of  local  treatment  these  women  can 
be  kept  in  working  condition. 

It  is  first  necessary  to  ascertain  that  there  is  no 
chronic  cervical  gonorrhea,  llu-  only  wax  to  prove 
this  is  bj  the  twenty-four  to  forty-eight  houi  tarn- 
mear.  Should  it  be  positive  my  picric  acid 
treatment  may  be  used  to  cure  the  condition,  The 
bowels  must  be  moved  each  day.  It  i-  well  to 
avoid  aloes  or  anj  of  the  salts  on  account  of  con- 
gestion.  Cascara  is  best.  The  patient  must  be 
built  up  with  iron  and  good  food.  An  anemic 
woman  will  not  respond  to  local  treatment.  The 
vaginal  douche,  as  above  described,  1-  to  be  used 
night  and  morning  when  the  tampons  are  not  in 
place.  It  matters  not  what  solution  is  used;  it  is 
the  heat  that  does  the  work.  Churchill's  iodine 
to  the  vaginal  vault  with  ichthyol,  boroglyceride 
and  glycerine  on  Wood  tampons  is  useful.  An- 
other good  tampon  solution  is  the  iodine-glycerine 
combination  3i  to  §iv. 

Chronic  cellulitis  and  mild  tubal  involvement 
usually  respond  to  the  above.  In  slight  tubal  in- 
fection with  thin  adhesions  the  patient  is  fairly 
comfortable.  All  displacements  must  be  corrected 
if  relief  is  to  be  hoped  for.  Tubal  abscess  is  cured 
only  by  removal.  An  ovary  displaced  and  bound 
down  by  numerous  adhesions  should  be  freed. 
Also  a  fixed  displaced  uterus  should  be  freed  by- 
operation.  In  that  variety  where  the  tubes  and 
ovaries  are  lost  in  a  maze  of  adhesions  incision  and 
shelling  out  is  best.  The  after-results  of  diffuse 
peritonitis  often  call  for  release  of  the  many  ad- 
hesions by  surgery. 

Conservative  surgery  of  the  tubes  has  little  place 
in  gonorrheal  infections.  If  the  isthmus  is  at  all 
ncdular  the  whole  tube  should  be  exsected.  Per- 
sonally, I  always  remove  completely  a  known 
gonorrheal  tube.  The  ovary  should  be  saved  if  pos- 
sible. If  pus  is  present  in  the  ovary,  however,  do 
not  attempt  to  save  the  organ.  Many  ovaries  that 
are  apparently  lost  in  adhesions  can  and  should  be 
freed  and  saved.  Generally  it  is  possible  to  pre- 
serve some  ovarian  tissue.  In  the  woman  past 
forty  one  need  not  take  the  time  necessary  to  save 
the  ovary  in  a  complicated  case. 

Should  the  uterus  be  removed  if  both  tubes  are 
exsected?  This  question  is  too  large  for  the  limits 
of  this  paper.  If  the  uterus  is  to  be  left  in  any  of 
these   operative   undertakings    curette    before    any 


abdominal  work  is  done,  It  is  best  to  curette  al 
ways,  foi  one  might  change  his  mind  after  getting 
into  the  alidonuiia]  cavity.  \  strip  of  gauze  wet  in 
the  tincture  of  iodine  and  left  in  the  uterus  Eoi 
twenty  four  hours  is  good  treatment  aftei  curel 
tage, 
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A  fanner  from  the  backwoods,  on  going  to  the 
town  circus  saw  a  dromedary  for  the  first  time.  He 
contemplated  its  size,  odd  shape,  pendulous  lips  and 
mushy  looking  feet  for  some  time,  then  was  heard 
to  say:     "Gee!     There  ain't  no  such  thing!" 

One  might  be  of  the  same  mind  as  the  rustic 
when  reading  the  title  of  this  paper,  but  from  my 
experience  in  treating  ear,  nose  and  throat  diseases,. 
I  am  fully  convinced  that  the  cure  for  repeated 
colds  in  the  head  is  some  form  of  surgical  inter- 
ference— not  during  the  acute  stage,  however,  but 
between  attacks. 

To  begin  with,  so-called  "cold  in  the  head"  is  the 
public's  name  for  any  disease  that  has  sneezing, 
snuffles,  and  a  running  nose  as  its  beginning  symp- 
toms, regardless  of  whether  the  true  trouble  is  due 
to  a  shoe  button  in  the  baby's  nose  or  a  cancer  of 
the  throat.  I  recently  saw  a  case  of  extrinsic  car- 
cinoma of  the  larynx  which  came  to  me  with  the 
home-made  diagnosis  of  a  cold  in  the  head  that 
had  lasted  several  months,  which  had  made  the  pa- 
tient husky  of  voice  as  well. 

The  term  "cold  in  the  head"  is  to  the  laity  what 
malaria  had  long  been  to  the  medical  profession,  a. 
convenient  peg  to  hang  onto  until  something  more 
tangible  appeared.  . 

In  this  paper  I  wish  to  exclude  everything  that 
simulates  cold  in  the  head,  such  as  foreign  bodies 
in  the  nose,  hay  fever,  nasal  diphtheria,  syphilis, 
nasal  polypi  and  hyperplastic  conditions  in  general, 
and  speak  of  the  surgical  treatment  of  what  we 
understand  as  catarrhal  cold  in  the  head,  which 
runs  its  course  in  a  few  days  or  weeks  at  the  most, 

*Kead  before  the  Staff  Association  of  Williamsburg  Hospital, 
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with  the  attendant  symptoms  of  discharge  from 
nose  or  throat,  fulness  in  the  head  and  ears,  sneez- 
ing, stopped-up  nose,  deafness  and  slight  bronchitis. 

In  taking  the  histories  of  patients  with  almost  any 
diseases  of  the  ear,  nose  and  throat  that  we  are 
ordinarily  called  upon  to  treat,  although  this  is 
especially  true  in  cases  of  chronic  catarrhal  deaf- 
ness, it  is  usually  possible  to  get  a  statement  of  re- 
peated colds  in  the  head. 

Cold  in  the  head  is  a  symptom  of  civilization  and 
all  of  us  have  suffered  from  it  probably  many  times 
off  and  on  as  long  as  we  can  remember.  As  chil- 
dren we  have  all  played  violently  with  our  coats  on 
until  overheated,  and  then,  like  children,  our  play 
being  over,  we  have  peeled  off  as  many  coats  as 
possible  and  sat  down  on  the  stones  to  cool  off ;  or, 
perhaps  we  have  been  walking  in  puddles  or  slush 
on  the  way  to  school  and  sat  down  all  day  with  wet 
feci.  This  has  resulted  in  our  having  the  snuffles 
at  night  and  a  full  blown  cold  in  the  head  the  day 
or  so  following.  If  the  symptoms  were  mild,  we 
have  probably  been  dosed  up  at  home  with  a  physic, 
a  hot  bath  and  various  combinations  of  molasses, 
sulphur,  onions  and  other  favorite  mixtures,  so 
highly  prized  by  our  grandmothers,  and  which 
were  handed  down  by  their  grandmothers  to  them. 
So  long  as  no  alarming  complications  occurred  the 
family  physician  was  not  called,  and  in  a  few  days 
we  were  out  and  around  again,  and  given  good  ad- 
vice about  getting  overheated  and  cooling  off 
rapidly.  Perhaps  we  then  went  for  a  long  time 
without  another  attack,  or  more  likely,  being  too 
young  and  heedless  to  do  as  we  were  told  we  soon 
got  another  cold  in  the  head  which  lasted  longer 
than  the  other,  and  later  on  still  another  cold  came 
along,  this  time  a  bad  one  with  neuralgia,  and  pos- 
sibly an  earache,  which  was  finally  relieved  by  the 
bursting  of  the  drum  membrane  and  followed  by 
a  running  ear.  We  finally  pulled  through  the 
winter  and  spring  and  in  the  summer  being  out  of 
doors  a  great  deal  we  felt  well  and  strong  again, 
especially  if  we  were  wise  in  our  choice  of  parents 
and  had  the  advantages  of  a  change  of  air,  scenery 
and  diet.  At  the  first  approach  of  damp,  rainy 
weather  a  cold  in  the  head  developed,  however,  and 
after  one  or  two  of  these  the  family  physician  was 
consulted  to  see  if  there  was  not  some  way  to  pre- 
vent them.  Probably  the  patient  is  given  good  ad- 
vice about  clothing  and  underclothing,  sleeping  in 
well  ventilated  rooms  with  proper  bed  covering,  the 
necessity  of  frequent  bathing  and  cold  sponges,  and 
he  is  given  a  tonic.  These  things  are  admirable 
in  themselves  and  the  patient  goes  along  nicely  for 
a  considerable  time,  but  in  the  course  of  a  vear  has 


several  colds  in  the  head  with  or  without  serious  or 
severe  complications. 

The  wise  physician  having  such  a  case,  especially 
if  he  notices  or  gets  a  history  of  mouth  breathing 
and  snoring  at  night,  advises  the  removal  of  ton- 
sils and  adenoids,  as  he  will  usually  find  these 
present  in  cases  of  mouth  breathers  with  a  tendency 
to  colds  in  the  head.  The  removal  of  these  in 
most  cases  relieves  the  patient  and  prevents  many 
subsequent  infections.  But  suppose  the  patient  is 
not  a  mouth  breather,  gives  no  history  of  snoring  at 
night  or  heavy  breathing,  has  no  hypertrophied  ton- 
sils. A  digital  examination  of  the  post-nasal  space 
may  surprise  one  as  the  fossa  of  Rosenmuller  may 
be  filled  up  with  adenoid  tissue,  or  they  may  be  in 
the  posterior  wall  of  the  epipharynx,  or  about  the 
orifice  of  the  Eustachian  tubes  and  give  no  symp- 
toms of  nasal  obstruction.  Their  presence  in  these 
places,  however,  will  account  in  good  measure  for 
the  neuralgias  and  most  of  the  earaches  of  child- 
hood. The  adenoid  tissue  not  being  found,  an  an- 
terior rhinoscopical  examination  will  show  hyper- 
trophied inferior  turbinates  or  a  deflected  septum 
or  spur,  or,  on  examination  of  the  mouth,  a  high 
arched  palate  will  be  seen.  With  the  removal  of 
adenoid  tissue  from  the  fossa  of  Rosenmuller  and 
posterior  wall  of  the  epipharynx,  the  neuralgias  and 
earaches  will  disappear.  Spurs  can  be  removed 
no  matter  how  young  the  patient,  and  for  a  badly 
deflected  septum,  when  the  patient  is  too  young  to 
do  a  submucous  resection  or  an  Asch  operation,  an 
orthodontist  should  be  consulted,  who  by  widening 
the  arch  of  the  palate  will  give  the  deflected  sep- 
tum a  chance  to  properly  develop,  thus  relieving 
the  interior  turbinates  of  the  irritation  produced 
by  the  deflected  septum.  They  in  turn  will  resum* 
their  normal  size  and  function,  if  proper  hy£nenic 
treatment  is  instituted   after  operation. 

It  is  a  rare  thing  to  find  hypertrophied  middle 
turbinates  not  complicated  with  some  other  form 
of  nasal  obstruction,  the  removal  of  which  cures 
the  hypertrophy. 

So  much  for  repeated  colds  in  the  head  in  chil- 
dren. Seventy-five  per  cent,  of  the  cases  are  due 
directly  to  the  presence  of  adenoid  tissue  in  some 
part  of  the  pharynx.  Their  removal  surgically  not 
only  benefits  the  child's  general  health  and  prevents 
it  catching  many  colds  in  the  head,  but  the  oper- 
at.on  removes  the  direct  cause  of  much  middle  ear 
trouble.  If  for  any  reason  the  operation  is  ne- 
glected, the  parents  wishing  to  let  the  child  "out- 
grow the  trouble,"  which  simply  means  that  with 
natural  development  the  pharynx  gets  larger  and  the 
lymphoid  tissue  relatively  smaller,  though  in  realitv 
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it  ma\  increase  in  size,  much  permanent  barm  has 
resulted  to  the  general  health  and  developmenl  of 
the  child;  earaches  will  havi  altogether  or 

in  pan  but  usuall)  at  the  expense  of  a  porti 
the  ear  drum,  as  permanent  and  irreparable  pei 
ns  will  haw  formed. 

Regarding  the  older  children  and  young  adults, 
if  they  have  had  adenoids  and  hypertrophied  ton- 
sils in  early  life  and  not  had  them  removed  thej 
arrive  at  adult  life  with  a  weakened  constitution 
and  a  flat  chest  ii  nothing  mor<   serious, 

tfaving  outgrown  parental  government,  if  the 
patient  .-till  has  repeated  colds,  he  probably  has 
fallen  a  victim  of  the  "colds  cured  in  a  day"  nos 
trams,  and  finding  them  not  all  that  he  could  de- 
sire, he  seeks  relief  from  us.  What  ran  be  done 
with  him? 

: .  see  if  he  has  not  some  adenoid.-  tucked 
away  in  his  pharynx  which  act  as  a  good  nesting 
place  for  various  bacteria.  The  bacillus  seg- 
mentosus  of  Cauthey  is  much  concerned  in  the  pro- 
duction of  the  so-called  cold  in  the  head  in  its 
typical  manifestations  in  the  nose,  as  is  also  the 
mien  arrhalis.      These    bacteria    find    in 

small  adenoid  vegetations  in  adults  an  ideal  culture 
medium.  It  needs  only  a  run  down  condition,  or 
various  excesses  to  have  them  start  operation. 

Does  it  not  seem  reasonable  to  think  that  by  the 
surgical  treatment  of  adenoids  in  adults,  we  shall 
at  least  get  rid  of  one  possible  nidus  of  bacteria 
that  may  produce  cold  in  the  head? 

The  presence  of  adenoid  tissue  in  adults  is  a 
much  more  common  trouble  than  we  have  been  led 
to  suppose  and  text-books  are  sadly  lacking  in  in- 
formation on  this   subject. 

Occupation  coryza,  due  to  working  in  dusty 
places,  inhalation  of  various  odors,  are,  of  course, 
cured  by  change  of  occupation  (provided  the  throat 
and  nasal  chamber  are  anatomically  normal)  and 
are  not  considered  in  this  article. 

Cases  of  large  spurs  or  a  badly  deflected  septum 
will  naturally  be  attended  to,  as  the  patient  will 
have  suffered  for  some  time  with  severe  nasal  ob- 
struction, regardless  of  weather  or  climate,  or  oc- 
cupation, and  will  have  these  attended  to  surgically, 
as  they  are  defects  that  could  not  possibly  be  over- 
ed  by  either  patient  or  physician. 

The  patient  whom  this  paper  most  concerns  is 
the  one  who  hasn't  any  adenoids,  whose  occupation 
as  such  doesn't  necessarily  predispose  him  to 
catarrh  and  who  under  normal  conditions  has  good 
nasal  breathing,  and  who  has  no  serious  con- 
stitutional disorders. 

What  can  we  do  for  him  to  cure  his  repeated 
colds  in   the  head?     Many  of  these  patients  have 


one  cold  aftei  another.  We  find  they  are  usually 
indoor  workers,  whose  surroundings  are  clean, 
light,  -team  heated  and  poorlj  ventilated.  Ait.i 
confinement  at  a  desk  all  day  such  a  man  travels 

mih.  t  i    in  home  in  a  car  which  goes  along 

the    ground,    under    it,    "i     above    it.      On    reaching 

home  he  has  an  atmosphere  similar  to  the  one  he 

has   hern   in  all   day;   he  eat-  more  than   he   should, 

and  in  the  evening  spends  three  or  four  hours  In 
some  large  building  in  company  with  hundreds  of 
his  fellow  beings,  and  then  goes  home  again  to 
sleep,  and   in  all  his  daily  routine  the  onl)    fn   I 

air   he   gets   i-    when    he   is  asleep   with   his   window 

open;  and  the  numbei  of  people  who  sleep  with  the 
windows  open  an   inch  instead  of  a  yard  is  legion. 

This  is  the  history  this  man  gives  us,  and  he 
tells  us  he  had  repeated  colds  in  the  head,  lie  also 
supplements  this  history  by  saying  he  uses  alcohol 
and  tobacco  moderately  and  takes  little  or  no  regu- 
lar exercise.  W  hen  such  a  patient  consults  you  for 
treatment  you  say:  "Regulate  your  life  differ- 
ently ;  eat  moderately,  give  up  alcohol  and  tobacco; 
exercise  in  the  open  air,  keep  away  from  indoor 
places  that  are  crowded,  ventilate  'your  place  of 
business  thoroughly,  walk  home  instead  of  riding, 
and  try  a  change  of  air  and  scenery."  This  is  fine 
advice  and  if  carried  out  would  cure  the  patient  and 
practically  insure  him  immunity  from  repeated 
colds  in  the  head. 

To  emphasize  the  benefit  of  outdoor  air,  change 
of  climate,  we  quote  the  latest  report  from  the 
Westmoreland  Sanatorium.  This  report  says: 
"The  patients  have  slept  in  shelters  with  pure  air 
blowing  into  them  day  and  night ;  the  dining  hall  is 
open  on  all  sides.  There  are  no  fires  and  the  hot 
pipes  have  not  once  been  on  during  the  past  year. 
During  the  past  twelve  months,  in  a  sanatorium  of 
sixy-tive  beds,  there  has  not  been  a  single  case  of 
cold  in  the  head  or  nasal  catarrh." 

This  is  a  fine  record,  especially  as  these  sixty- 
five  patients  are  tuberculous,  but  an  average  patient 
with  repeated  cold  in  the  head  would  hardly  want 
to  give  up  work  and  family  to  adopt  this  life.  Nor 
can  he  properly  ventilate  his  place  of  business,  as 
the  moment  he  pulls  a  window  up  or  down,  some- 
body feels  a  draught  and  shuts  it.  To  walk  home 
from  business  instead  of  riding  would  be  fine,  but 
inasmuch  as  most  men  live  a  long  way  from  their 
work,  if  they  .tried  this  they  would  get  home  in 
time  to  turn  about  and  walk  back  again.  Out-of- 
town  trips  for  any  length  of  time  with  out-of-door 
exercise  are  practically  impossible.  The  open  air 
treatment  at  home,  especially  with  aged  people  in 
the  same  habitation,  is  hardly  practicable.  If  the 
man  takes  to  the  roof  or  fire-escape  in  his  zeal  for 
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fresh  air,  his  neighbors  expect  him  to  be  taken  to 
the  psychopathic  ward.  On  the  whole  the  advice 
generally  given  to  these  unfortunate  patients,  re- 
minds one  of  the  charitably  inclined  millionaire 
who  gave  a  noonday  talk  to  factory  girls,  earning 
four  dollars  per  week,  on  the  "Beauty  of  Thrift 
and    Economy." 

This  frequent  catching  of  cold  in  the  head  is  a 
serious  problem  to  very  many  patients,  and  aside 
from  its  inconvenience,  it  is  so  often  the  forerun- 
ner of  most  serious  complications  that  it  really  de- 
serves our  earnest  consideration  as  medical  men. 
The  man  who  sells  "dope"  that  cures  it  in  one  day 
has  studied  it,  and  he  finds  the  demand  for  these 
nostrums  enormous,  showing  that  there  must  be 
many  sufferers. 

Too  many  of  these  cases  receive  scanty  or  im- 
proper treatment,  and  it  is  largely  due  to  the  fact, 
that  a  proper  rhinoscopic  examination  (both  an- 
terior and  posterior)  is  not  made.  It  is  highly  im- 
portant to  make  the  examination  at  the  time  the  pa- 
tient is  suffering  from  the  acute  symptoms,  and 
also  at  a  later  period  when  the  acute  symptoms 
have  subsided.  Then  if  a  careful  history  is  taken 
at  both  times,  supplemented  by  a  sketch  or  draw- 
ing or  diagram  of  some  kind,  we  will  be  surprised 
at  the  contrast.  Between  the  attacks  we  will  prob- 
ably find  the  air  spaces  on  either  side  of  the  septum 
fairly  large  with  perhaps  a  slight  hypertrophy  of 
the  middle  or  inferior  turbinates  and  a  septum 
which  has  not  enough  deflection  or  small  spurs  to 
attract  our  attention;  but  the  same  nose  seen  dur- 
ing an  acute  attack  will  show  an  enormous  hyper- 
trophy of  the  inferior  and  middle  turbinates,  and 
what  on  a  previous  examination  looked  like  a  fairly 
regular  septum  -will  be  found  to  be  congested  and 
sensitive  with  every  suspicion  of  a  deflection  or 
spur  relativelv  magnified,  and  the  normal  air  spaces 
practically  nil.  Mouth  breathing,  particularly  at 
night,  is  a  necessity,  and  on  the  whole  the  patient 
is  most  uncomfortable.  The  sensitive  areas  of  the 
septum  are  stimulated  to  a  condition  of  hyper- 
esthesia which  is  naturally  prevalent  in  our  cities 
and  seems  to  be  on  the  increase  due  to  our  present 
modes  of  living  and  occupation.  This  is  further 
increased  by  the  irritation  due  to  the  repeated  colds 
in  the  head  when  the  turbinates  and  septa  are  in 
contact  and  causes  the  irritating  symptoms  the  pa- 
tient complains  of. 

If  the  deflection  of  the  septum  is  slight  or  ab- 
sent, or  their  spurs  very  small  and  apparently  in- 
significant, one  would  naturally  say,  cauterize  the 
inferior  turbinate  or  remove  it  altogether.  This 
would  seem  to  be  the  logical  thing  to  do,  as  it  seems 
the  easiest  both  for  patient  and  physician,  but  ex- 


perience has  shown  that  the  cauterization  of  the 
inferior  turbinate  does  not  cure  the  trouble,  or 
when  a  turbincctomy  or  turbinotomy  is  done, 
atrophic  conditions  often  follow  which  make  the 
cure  worse  than  the  disease.  When  the  middle 
turbinates  alone  are  apparently  at  fault,  their  re- 
moval is  of  great  benefit.  In  my  experience  the 
procedure  that  does  the  work  satisfactorily  is  a 
submucous  resection  of  the  septum ;  either  for  the 
correction  of  small  spurs  or  a  deflection,  or  by  the 
removal  of  a  portion  of  the  cartilage,  beneath  what 
is  found  to  be  the  most  sensitive  portion  of  the 
septum. 

It  has  been  found  by  testing  that  the  most 
sensitive  portions  of  the  mucous  membrane  of  the 
nose  are  the  anterior,  and  when  these  are  on  the 
septum,  the  removal  of  a  portion  of  the  cartilages 
beneath  seems  to  have  the  desired  result. 

This  is  the  result  of  my  experience  in  this  line 
of  work.  I  have  found  in  all  cases  of  repeated 
colds  in  the  head  not  directly  due  to  vicious  oc- 
cupational surroundings,  some  form  of  nasal  ob- 
structions or  irritation.  In  children,  hypertrophied 
tonsils  and  adenoids  are  usually  the  offenders ;  and 
in  adults,  adenoids,  a  deflected  septum,  of  a  var- 
iable degree,  spurs  on  the  septum,  large  or  small 
hypersensitive  portions  of  a  nasal  mucous  mem- 
brane are  the  root  of  the  trouble,  and  their  cor- 
rection by  means  of  some  proper  surgical  procedure 
has  been  eminently  satisfactory  to  the  patients. 

As  I  have  said  before,  living  in  ideal  surround- 
ings and  treating  our  bodies  as  delicate  pieces  of 
mechanism,  we  can  prevent  repeated  colds  in  the 
head,  but  inasmuch  as  we  must  treat  our  patients 
and  our  surroundings  as  they  are  and  not  as  they 
ought  to  be,  it  seems  to  me  that  the  surgical  treat- 
ment of  these  cases  offers  the  best  means  of  relief. 
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Pulmonary  Cancer  and  Tuberculosis. 
Chronic  bronchitis  may  indicate  earlv  carcinoma, 
especially  if  the  mucus  is  stained  with  blood,  per- 
cussion dull  over  apex,  voice  diminished  and 
breathing  shallow  and  rapid.  All  of  these  are 
usually  intensified  as  the  disease  progresses  to  a 
time  when  fever,  night  sweats  and  hemorrhage  make 
their  appearance.  If  the  lower  lobe  is  involved 
the  difficulty  of  diagnosis  is  lessened,  so  that 
tuberculosis  may  be  eliminated  with  comparative 
safety;  but  if  cancer  is  in  the  upper  lobe  there  is 
greater  difficulty.  Tuberculosis  and  cancer  mav 
possibly  exist  in  the  same  lung,  primarily  or  sec- 
ondarily, and  when  this  is  so  the  signs  of  tuber- 
culosis obtain  when  tubercle  bacilli  are  found,  even 
though  cancer  may  be  suspected. — B.  Merrill 
Ricketts  in  The  Lancet-Clinic. 
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ARSENIONIZATION    IN     [NOPERABLE 
CANCER-  A    PRELIMIN  \RY    Nl  ITE 

t ;.  r.i  1 1. >n   Massi  j .  M.I  v, 
Surgeon  to  the  American  Oncologic  Hospital, 

PHILADELPHIA,    PA., 


The  renewed  attention  directed  to  chemotherapy 
by  Trot.  Ehrlich  in  the  therapeutic  management  of 
a  general  infection  will  probablj  have,  as  one  oi  its 
side  effects,  an  increase  of  interest  in  that  form  of 
chemotherap]  that  may  be  said  to  be  of  a  local,  sur- 
gical nature,  namely,  the  diffusion  by  means  of 
electric  currents  of  the  ions  of  chemicals  into  local 
growths  of  a  microparasitic  nature,  as  well  as  a 
renewed  attention  to  the  medical  form  of  ionic 
chemotherapy.  It  may  be  said  in  passing  that  the 
latter  form  of  ionic  therapy,  the  medical,  offers  a 
unique  opportunity  to  tlood  portions  of  the  body 
with  chemicals  without  a  general  hemic  dosing  when 
it  is  desired  to  limit  the  chemotherapy,  more  or  less, 
to  a  restricted  portion  of  the  body. 

The  surgical  form  of  this  work,  in  which  the 
ions  of  zinc  and  mercury  are  employed  in  the  de- 
structive ionization  of  cancerous  growths,  has,  as 
is  well  known,  been  employed  by  the  writer  and 
others  for  years,  with  increasing  appreciation  of  its 
value  in  selected  cases,  and  particularly  in  the  two 
extremes  of  operable  cases:  (i)  the  small  epithelio- 
mas of  the  skin  and  mucous  membrane,  where  effec- 
tive destruction  may  be  done  in  a  few  minutes 
without  general  anesthesia;  (2)  the  large  carcino- 
mas and  sarcomas  that  are  just  beyond  the  stage 
of  operability  by  the  knife :  to  which  should  be 
added  (3)  all  malignant  growths  within  the  acces- 
sible body  cavities  in  any  stage  of  operability. 

A  large  field  for  investigation  remains,  neverthe- 
less, in  which  the  deep  penetration  of  the  growth 
among  vital  structures  has  rendered  the  zinc-mer- 
cury ions  ineffective  except  as  a  palliative. 

The  possibility  that  the  ions  of  arsenic  when  elec- 
trically diffused  might  be  more  effective  as  a  local, 
surgical  protozoicide  suggested  itself  to  me  shortly 
after  the  announcement  of  salvarsan,  and  experi- 
ments to  test  the  question  were  begun  in  October, 
1910. 

It  is,  of  course,  an  assumption  that  cancerous 
affections  are  due  to  several  varieties  of  malignant 
protozoa.  Xo  proof  of  this  has  yet  been  definitely 
established,  yet  the  clinical  indications  point  so 
strongly  to  the  extrinsic,  germ  origin  of  cancer  that 
it  behooves  surgeons  to  act  upon  the  assumption  in 
the  interest  of  their  patients  until  it  is  disproved. 

•Read  before  the  American  Electro-Therapeutic  Association  at  Phil- 
adelphia, September  6,   1911. 


It  is  yet  tOO  soon  tO  slate  the  results  of  these 
cases  the  method  has  been  employed  are  still  under 
experiments,  lor  .ill  bul  one  ,,f  the  patients  in  whose 

treatment;  yet  the  data  obtained  are  sufficient  to 
warrant  this  earl)  announcement. 

PROP!  Kin  s  OF  METALLIC  ARSENIC  AND  PREPAR  \i  io\ 

oi      nil     I  I  I  i   I  RODES. 

The  pure  arsenic  ion  is  obtainable  from  metallic 
arsenic,  the  arsenicum  of  the  pharmacopea,  shaped 

into  an  electrode  in  such  a  manner  that  it  may  be 
conveniently  employed  as  the  anode  of  a  direct  cur- 
rent when  thrust  into  the  middle  of  the  growth,  the 
kathode  being  s, <  disposed  elsewhere  on  the  body 
surface  as  to  secure  a  good  contact  with  least  local 
action  under  this  pole. 

Arsenicum  is  a  brittle,  crystalline  metal  of  a  steel 
grey  color  when  not  oxidized  by  contact  with  air. 
While  a  true  metal,  this  brittleness,  together  with 
the  porosity  of  the  specimens  now  obtainable,  make 
it  difficult  to  construct  from  it  electrodes  for  ionic 
surgery,  even  though  blunt  surfaces  would  secure 
sufficient  concentration  of  the  ionic  action  in  the 
class  of  inoperable  cases  for  which  it  has  been  used. 
The  chief  difficulty  is  in  the  attachment  of  the  nec- 
essary handle  and  conductor  to  the  metallic  arsenic. 
The  lumps  of  the  metal,  which  are  obtainable  from 
dealers  in  rare  chemicals,  were  first  shaped  into 
something  resembling  an  Indian  dart,  or  arrow  head, 
the  shank  of  which  was  forced  into  the  end  of  a 
brass  crayon-holder,  such  as  is  used  by  artists,  the 
joint  being  then  liberally  protected  by  fusing  sealing 
wax  around  it :  but  this  was  later  abandoned,  be- 
cause the  repeated  sterilization  of  the  electrode  by 
heat  allow-ed  the  wax  to  creep  between  the  metal 
surfaces  and  break  the  current.  At  present  I  con- 
struct the  conducting  shank  by  winding  a  piece  of 
soft  iron  stove  pipe  wire  about  one-half  the  dart, 
protect  this  joint  from  the  hot  wax  by  covering  it 
with  tin  foil,  and  cover  the  tin  foil  and  some  of  the 
arsenicum  beyond  it  with  the  hot  wax.  This  has 
made  an  effective,  though  clumsy,  electrode. 

Metallic  arsenic  cannot  be  fused,  the  metal  sub- 
liming instead  at  a  temperature  of  356  degrees 
Fahrenheit,  so  that  casting  an  electrode  in  proper 
shape  is  out  of  the  question,  and  it  is  too  brittle  to 
hold  a  thread  for  the  attachment  of  a  shank.  I  am 
now  taking  measures  to  see  if  short  pencil-shaped 
electrodes  cannot  be  formed  in  small  retorts  by 
sublimation  and  for  the  construction  of  permanent 
electrode  holders.* 

•Since  this  paper  was  read  information  has  been  received  that  elec- 
trode crayons  of  arsenicum  will  be  supplied  by  the  Powers,  Weight- 
man  it  Rosengarten  Co.,  Philadelphia. 
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LOCAL   AND    GENERAL   EFFECTS    OF    SURGICAL    ARSENI- 

ONIZVHON. 

Local  Action.  When  a  metallic  arsenic  anode  is 
ionized  within  the  substance  of  a  growth  by  a  cur- 
rent of  50  to  300  milliamperes  for  periods  of  thirty 
minutes  daily,  or  thrice  weekly,  the  surface  of  the 
electrode  is  eroded  and  the  resulting  ions  driven 
into  the  growth  produce  a  dark  slough,  which  is 
somewhat  more  odorous  than  that  produced  by  zinc- 
mercury  ions.  Bleeding  vessels  will  be  sealed  by 
the  ionic  action  as  with  the  last  mentioned  ions, 
but  an  important  difference  between  the  two  pro- 
cedures will  be  noted  in  the  appearance  of  the  sur- 
rounding zone  of  reaction,  which  is  more  marked 
and  shows  greater  irritation  with  the  arsenic  ions. 
In  the  first  case  to  be  briefly  described,  in  which 
large  currents  were  employed  daily  for  durations 
often  longer  than  a  half  hour,  large  sloughs  were 
removed  with  forceps  before  beginning  each  appli- 
cation. These  sloughs  were  apparently  composed 
of  pure  sarcomatous  tissue,  it  being  evident  that 
the  normal  edge  of  the  wound  was  more  refrac- 
tory to  the  eroding  ions  than  the  diseased  tissue. 

When  the  local  growth  is  largely  destroyed,  the 
adjacent  normal  tissue  tends  to  contract  and  oblit- 
erate the  wound :  although  it  was  found  that  the 
edges  showed  greater  irritation  than  after  zinc-mer- 
cury applications,  as  already  remarked,  and  the 
later  applications  are  more  painful  to  the  patient, 
if  the  disease  is  being  overcome,  both  during  and 
after  the  applications,  than  with  zinc-mercury  ions. 

General  Action.  Each  patient  subjected  to  the 
treatment  has  improved  in  general  health  much 
more  than  under  zinc-mercury  ions,  this  improve- 
ment being  shown  by  an  increase  in  red  blood  cor- 
puscles or  hemoglobin  percentage  and  the  decrease 
in  leukocytes,  and  by  improved  appetite,  color  and 
strength.  That  this  is  in  part  due  to  the  absorp- 
tion of  a  minute  quantity  of  the  arsenic  into  the 
general  system  of  the  patient  was  demonstrated  in 
Case  1.  in  which  a  quantitative  analysis  revealed 
arsenic  in  the  urine  and  feces.  In  no  case  has  any 
evidence  of  the  absorption  of  a  toxic  dose  been 
present,  although  in  Case  I  large  currents  were 
used  almost  daily  for  five  months. 

SUMMARY    OF   CASE   REPORTS. 

Case  I. — Inoperable  Myxosarcoma  of  Right 
Axilla.  An  insurance  clerk,  aged  29,  with  a  good 
personal  and  family  history,  discovered  a  growth 
beneath  the  skin  inside  the  posterior  border  of  the 
right  axilla  during  the  last  week  of  March,  1910.  It 
increased  rapidly  in  size,  was  examined  by  various 
surgeons,  and  a  week  before  his  admission  to  the 
Oncologic  Hospital  was  aspirated,  bloody  serum 
alone  being  drawn. 

On  admission  to  the    hospital,    June    24,    1910, 


which  was  but  three  months  after  the  discovery  of 
the  nodule,  it  had  increased  to  the  size  of  the  end 
of  a  bootball,  the  elastic,  compressible  summit  pro- 
jecting from  the  axilla  covered  by  tightly  stretched 
skin,  which  was  just  beginning  to  break  down.  The 
patient  was  emaciated,  but  no  certain  evidence  o£ 
metastasis  was  present. 

A  major  zinc-mercury  ionic  operation  was  done 
June  25,  1910.  The  apex  of  the  tumor  was  first 
incised  to  procure  a  specimen  for  microscopic  ex- 
amination. On  the  incision  being  made  through  the 
skin  a  number  of  soft,  globular,  semi-fibrous  and 
semi-gelatinous  bodies  exuded  through  the  wound 
as  though  under  pressure.  A  bipolar  destruction  of 
the  whole  mass  was  now  accomplished  with  the 
negative  at  the  apex  and  large  electrodes  passed 
through  the  base,  a  current  of  1,000  to  2,500  milli- 
amperes being  passed  for  72  minutes.  The  result 
was  destructive  to  the  growth  and  all  edges  except 
that  at  the  apex  of  the  axilla,  close  to  the  blood 
vessels.  In  ten  days  the  remnant  at  this  spot  was 
found  to  be  growing  as  rapidly  as  before  the  opera- 
tion, and  during  the  following  two  months  thirty- 
two  minor  applications  were  made,  without  anes- 
thesia, though  varying  in  strength  from  no  to  500 
milliamperes.  The  growth  continued  so  rapidly, 
nevertheless,  that  from  two  to  four  cubic  inches  of 
sarcomatous  tissue  would  spring  up  between  treat- 
ment, to  be  removed  with  forceps  as  dead  tissue  as 
the  result  of  the  application.  The  patient's  general 
condition  deteriorated ;  he  lost  appetite  and  flesh. 

It  was  at  this  point  (October  21,  1910),  that  ar- 
senionization  was  begun,  with  currents  to  the  limit 
of  the  patient's  tolerance,  the  variations  in  tolerance 
being  due  to  a  greater  or  lesser  current  traversing 
the  branches  of  the  brachial  plexus  and  producing 
pain.  During  the  following  five  months  eighty-one 
such  applications  were  made,  a  negative  bath,  as  a 
dispersing  pole,  making  them  tolerable  to  the  skin. 
There  was  an  immediate  improvement  in  appetiter 
color  and  general  health.  The  recorded  blood 
counts  indicate  this  improvement,  though  full  rec- 
ords were  not  made  at  each  count,  apparently : 

June  25,  1910.     Nov.  21,  1910. 
Red  blood  corpuscles     4,160,000  4,300,000 

Leukocytes    8,200  

Hemoglobin    82  per  cent.  85  per  cent. 

An  analysis  of  the  urine  and  feces  made  in  De- 
cember showed  the  presence  of  arsenic. 

Notwithstanding  every  effort  to  reach  the  source 
of  the  exuding  sarcoma,  punctuated  by  attacks  of 
brachial  neuritis  from  too  strong  applications  near 
the  nerves,  progress  was  being  made  but  slowly 
when  evidences  of  inclusion  of  the  axillary  artery 
in  the  destructive  process  appeared,  causing  death 
by  slow  hemorrhage,  March  30,  191 1.  At  the  au- 
topsy but  little  living  sarcoma  tissue  was  found  in 
the  axilla  and  no  metastases  elsewhere.  The  mys- 
terious source  of  the  growth  was  traced  to  the  head 
and  neck  of  the  humerus,  which  was  honey-combed 
with  the  growth. 

The  report  of  the  pathologist,  Dr.  Gordon  J. 
Saxon,  on  the  specimen  removed  at  the  operation- 
was  as  follows : 

"Fixed  in  4  per  cent,  formalin.  The  section  is 
in  paraffine. 
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indwork  of  the  specimen  is  a  mixed  tis 
sue,  with  remains  <>i  muscle  fibers  and  their  nuclei 
[n  this  groundwork  arc  mart}  cells  oi  varying  types, 
redominating   cell   seeming   to  be   the   muscle 
cell,  and  one  of  the  endothelial  type.    In  large  num- 
bers, however,  th<  ind    gianl    connective 
cells   with   polymorphonuclear   leuk  "1    in 
some  instances  the  nucleolus  is  present.     There  is 
no  hemorrhage,  and  the  growth  is  not  highly  vascu 
tar. 
"Histologically,    tlii-    is    myxosarcoma,    bul     a 
i    hypernephroma    is    tentativel)     pre- 
sented, inasmuch  as  this  tumor  presents  many  of 
the   characteristics   of     hypernephroma,    which     is 
classed  bj  some  pathologists  .1-  sarcomatous." 

[I.-  Inoperable  Carcinoma  of  the  Cervix 
Uteri.  Mrs.  K..  aged  40.  had  been  under  treatment 
For  inoperable  carcinon  a  of  the  cervix  at  the  *  Geo- 
logic Hospital  for  some  time,  and  it  became  evident 
in  October,  [910,  that  she  was  losing  -round  under 
the  zinc-mercury  ionic  treatment.  At  this  time  the 
beyond  the  immovable  cervix  showed 
nodules  of  disease  that  were  evidently  extending 
into  the  extra-uterine  pelvic  structures. 

i  In  1  (ctober  21,  [910,  she  was  placed  under  thrice- 
weekl)   arsenionizations  by  means  of  an  electrode 
held   immovably    in    the   excavation,   with   currents 
that  were  at  first  50  milliamperes  strong  for  the  reg- 
ular thirty  minutes,  but  later  had  to  be  reduce  i  1  1 
30  milliamperes  on  account  of  increased  sensitive- 
E  the  part-. 
The  patient  is  still  under  treatment  ami  showmg 
considerable  local   improvement,   though   pain  per- 
requiring   liberal   doses  of   morphia.     There 
have  been  no  hemorrhages  since  the  treatment  be- 
gan and  but  little  odor. 

Unfortunately  no  blood  tests  were  made  prior  to 
May  20,  kiii.  but  that  made  at  this  date  and  some 
three  months  later  give  the  following  figures: 

Ma)   20,   !oi  [.     Aug.  30,  1911. 
Red  blood  corpuscles    "4.000,000  4,850,000 

Leukoc)  tes    12,600  9>°°o 

Hemoglobin  85  per  cent.  70  per  cent. 

Case  111. — Inoperable  Carcinoma  of  Cervix 
Uteri.  Mrs  C,  aged  57.  was  referred  by  Dr.  John 
Stewart,  of  Philadelphia,  and  admitted  to  the  1  in 
logic  Hospital  February  t6,  1911.  She  had  been 
■under  treatment  tor  Bright's  disease  by  Dr.  Stew- 
art for  five  vears.  and  about  five  months  before  ad- 
mission the' great  degree  of  cachexia  and  emacia- 
tion was  explained  by  the  discovery  of  advanced 
carcinoma  of  the  cervix.  The  uterus  was  found 
fixed  in  the  pelvis  and  its  lower  third  replaced  by 
carcinomatous  tissue.  The  patient  was  admitted  to 
the  hospital  for  the  purple  of  testing  ionization  in 
an  unusually  unfavorable  case  locally,  though  evi- 
dences of  general  metastasis  were  and  are  still  pres- 
ent. 

In  some  respects  this  patient  has  shown  better  re- 
sults for  five  months'  treatment  than  either  of  the 
others.  The  carcinomatous  tissue  can  no  longer  be 
discovered  by  sight  or  touch,  though  probably  pres- 
ent higher  up,  and  normal  edges  have  contracted 
about  the  excavation  at  the  site  of  the  cervix  until 
it  is  difficult  to  insert  the  finger  or  electrode  within 


it.      Flu-  uterus  remains  fixed  and  the  patient  has 

lost   \w-ight  in  spite  of  [he  improvement  in  the  blood 
I  1  mills    made    al    the    Follow  ing    dale-  ; 

Feb.  jo.      July  14.     Aug.  30, 

loll.  IOII.  Kill. 

Red    blood    corpR.  ...j ^o.O(X)     4,700,000     3. '(00,000 

I .cukoiN tes    11 .000     

Hemoglobin  85prct.      7oprct.      rjoprct 
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The   Surgeon's    I  lands. 
Due  of  the  lessons  which  most  of  us  have  learned 
in  our  school  work  in  applied  bacteriology,  is  that 
the  hands  are  ordinarily  not  aseptic.     It  requires  a 
very  thorough   and   systematic   procedure   to   make 
them    clean.     After    the    ordinary    washing    it    is 
usually  possible  to  obtain  a  culture  of  germs  from 
the  finger-nails  or  the   interdigital    folds.     In   ren- 
dering   the    hands    surgically    clean    these    places, 
therefore,     are    given    particular    attention.     Not- 
withstanding this,  bacteriological  experience  shows 
that   sometimes  growths  may  be  obtained  from  as 
much  as  five  per  cent,  of  the  cases  when  the  hands 
of  all  concerned  in  the  operation  are  tested.     The 
reasons   are.   on  the  one  hand,  that  bacteria  may 
penetrate  the  deeper  layers  of  the  epidermis  where 
they    become    quite    inaccessible    to    the    cleansing 
measures,   the  difficulty  is  enhanced  when  the  fre- 
quent use  of  antiseptics  has  made  the  skin  fissured 
and  rough :  and  on  the  other  hand,  the  secretions 
of  the  skin  itself  are  not  always  sterile.     The  pro- 
cedure that  is  found  to  be  practical  for  the  skin  of 
the    patient    is    not    equally    well    adapted    for    the 
surgeon's  hands.     Here  the  timely  application  of  a 
penetrating  and  efficient  disinfectant  such  as  iodine, 
in  order  to  reach  the  deeper  strata  of  the  epidermis, 
is  not    feasible.     In. these  considerations  are  given 
the  reasons  for  the  evolution  of  the  idea  of  cover 
ing   the  hands   with   thin   gloves  of    India   rubber : 
the  wearing  of  well-fitting  gloves,  seamless,  elastic, 
impermeable  to  secretions  is  to  be  considered   the 
only   practical   and    reliable    safeguard   against    the 
possible  transmission  of  infection. 

The  following  is  a  very  good  modus  operandi 
in  preparing  for  operation.  After  the  preliminary 
trimming  of  the  finger-nails  by  means  of  the  curved 
nail-scissors,  the  hands  and  arms  are  scrubbed 
with  soft  soap  in  running  warm  sterile  water 
Soft  brushes,  which  have  been  sterilized  by  boil- 
ing, are  best  suited  for  this  purpose.  The  only 
practical  rule  that  can  be  given  is  to  scrub  in 
orderl)     succession    every    fold    and    crevice,    and 
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every  part  of  the  hand,  forearm  and  elbow.  It  is 
well  to  proceed  as  if  each  finger  were  a  definite 
geometrical — a  parallelopiped,  presenting  a  volar, 
dorsal,  lateral  and  mesial  surface  and  finally,  a 
distal  end.  all  of  which  must  receive  attention.  If 
the  brush  is  deftly  used  the  orange  wood  stick  can 
be  dispensed  with  for  the  nails.  In  going  from  one 
finger  to  the  next  the  interdigital  folds  and  spaces 
are  attacked,  both  from  the  volar  and  from  the 
dorsal  side  of  the  hand.  The  object  of  the  warm 
soapsuds  is  to  soften  the  superficial  germ-laden 
layers  of  the  epidermis,  and  facilitate  their  me- 
chanical removal.  The  bacterial  debris,  as  it  is 
set  free,  is  rinsed  away.  No  time  can  be  fixed  for 
this  maneuvre.  Some  manipulate  more  dexter- 
ously than  others,  but  it  is  hardly  wise  to  reduce 
the_time  to  less  than  two  minutes  for  each  hand. 
The  flushing  with  warm  sterile  water  continues 
until  all  the  soap  has  disappeared.  The  hands 
and  arms  are  then  rubbed  dry  by  means  of  a  rough 
sterile  towel,  immersed  in  strong  alcohol  for  one 
minute  and  dried  again.  After  this  preparation, 
and  without  the  interpolation  of  the  usual  germ- 
icidal solutions,  the  hands  are  ready  for  the  rubber 
gloves. 

The  customary  rotation  in  dressing  is  the  fol- 
lowing: The  cap  and  mouth-binder  are  donned 
first.  After  getting  the  hands  surgically  clean  in 
the  manner  outlined,  the  arms  are  slipped  through 
the  long-sleeved  sterile  gown.  Finally  the  sterile 
rubber  gloves  are  put  on,  and  their  cuffs  drawn  up 
over  the  ends  of  the  sleeves,  so  that  no  part  of  the 
operator's  forearm  remains  exposed.  It  would  be 
manifestly  inconsistent  to  allow  the  bare  forearm 
to  come  in  contact  with  instruments,  sterilized 
gauze,  or  the  wound  itself  where  the  liana's  have 
been  so  carefully  protected. 

The  gloves  may  be  worn  wet  or  dry.  They  are 
wet  or  moist  after  sterilization  by  boiling  and  tend 
to  adhere  to  the  hand  so  that  it  is  not  always  easy 
to  put  them  on  in  the  correct  way ;  that  is,  by  grasp- 
ing only  the  cuffed,  reverted  end  while  drawing 
them  on  over  the  hand  and  thus  avoiding  any  con- 
tact of  the  bare  lingers  with  the  exterior  surface. 
An  expedient  sometimes  resorted  to  which  facil- 
itates the  slipping  of  the  glove  is  to  fill  it  with 
sterile  water.  From  the  point  of  view  of  asepsis 
this  method  is  faulty.  Firstly,  some  or  all  of  the 
water  after  bathing  the  hand  returns  to  the  basin 
containing  the  other  glove.  Secondly,  in  pulling 
the  glove  over  the  end  of  the  long  sleeve  of  the 
operating  gown  the  latter  is  likely  to  be  drenched 
and  diffusion  at  once  takes  place  between  the  skin 
of  the   forearm  and  the  surface.     For   the  use  at 


operations  it  is  an  advantage  to  have  gloves  which 
are  (fry  after  the  sterilization.  Therefore,  when- 
ever there  is  an  apparatus  available  for  sterilizing- 
by  steam  under  pressure  the  gloves  are  subjected 
to  this  process,  preparatory  to  operation.  With 
circulating  steam  under  fifteen  pounds  pressure  at 
a  temperature  of  250°  F.  (121°  C.)  thirty  to  forty- 
five  minutes  are  sufficient.  Each  pair  of  gloves  is 
sterilized  in  a  cloth  folder  on  which  the  size  is 
marked.  When  the  gloves  are  wanted  the  folder 
is  opened  like  a  book  and  in  a  pocket  on  each  side 
is  contained  a  glove  with  the  cuff  turned  back,  dry, 
well  powdered  and  presenting  no  difficulty  when  it 
is  slipped  over  the  hand.     The  gloves  which  are 


used  at  operations  go  through  a  definite  cycle. 
They  are  rinsed  in  hot  soapsuds  and  then  boiled 
for  twenty  to  thirty  minutes  in  plain  water  without 
the  addition  of  any  chemical.  This  is  done  in  order 
to  destroy  ar  once  all  the  bacteria  which  may  ad- 
here to  the  glove,  and  to  prevent  their  dissemina- 
tion. A  point  worth  remembering  in  reference  to 
the  effectual  sterilization  of  rubber  gloves  by  boil- 
ing, is  to  insert  a  large  drain  of  gauze  into  each 
glove  so  that  it  will  not  collapse,  and  free  access 
of  the  boiling  water  to  its  interior  is  not  prevented. 
L.ood  rubber  resists  sterilization  by  boiling  in  plain 
water  numberless  times  before  it  becomes  brittle 
and  inelastic;  but  with  alkaline  solutions  it  de- 
teriorates more  rapidly.  When  the  gloves  have  been 
boiled    they    should    be    thoroughly   dried    between 
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.hi*  1  powdered  with  talcum  before  tin 
put   away.     /V.<  •  e   not   only   sterilised 

but  again   when  they 
md  tunc  preliminary   to  op<  i 
ably  a-  indicated,  by  steam  under  pressure, 
J n  this  way,  germinating  spores  would  also  be  de- 
stroyed, which  before  their  germination  might  have 
resisted  even  the  boiling  pn 

The  fact  that  it  is  always  a  difficult  maun  to 
sterilize  the  --kin  after  it  has  been  soiled  should  mi-. 
forcibly  the  importance  of  avoiding  all  un- 
.i\  contamination.  Fortunately  the  bacteria 
which  most  commonl)  arc  found  to  inhabit  the  skin 
are  not  very  pathogenic.  So  also  strepto 
picked  up  with  the  dust  of  the  floor  of  the  oper- 
ating room  arc  not  apt  t>>  be  a-  virulent  as  those 
which  come  directly  from  a  case  recentlj  infected 
It  is  well  known  that  repeated  inoculations,  as  a 
rule,  increase  the  virulence,  while  the  drying  pro- 
ve- which  take-  place  when  bacteria  are  dissemi- 
nated with  the  dust  tends  to  de-troy  them.  Par- 
ticular care  should,  on  this  account,  he  exercised  by 
the  -urgeon  at  all  times  to  avoid  direct  contact  with 
pus  and  bacterial  secretions. 

Laxity  in  observing  this  vital  precaution,  notably 
in  dispensary  practice,  may  lead  to  the  most  disas- 
trous results.  Here  highly  infectious  pus  is  evacu- 
ated  from  absces-e-  and  phlegmons  and  soiling  of 
the  hands  is  inevitable  mile--  they  are  protected  by 
mean-  of  rubber  gl 

The  surgeon  who  considers  it  his  duty  to  en- 
sure an  uncomplicated  recovery  for  his  patient 
-hould  be  mindful  of  the  channels  or  sources  from 
which  an  infection  could  be  transmitted.  Besides 
the  surgical  polyclinic  or  dispensary,  the  dre-sing 
of  unclean  cases  in  the  wards  of  the  hospital  and  in 
one's  private  service  has  to  be  considered.  The 
practice  of  examining  gynecological  cases  vaginally 
without  rubber  gloves  i-  obsolete.  Again,  while 
research  work  on  animals  and  in  the  bacteriological 
laboratory,  is  sometimes  of  great  importance  in 
bringing  about  the  solution  of  practical  problems  it 
undoubtedly  increases  the  risk  of  conveying  patho- 
ic   organisms   to   the   operating  room. 

Because  he  comes  in  such  close  touch  with  the 
operating  field,  it  is  pre-eminently  the  surgeon  him- 
self who  should  keep  hi-  body  clean  and  free  from 
pus  foci.  If  he  should  bi  afflicted  with  a  furuncle, 
for  instance,  he  should  exercise  additional  precau- 
tions to  guard  his  asepsis.  A  gauze-binder  or  mask 
which  covers  the  operator's  mouth  and  nose  is 
advisable  in  every  celiotomy  or  synoviotomy  and 
imperative  in  cases  where  an  active  rhinitis  or 
ionsilitis  exists.     It  is  undoubtedly  better  to  shave 


the  face  ,,i  .a  i.  ,i--  the  chin;  a  be. ml,  m  general,  is 

a  dangerous  ornament,  but  if  it  cannot  be  sacrificed 

a  should,  b>  all  means,  come  within  the  grasp  oi 

inii  binder  and  be  well  covered.     I  >rops  oi 

Sweat,    I"",    thai    run   down    the    face  and    reach    the 

wound  maj  contaminate  it  and  give  rise  t"  an  in 

fection.      If    the    ban    of    the    head    remain-    uncov- 
ered    del. tilled     ban-    laden     with     germs     ma\     fall 

upon  the  operating  field.    A  towel,  bound  about  the 
id  and  b. hi',  or  a  snugl)    fitting  cap,    serves 
the    twofold    purpose:    it    encloses    the    hair    and 
absorbs  the  perspiration    from  the  brow. 

Bj   observing  the  well   founded  rule-  for  obtain- 
ing -met  asepsis  at  operations  the  only  factor  that 
remain-  uncertain  i-  the  -kin  of  the  patient.      I  low 
ever,   if  the  surgeon  and   hi-  assistants  and   nurses 
do   nol   wear  rubber  gloves  the  -kin  of  all   these, 

just  a-  well  a-  the  -kin  of  the  patient,  become-  a 
source  of  danger,  Without  rubber  gloves  it  is 
quite  impossible  for  the  surgeon  to  guarantee  the 
asepsis  of  hi-  own  hands  much  less  that  of  the 
many  others  that  help  him.  It  is  true,  that  the  use 
of  bare  hand-  often  simplifies  the  technic,  espe- 
cially in  gastro-intestinal  operations,  and  as  a  mat- 
ter of  fact,  some  of  the  most  skilful  technicians 
work  without  gloves.  The  reason  given  i-  that  the 
slippery  glove  does  not  permit  the  reads'  grasping 
and  handling  of  the  delicate  viscera,  ("doves  have 
been  manufactured  with  a  papillated  or  corrugated 
surface  or  with  a  silk-finish,  but  these  do  not  cor- 
rect the  disadvantage.  To  slip  the  ordinary  cotton 
glove  over  the  rubber  one  is  tedious  and  make-  the 
finger-  too  bulky.  Cots  of  thin  material  can  be 
used  as  cover-  for  the  index  finger  and  thumb  of 
the  rubber  glove  at  any  time  during  an  operation 
but  miles-  they  are  fastened  or  anchored  to  the 
wrist  in  some  way,  these  are  readily  dislodged  dur- 
ing the  manipulations  and  may  be  lost  in  the 
wound. 

I  have  therefore  adopted  a  half-glove  made  of 
very  thin  unprinted  linen — or  cotton  lawn.  See 
figure.  It  tils  the  index  linger  and  thumb  snugly 
and  a  single  button  fastens  it  about  the  wrist.  Un- 
like the  pattern  followed  in  making  leather  gloves, 
both  finger  and  thumb  here  have  hut  a  single 
slender  seam  so  as  to  secure  the  least  possible  in- 
terference with  palpation.  If  the  button  at  the 
wrist  is  large  enough  it  can  be  easily  buttoned  or 
unbuttoned  without  any  assistance  and  the  half- 
glove  can  quickly  be  donned  or  removed.  ( )f 
course,  it  must  fit  the  hand  accurately,  if  the  fingers 
are  too  long  the  tips  will  double  upon  themselves 
and  interfere  with  palpation.  The  linen  lawn  of 
which   it   is  made,   whether  it   is  wet  or  dry,  slips 
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readily  over  the  smootli  surface  of  the  rubber  glove. 
A  supply  of  half-gloves  may  be  boiled  together 
with  the  instruments  and  suture  material  and  put  on 
wet  if  the  usual  sterilization  with  steam  under  pres- 
sure is  not  convenient.  To  those  who  have  become 
accustomed  to  work  with  it.  the  half-glove  can  be 
distinctly  useful  in  vaginal  plastics  or  whenever 
blunt  dissection  witli  the  finger  is  necessary,  as 
well  as  in  grasping  and  fixing  the  structures  during 
vaginal  celiotomies,  femoral,  inguinal,  ventral 
herniae  and  operations  on  the  slippery  stomach 
and  bowel.  The  half-glove  is  meant  to  be  worn 
only  as  occasion  demands  it.  In  an  exploratory 
laparotomy,  for  example,  while  searching  among 
the  intestinal  coils  and  diaphragmatic  or  pelvic 
organs  for  a  tumor  the  half-glove  would  be  a 
hindrance,  while  the  smooth  uncovered  rubber  glove 
enables  gentle  and  almost  frictionless  handling. 

Notwithstanding  a  dissenting  opinion  which  is  oc- 
casionally expressed,  the  great  value  of  rubber 
gloves  in  preserving  a  rigid  asepsis  cannot  be 
denied.  Even  a  glove  with  a  few  tiny  perfora- 
tion- caused  by  a  needle  or  a  sharp  retractor  and 
escaping  notice,  is  far  better  than  no  glove  at  all. 
Furthermore,  if  the  tear  is  not  very  minute  it  is 
seen  at  once  and  it  is  a  simple  thing  to  change  the 
damaged  pair.  A  rubber  glove  of  good  quality,  if 
it  is  not  too  large  but  fits  the  hand  properly,  will 
stand  considerable  wear.  The  tactile  sense  is  im- 
paired somewhat,  it  is  true,  but  surely  never  to 
such  an  extent  that  it  makes  the  difference  worthy 
of  consideration. 

In  short,  the  surgeon  is  constantly  living  in  a 
dilemma ;  he,  more  than  others,  is  subjected  to  the 
opportunities  for  contaminating  his  hands  with 
virulent  germs;  he,  more  than  others,  should  keep 
his  hands  unpolluted  by  pus.  Xot  merely  on  the 
theoretical  itnderstanding  of  these  principles  alone, 
but  upon  their  constant  application  depends  the 
good  which  results.  The  aseptic  manner  of  han- 
dling diseased  conditions  must  have  become  an  in- 
tegral part  of  the  man. 

1041  Madison  Avenue. 

The  next  article  will  be  on  "Wound-Healing  and 
Scar- Formation.'' 


Cathartics    in    Post-Operative    Ileus    and 
Peritonitis. 

In  post-operative  vomiting  or  ileus  or  periton- 
itis, cathartics  only  add  to  the  intestinal  insult.  It 
seems  a  hard  lesson  for  us  to  understand,  that  in 
the  absence  of  a  definite  endo-intestinal  infection, 
it  is  not  what  is  on  the  inside  of  the  bowel  that  is 
doing  the  damage,  but  what  is  on  the  outside. — S. 
T.  Pope,  in  the  /.  A.  M.  A. 


GENERAL    CAKE    OF    CASES    OF    LAPAK- 

ATOMY    FOR   PELVIC   DISEASES 

BEFORE  AND  AFTER 

OPERATK  )\\ 
Brooks   H.    Wells,    M.D., 

NEW    YORK    CITY. 


1  have  ventured  to  bring  before  you  for  discus- 
sion a  subject  which  apparently  is  of  interest  only 
to  the  surgeon,  and  which  may  be  supposed  by 
him  to  be  so  trite  as  to  leave  no  room  for  further 
consideration,  for  the  reason  that  I  find  still  a 
number  of  points  wherein  the  practice  of  equally 
experienced  men  differs  widely. 

In  certain  phases  of  evolution  we  begin  with  an 
ignorant  crudity,  go  through  a  period  of  increasing 
complexity,  and  then,  when  knowledge  becomes 
more  thorough  the  complex  becomes  again  less 
complex  until  with  perfect  understanding  the  acme 
of  simplicity  is  reached. 

So  in  the  care  of  cases  of  abdominal  section  some 
of  you  can  remember  with  me  the  periods  of 
crudity  and  of  great  complexity  when  the  student 
was  required  to  know  how  many  layers  of  gauze 
should  be  used  for  a  Lister  dressing,  when  we  were 
blinded  by  a  carbolic  fog,  when  the  poor  patient 
was  poisoned  by  many  drugs,  kept  flat  on  her  back 
for  many  days,  and  when,  as  I  am  sorry  to  say  still 
happens,  she  was  weakened  by  routine  purging  both 
before  and  after  operation  and  was  luckv  if,  sur- 
viving at  all,  she  was  allowed  out  of  bed  in  six  weeks. 

Much  to  the  benefit  and  comfort  of  our  patients 
these  harmful  complexities  have  been  gradually 
eliminated  so  that  to-day,  while  not  yet  at  the  acme 
of  that  simplicity  which  means  perfection,  we  are 
appreciably  closer  to  it. 

To  set  before  you  material  for  discussion  the 
methods  employed  at  my  clinic  at  the  New  York 
Polyclinic  Hospital  will  be  described. 

These  patients  are  nearly  all  first  seen,  examined, 
and  treated  at  the  dispensary.  Operation  is  seldom 
advised  in  acute  pelvic  infections.  If  operation  is 
considered  necessary  the  patient  is  admitted  to  the 
hospital  and  prepared;  the  preparation  consisting, 
if  the  patient  has  been  constipated,  of  a  mild  laxa- 
tive on  the  morning  of  the  day  preceding  the  sec- 
tion, or  of  an  enema  the  evening  before.  Purging 
is  avoided  as  being  unnecessary  and  weakening. 
There  is  no  doubt  that  it  increases  the  tendency  to 
bowel  distention  by  gas.  that  it  is  a  source  of  great 
discomfort  to  the  patient,  and  that  it  increases  post- 
operative intestinal  atony,  nausea  and  vomiting. 
Only  rarely  are  patients  held  in  the  hospital  for 
more  than  eighteen  hours  before  operation. 


•Read  before  the  AIu 
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1  lu-  operation  field  is  so  prepared  dial  tunc  is 
ileting  the  cleansing  while  the  pa- 
tient is  under  the  anesthetic      Hie  evening  before 
ition  the  abdomen  is  shaved  and  scrubbed  with 
and  tincture  oi  green  soap  .m<l  warm  water, 
["he  soap}  water  is  thoroughly  washed  off,  the  skin 
dried   with   alcohol   and   covered    with   drj 

When  the  gau  :e  is  removed  bi 
tion  the  .-■kin  is  painted  with  tincture  ol  iodine. 

[*he  patient  is  not  pul  under  the  anesthetic  until 
the  surgeon  and  ire  read)  and  all  prep 

arations  arc  completed.  In  nearly  all  cases  the 
Pfannenstiel  or  transverse  incision  is  employed.  A 
moderate  Trendelenburg  position  is  used.  No 
rough  handling  or  sponging  of  peritoneal  surfao 

wed.  Where  it  is  necessary  to  hold  back  in- 
testines, or  to  protect  them  fr.nn  probable  infection, 
broad  gauze  pads  wrung  out  of  warm  normal  salt 
solution  are  used;  otherwise  gauzi  is  kept  out  of 
the  peritoneal  cavity. 

Vessels  are  ligated  before  being  divided  and 
clamps  are  almost  never  applied  except  to  tissues 
that  are  to  be  removed,  for  I  believe  that  tins  is  an 
important  factor  in  avoiding  thrombosis  and  possi- 
ble embolism.  No.  2  Van  Horn  plain  catgut  is 
used  in  the  peritoneal  cavity,  excepting  for  the 
suture  of  intestine,  where  silk  or  celluloid  linen  is 
used,  or  for  the  ligation  of  the  appendix,  where 
No.  2  ten-da)  chromic  catgut  is  employed.  Peri- 
toneal drainage  is  almost  never  employed  ;  twenty- 
four  hour  drainage  of  the  corners  of  the  transverse 
incision  is  used  if  there  seems  to  he  any  tendency 
towards  oozing. 

The  abdominal  wound  is  closed  in  layers,  with 
plain  catgut  for  peritoneum  and  muscle,  No.  2  ten- 
da  v  chromic  gut  for  fascia,  and  a  continuous  fine 
catgut  suture  for  skin.  Where  there  seems  danger 
of  infection,  through  and  through  silkworm-gut 
sutures  are  used  in  median  incisions  in  addition  to 
the  catgut  layer  sutures. 

Before  the  patient  is  taken  off  the  table  she  is 
given  a  hypodermatic  injection  of  eserine  salicylate 
gr.  i  40  and  atropine  sulphate  gr.  1  120.  This  is 
found  to  have  a  very  positive  effect  in  relieving 
post-operative  pain  and  nausea,  in  stimulating  in- 
testinal peristalsis,  and  in  preventing  shock.  To 
get  the  best  effect  it  should  be  given  before  the  pa- 
tient is  taken  from  the  operating  room.  When  it 
is  used  morphia  is  seldom  needed  for  the  control 
of  pain.  The  dose  of  eserine  is  seldom  repeated, 
and  it  should  not  be  given  more  than  twice  at  four 
to  six-hour  intervals  in  doses  of  1/60  grain.  When 
given  in  this  way  I  have  never  seen  any  ill  effects 


and    I    believe  that   the  patients  to  whom  it    is  given 

-mi.  1  less,  have  less  nausea  and  less  abdominal  dis 

tention   than   othei -      I  he    patients    usuallj     pass 

the  anesthetic  into  a  quiet  and  fairl)  bearable 

condition   foj    several  hours,  so  that   the)    do  not 

nuch    from  the  first    severe   pain  after 

operation;   and    if   then    the)    ale    restless    SO   that    it 

1-  necessar)  to  give  a  sedative  to  secure  sleep,  a 
grain  of  morphine  1-  usually  sufficient 
Winn  the  stomach  will  easil)  retain  it,  sleep  and 
freedom  from  pain  1-  often  best  secured  b)  giving 
in  place  of  the  morphia,  eight  grain  oi  aspirin 
u  ith  three  grains  of  veronal. 

If  there  is  vomiting  water  is  given  freely  by 
mouth  and,  when  the  condition  will  permit,  the 
head  and  shoulders  are  raised.  To  relieve  shock, 
to  promote  peristal. 1-,  to  control  thirst,  and  to 
supply  fluids,  from  a  half  pint  to  a  pint  of  warm 
water  is  given  by  rectum  every  three  or  four  hours, 
or  longer  if  needed.  A  sandbag,  weighing  about 
six  pounds,  placed  just  above  and  over  the  sym- 
physis for  a  number  of  hours,  often  gives  much 
comfort,  acting  as  a  splint  and  helping  to  keep 
wi  tund  surfaces  closely  together.  The  bowels  often 
move  without  medication;  or  by  the  aid  of  an 
enema,  [f  they  do  not  a  laxative  is  given,  on  the 
third  or  fourth  day.  Should  the  urine  before 
operation  contain  much  indican  the  lactic  acid 
bacillus  or  the  amorphous  bile  salts  are  given  both 
before  and  after  operation.  As  a  rule  no  other 
medication  or  treatment  is  employ 

Marly  feeding  is  considered  quite  important.  On 
the  morning  after  the  operation,  or  as  soon  as  the 
patient  will  eat,  she  is  given  small  amounts  of 
cereal,  or  scraped  meat,  very  soft  boiled  egg,  or 
crust  of  stale  bread.  And.  with  a  clean  tongue,  she 
is  carefully  worked  along  to  a  fairly  full  diet.  She 
is  given  no  milk  until  out  of  bed. 

For  twenty-four  hours  the  patient  is  usually 
most  comfortable  on  her  back,  but  she  is  allowed  to 
turn  or  be  turned  on  her  side  by  the  nurse  if  she 
wishes  it.  Sometimes  on  the  second,  usually  the 
fourth  day  after  operation,  she  is  lifted  out  of  bed 
onto  a  chair  for  a  half  hour,  and  after  simple  or 
clean  operations  when  she  cannot  urinate  she  is 
lifted  out  of  bed  from  the  first  to  pass  urine,  thus 
avoiding  any  use  of  the  catheter.  The  time  out  of 
bed  is  gradually  increased,  as  the  patient's  strength 
increases,  to  an  hour  twice  a  day,  and  she  is  en- 
couraged to  take  few  steps  so  that  by  the  beginning 
of  the  second  week  she  is  usually  able  to  walk  to 
the  surgery  and  report  her  condition. 

It   is   found   that  getting  the  patient   out  of  bed 
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m  this  way  encourages  her,  promotes  an  earlier  re- 
turn of  appetite,  increases  peristalsis,  makes  the 
use  of  the  catheter  seldom  necessary,  makes  the 
bowel  movements  easier  so  that  there  is  less  neces- 
>ity  for  laxatives,  improves  the  respiration,  lessens 
the  tendency  to  pulmonary  complications,  prevents 
loss  of  muscle  tone,  and  greatly  facilitates  a  rapid 
convalescence, 

Early  mobilit)  may  be  contrairidicated  bj   shock, 

general  weakness  so  that  we  might  fear 
syncope  from  the  upright  position,  by  septic  tem- 
peratures or  deep  wound  infections,  and  by  obesity. 

It   is  to  be  emphasized  that  getting  the  patients 

out  of  bed  in  this  way  does  not  mean  that  they  are 
to  be  out  of  bed  all  day,  or  to  be  allowed  to  go  to 
work  in  two  weeks,  or  that  they  are  not  to  have  the 
benefit  that  comes  from  rest  and  good  feeding; 
but  it  does  mean  that  the  little  periods  out  of  bed 
greatly  help  toward  these  desirable  ends.  Also, 
when  patients  are  sent  home  early  from  the  hospi- 
tal they  are  to  be  kept  quiet  most  of  the  day  for 
another  two  weeks,  or  longer  if  any  special  reason 
exists.  With  these  precautions  we  have  not  seen 
the  late  neurasthenic  conditions  or  other  ill  results 
that  have  been  claimed  to  follow  early  mobility. 

In  conclusion  I  must  remind  you  that  all  rules 
are  made  only  to  be  sometimes  broken.  Each  pa- 
tient presents  an  individual  problem  that  demands 
most  careful  study  and  the  best  efforts  toward  its 
solution  that  the  experience  and  knowledge  of  the 
surgeon  can  give. 

523  Madison  Ave. 


The  Treatment  and   Mistreatment  of   Sii"<  K. 

To  employ  nitroglycerine,  digitalin.  strvchnine. 
ether,  whiskey,  musk  and  camphorated  oil  indiffer- 
ently, with  an  idea  of  helping  the  patient  who  is 
suffering  from  surgical  shock,  is   simply  shocking. 

The  person  who  indulges  in  this  spectacular 
therapy  has  little  conception  of  the  physiologic  dis- 
cord with  which  he  is  contending,  and  less  notion 
of  the  action  of  his  drugs.  To  attempt  to  stimulate 
an  already  exhausted  vasomotor  center  writh  an  ex- 
citant like  strychnine  or  a  vasodilator  like  nitro- 
glycerine is  comic  medicine.     *     *     * 

Oxygen,  salt  solution  and  epinephrin  are  the 
only  chemical  agents  that  have  a  legitimate  excuse 
for  being  used  in  this  emergency.  Other  measures, 
of  course,  are  of  service,  but  these  are  posture, 
tongue  traction,  compression  of  the  limbs,  and  heat. 
-  -S.  T.  Pope,  in  the  /.  A.  M.  .1. 
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The  so-called  spasmodic  torticollis,  whether  of 
the  tonic  or  clonic  form,  or  of  the  mixed  form 
which  combines  both  types  of  contraction,  is  a 
localized  manifestation  of  the  disease  described  as 
"convulsive  tic." 

This  iv  a  disorder  of  volition  with  psychic  and 
motor  manifestations;  the  conscious  volition  has 
]<>-t  its  control  of  the  automatic  or  indirect  activi- 
ties. Both  branches,  the  inhibitive  and  the  initiative. 
are  involved  in  this  loss  of  control.  There  appear 
automatic  or  subconscious  muscle  contractions  1  the 
tic  movements),  just  as  automatic  activities  of  the 
mind  expressed  in  thought  and  speech,  e.  g., 
(echolalia).  They  are  not  initiated  by  conscious 
volition  and  they  cannot  be  inhibited  by  it.  In  the 
normal  individual  the  automatic  activities  are  sub- 
ordinated to  conscious  volition  (as  far  as  striated 
muscles  are  concerned). 

Charcot  was  the  first  to  recognize  the  nature  of 
this  disorder,  and  defined  it  as  a  material  manifesta- 
tion of  a  psychic  anomaly. 

The  grouping  of  convulsive  torticollis  under  the 
heading  of  "convulsive  tic"  has  been  agreed  to  bv 
such  neurologists  as  Landois,  Dana,  Brissaud,  Op- 
penheim,  Neige  and  Feindel,  and  this  pathological 
view  gives  direction  to  the  therapeutic  efforts 
termed  "psycho-motor  re-education." 

The  muscles,  peripheral  nerves  and  the  spinal 
motor  tracts  are  not  the  seat  of  this  disorder.  It 
i-  located  higher  up,  in  the  volitional  centers.  The 
automatic  impulse  and  its  motor  expression  repeat 
themselves  with  or  without  intermissions.  Some- 
times they  can  be  regulated  by  some  psychic  con- 
trol still  persisting,  but  this  happens  under  excep- 
tional circumstances  only.  In  view  of  the  time 
limit,  this  paper  will  have  to  be  restricted  to  the 
consideration  of  the  disorder  of  the  motor  acts. 

A  complete  examination  of  a  case  of  convulsive 
torticollis  will  determine  what  part  of  the  automatic 
impulses  has  become  abnormally  free  from  the  in- 
hibitive and  which  portion  independent  of  the  ini- 
tiative. 

The  loss  of  initiative  may  be  partial  or  total,  and 
the  corresponding  motor-elements  will  be  found 
partially  or  totally  missing.  The  disorder  of  con- 
nection between  the  conscious  volition  and  its  exe- 
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ration  through  the  rf>rrfttpr>nd;PE  mimrfra  can  as- 
sume different  variations;  for  instance,  the  con- 
scious volitional  act  may  accomplish  not  onlj  its 
purpose,  but  a  complex  movement  consisting  of  the 
intended  muscle  contractions  plus  the  automatic 
contraction  of  other  muscles;  or  it  ma>  not  result 
in  the  intended  muscle  contraction  at  all,  Imt  elicit 
an  automatic  (tic)  contraction-complex. 

The  loss  of  inhibition,  on  the  other  hand,  will  l>e 
expressed  in  the  abnormal  predominance  of  auto- 
matic contractions  of  the  corresponding  muscles. 

The  ultimate  purpose  of  the  treatment  is  the 
strengthening  of  the  tu,>  factors  of  the  patient's 
conscious  volition,  the  initiative  and  the  inhibitive. 

There  are  two  methods  oi  approach  to  this:  first, 
an  educative  effort  directed  at  the  patient's  mind, 
stimulating  and  testing,  by  a  methodical  and  pro- 
longed  training,  his  stamina  of  character:  teaching 
him  for  hundred-  of  days  to  retrain  from  extreme 
emotion-,  and  bringing  his  daih  life,  by  exhaustive 
planning,  to  the  regularity  of  clockwork.  Follow- 
ing '.hi-  minutely  detailed  plan  offers  in  itself  a 
wealth  of  daily  tasks  for  the  patient's  ability  to 
stop  and  to  begin  in  obedience  to  his  duty,  not  his 
inclination. 

These  last  remark-  may  be  allowed  as  a  hint  re- 
garding the  plan  of  the  psycho-therapeutic  manage- 
ment of  these  cases. 

The  second  method  aims  at  the  re-education  of 
conscious  volition  by  psycho-motor  re-education 
proper ;  the  training  consists  in  courses  of  exercises 
requiring  the  use  of  the  conscious  volition  and  of 
conscious  motor  acts.  Before  entering  into  their 
enumeration,  the  remark  may  be  allowed  that,  sim- 
ple as  they  may  seem  to  the  healthy,  they  offer  a 
vast  field  of  difficulties  and  problems  to  the  patient, 
because,  to  emphasize  it  once  more,  while  our  di- 
rect volition  plays  over  a  free  course,  the  tic  sufferer 
finds  his  partially  or  totally  antagonized  by  the 
activities  of  the  indirect  or  automatic  motortract. 

The  motion  elements  necessary  in  the  work  are : 
(i)  Rotation  of  the  head  on  the  sagittal  axis;  (2) 
rotation  of  the  chin  alone  on  the  sagittal  axis;  (3) 
rotation  of  the  head  on  the  vertical  axis ;  (4)  rota- 
tion of  the  head  on  the  frontal  axis  (anterior-pos- 
terior flexion)  ;  (5)  rotation  of  the  chin,  alone,  on 
the  frontal  axis  (elevation  and  depression).  It  is 
the  starting  point  for  the  formation  of  the  exercises, 
to  establish  what  motor  elements  are  totally  or 
partially  absent.  The  purpose  of  the  exercises  is  to 
restore  these  elements.  The  next  step  is  an  exami- 
nation of  the  motion-complexes  in  which  the  mo- 
tion elements,  which  individually  have  been  lost,  are 
preserved.     These  motion  complexes  are  the  mate- 


rial  to   work   upon   in   the   first   group  of  exercises — 

the  anal)  deal  group. 

In  this  group,  the  motion-Complexes  are  repeated 
in  order  to  gradually  eliminate  from  the  motion 
element-  aimed  at,  one  or  the  other  of  tin-  various 

components  of  the  tic-complex.     Experience  teaches 

that  this  can  be  accomplished  b\  prolonged  practii  e. 
For  example:  assuming  right  lateral  flexion  to 

be  the  moth, 11  element  individually  lost,  one  motion- 
complex  preserving  it  ma}  be  right  lateral  flexion 
plus  rotation  to  the  right,  plus  protrusion  and  ele- 
vation of  the  chin.  The  performance  of  this  ttlO- 
tion-complex  repeated  for  week-  in  regular  dail) 
sessions  will  show  the  following  result:  The  tic- 
complexes  added  to  the  desired  motion-elements  are 
gradually  diminished  in  intensity,  duration  and  fre- 
quency.  It  may,  for  instance,  happen  that  righl 
lateral  flexion  is  performed  with  protrusion  and 
elevation  of  the  chin,  but  without  the  rotation  on 
the  vertical  axis.  At  another  time  it  will  be  com- 
bined with  rotation  on  the  vertical  axis,  but  eleva- 
tion and  protrusion  of  the  chin  will  be  absent. 

The  decrease  in  the  tic  convulsions  accompany- 
ing the  motion-elements  cannot  be  demonstrated 
graphically  by  a  straight  line:  it  would  give  a  curve 
showing  weekly,  daily  and  even  hourly  elevations 
and  depressions,  but  on  the  whole  the  direction 
toward-  the  de-ired  end   will  be  apparent. 

Secondly,  the  motion  elements  obtainable  neither 
individually  nor  in  motion  complexes  are  to  be  re- 
gained by  the  re-educative  psycho-motor  group  of 
exercises  proper.  At  first,  the  conscious  volition 
will  not  be  successful  in  effecting  the  desired  muscle 
contraction  or  contractions.  A  repetition  of  this 
act  of  initiative,  in  spite  of  its  original  lack  of  ex- 
ternal results,  will  show,  if  prolonged  over  the 
necessary  period  of  time,  varying  from  weeks  to 
months,  that,  at  least,  fractions  of  the  desired  mo- 
tion will  occasionally  be  perfonned.  These  frac- 
tional contractions,  irregular  in  frequency  and 
extent  at  the  start,  become  increasingly  regular  and 
more  extensive  with  exercise. 

Thirdly,  the  synthetical  group  attempts  to  reunite 
the  regained  or  re-isolated  motion  elements  to  a  full 
series  of  complexes  in  order  to  counteract  the 
pathological  predominance  of  some  of  these  com- 
plexes by  constant  variation  and  completeness  of 
the  series. 

After  re-establishing  initiative  control  of  the  au- 
tomatic action  of  the  motion  elements  formerly  lost, 
we  attempt  to  re-establish  the  inhibitive  control  of 
the  tic  movements  which  are  pathologically  inde- 
pendent. This  is  done  by  a  group  of  exercises  of 
immobilization.      Meige    and    Feindel    advised    the 
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patient  to  assume  attitudes  and  maintain  them  with 
perfect  immobility  (like  a  statue).  These  attempts 
will,  as  a  rule,  succeed,  only  when  approximate 
symmetry  of  the  motion  elements  by  the  analytic 
and  the  psycho-motor  group  of  exercises  has  been 
re-established.  Assuming  this,  the  easiest  form  of 
immobilization  exercises  is  the  one  immobilizing  the 
head  and  the  neck  with  the  shoulder  girdle  fixed, 
because  under  these  conditions  one  degree  of  con- 
traction in  the  muscles  concerned  will  suffice,  while 
in  the  groups,  to  be  studied  later,  of  immobilization 
of  the  head  and  neck  combined  with  the  different 
types  of  mobilization,  possible  in  the  joints  of  the 
shoulder  girdle,  the  changing  position  of  the  points 
of  insertion  necessitates  varying  degrees  of  contrac- 
tion in  the  immobilizing  muscles.  In  the  beginning 
the  -duration  of  the  immobilization  must  be  short, 
two  or  three  seconds.  In  due  time  it  is  prolonged 
to  two  or  three  minutes.  The  exercises  of  immobili- 
zation, at  first,  have  to  be  performed  in  front  of  a 
mirror- — a  method  also  useful  in  the  practice  of  the 
first  mentioned  groups  of  mobilization. 

The  exercises  of  immobilization  graded  according 
to  their  difficulty  are :  (  i )  immobilization  of  the 
head  with  the  shoulder  girdle  fixed;  (2)  immobili- 
zation of  the  head  with  mobilization  of  the  shoulder 
girdle;  (3)  in  the  same  manner  immobilization  of 
the  head  and  neck  is  to  be  combined  with  immobili- 
zation exercises  of  the  trunk;  (4)  with  mobilization 
of  the  trunk;  (5)  with  immobilization,  and  (6) 
mobilization  of  the  legs. 

The  ability  of  the  patient  to  immobilize  his  head 
and  neck  with  the  shoulder  girdle  fixed,  does  not 
imply  the  same  ability  when  the  position  of  the 
shoulders  is  changed  either  directly  or  indirectly  as 
during  movements  of  the  arms.  Thus,  there  are 
times  when  the  head  and  the  neck  are  in  the  normal 
position  while  the  arms  are  hanging  down,  but  dur- 
ing meals,  for  example,  the  patient's  old  trouble 
reappears  because  his  arm  motions  mobilize  the 
shoulder  girdle. 

In  like  manner,  the  different  problems  for  his 
inhibitive  and  initiative  volition  met  with  in  the 
various  attitudes  of  daily  life  have  to  be  mastered 
by  thousand-fold  repetitions  during  the  appropriate 
courses  in  the  re-educative  discipline.  The  greater 
the  number  of  conscious  volitional  acts  performed 
to  secure  the  same  motor  effect,  the  smaller  is  the 
degree  of  intensity  required,  until  an  approximately 
infinite  number  of  identical  acts  of  conscious  voli- 
tion accomplishes  its  purpose  with  an  infinitesimal 
fraction  of  energy.  The  proof  of  this  is  given  in 
the  experiences  of  the  patients.     For  example,  the 


motion  element,  left  rotation,  cannot  be  performed 
by  a  patient  at  all  during  the  many  months  utilized 
for  the  analytical  motor  training,  but  nevertheless 
a  number  of  minutes  during  every  session  of  treat- 
ment is  used  for  the  initiative  will-effort  without 
regard  to  the  fact  that  it  does  not  give  a  manifest 
motor  result.  After  some  weeks  the  result  of  these 
seemingly  futile  volitional  efforts  is  that  the  tic- 
motion,  right  rotation,  is  less  marked  during  their 
practice.  Finally,  conscious  volition  for  left  rota- 
tion produces,  not  left  rotation,  but  the  median  posi- 
tion. After  weeks  more  of  exercises,  a  fraction  of 
the  segment  between  the  median  position  and  the 
left  rotation  appears.  It  increases  in  the  course 
of  weeks  and  months,  until  finally  the  whole  excur- 
sion is  attained. 

Again,  for  months,  a  discrepancy  is  evident  be- 
tween the  volitional  effort  and  the  motor  result.  But 
it  becomes  less  marked  from  week  to  week. 
Finally,  the  turning  point  is  reached  where  con- 
scious volition  produces  the  full  motor  result. 

Xow,  a  different  task  arises ;  the  conquest  made 
has  to  be  maintained  by  continuation  of  the  same 
efforts  which  have  led  thereto.  Perseverance  for 
a  number  of  years  ultimately  makes  the  perform- 
ance of  the  motion  element  automatic;  it  is  then 
performed  by  the  patient  without  consciousness  of 
any  initiative  effort.  Long  before  this  ultimate 
achievement,  statements  can  be  obtained  from  the 
patient  that  he  can  do  the  exercise  with  less  and 
less  effort  than  formerly. 

After  all  the  lost  motion  elements  have  been  re- 
gained, a  matter  of  about  a  year  and  frequently 
more,  and  have  been  perfected  to  the  degree  of 
automatism,  complete  equilibrium  between  auto- 
matic antagonistic  efforts  is  re-established  and 
shows  the  result  of  antagonizing  equal  forces, 
namely,  the  immobilization  of  the  fulcrum  and  the 
response  also  to  slight  changes  in  the  relation  of  the 
moving  forces. 

As  to  prognosis  two  classes  of  cases  present  them- 
selves— one  of  them  is  formed  by  those  in  which 
excessive  physical  and  psychic  strain  has  led  to  the 
patient's  constitution  being  previously  sound.  These 
cases  promise  favorable  outcome  generallv  and 
locally.  While,  in  torticollis  superimposed  on  a  con- 
stitution previously  faulty,  the  local  prognosis  will 
be  mostly  dependent  on  the  general  one. 

From  a  few  weeks  or  months  in  psycho-motor 
re-educaticn  as  little  can  be  expected  as  in  any 
other  branch  of  education,  where  permanent  and 
complete  results  are  desired. 

11  East  48TH  Street. 
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Having  worked  with  several  X-raj  apparatus 
and  having  carefully  read  the  description  of  sev- 
eral other  X-ray  frames,  I  feel  sure  that  the 
apparatus  designed  and  perfected  bj  Dr.  Vmedee 
Granger  of  this  city,  comes  nearer  than  anj  other 
!.•  supplying  the  needs  of  a  perfect  X-raj  appa 
ratus,  universall)  adaptable  to  anj  of  the  require 
ments  of  either  an  expert  or  amateur  radiologist 
skiagraphj  ami  fluoroscopy  of  am  pan  of  the 
body,  stereoscopy,  orthodiagraphy,  fTuorosopic  trac 
fhgs  and  locating  foreign  bodies. 

n  e  main  isists  of  two  uprights  firml) 

connected  al  top  and  bottom,  which  run  on  roller- 
Bearing  wheels,  between  two  tracks,  one  over  head, 
the  other  on  the  floor.  This  arrangement  allows 
the  frame  to  be  moved  the  whole  length  of  the  table, 
or  it  can  be  pushed  to  one  side  of  the  room,  out  of 
the  wa\  completely.  On  and  within  this  upright 
frame,  a  carriage  composed  of  two  vertical  and  one 
horizontal  portion  moves  vertically;  the  horizontal 
portion  of  this  carriage  is  hinged  in  such  a  manner 
that  it  can  be  raised  and  held  up  b)  means  of  a 
locking  pin,  forming  an  angle  of  i8oc,  with  the 
carriage,  or  let  down,  until  stopped  by  the  chains 
which  support  it,  forming  an  angle  of  QO°.  Ex- 
tending beyond  the  vertical  portion  of  the  carriage 
and  attached  to  the  main  uprights,  are  four  hollow 
extensions,  two  on  each  side,  which  support  the 
channels  that  hold  the  fluoroscopic  screen. 

The  carriage  carrying  the  X-ray  tube  box  can 
be  raised  and  lowered  on  the  uprights  of  the  main 
frame  by  means  of  a  rack  and  pinion  lifting  de- 
vice;  the  movement  of  the  pinion  on  the  track,  is 
controlled  by  means  of  a  pilot-wheel,  which  pilot- 
wheel  extends  over  the  table,  so  that  the  operator 
can  stand  in  one  position  on  one  side  of  the  table, 
and  control,  not  only  all  the  movements  of  the 
frame,  both  vertically  and  horizontally,  but  can  at 
the  same  time  control  all  his  switches  for  regulating 
the  currents. 

Upon  the  horizontal  frame,  and  resting  on  the 
roller-bearings,  is  the  box  for  holding  the  X-ray 
tube,  large  enough  to  accommodate  the  largest  size. 
and  lined  throughout  with  a  double-thickness  of 
X-ray-proof  cloth,  so  that  there  is  absolutely  no 
possibility  of  any  of  the  rays  escaping  to  harm 
either  the  patient,  or  the  operator,  except  through 
the  opening  in  the  bottom  of  the  box.     The  tubi 


is    held    in     position    l>\     means    of    wooden    clamps 

adjusted  with  wooden  screws.  The  front  of  the 
box  i-  fitted  with  a  lead  glass  observation  window 
rhi   bottom  of  the  box,  or  the  part  through  which 

the  rays  must  pass  to  reach  the  patient,  is  supplied 
with  an  iris  diaphragm  shutter.  This  iris  dia- 
phragm is  extremelj  useful  when  the  box  is  tilted 

back  for  fluoroscopic  examinations.  P,\  means  of 
the  diaphragm,  one  can  cut  out  all  false  rays,  and 
narrow  down  the  focus  of  active  rays,  to  the  exact 
point    desired,    therein    stronglj    accentuating   the 

image  upon  the  fluoroscopic  screen       The  bottom  of 


the  box  is  also  fitted  with  channels  for  the  ac- 
commodation of  various  attachments,  including  a 
ray  finding  and  centering  device. 

The  box  is  held  in  the  horizontal  frame  by  metal 
cradles  in  such  a  manner  that  it  can  be  made  to 
swing  from  right  to  left  and  placed  and  held  at 
various  angles.  By  means  of  the  roller-bearings 
Which  rest  on  the  side  pieces  of  the  horizontal 
frame,  the  box  containing  the  tube  can  be  moved 
forward  or  backwards.  Connection  from  the  gen- 
erator to  the  tube  is  made  by  means  of  flexible 
cords  which  run  on  automatic  spring  reels  which 
are  kept  from  coming  in  contact  with  the  metal 
frame  by  means  of  glass  rods.  This  method  of 
connecting  the  tube  allows  it  to  be  raised  or  low- 
ered at  will  without  disconnecting  the  wires  each 
time. 
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The  accompanying  illustrations  with  my  descrip- 
tion will  give  one  a  fairly  accurate  idea  of  the  sim- 
plicity and  compactness  of  the  apparatus ;  but,  to 
fully  appreciate  its  usefulness  to  the  radiologist  and 
the  ease  with  which  it  can  be  handled,  one  must  see 
the  frame  in  actual  use,  when  it  is  certain  to  ap- 
peal to  the  man  interested  in  X-ray  work.  It  is  a 
universal  A'-ray  frame  in'  every  sense  of  the  word : 
there  is,  I  believe,  no  manipulation  stunt  cither  in 
radioscopy,  skiagraphy,  orthodiagraphy,  stereoseopy, 
radiotherapy  or  the  location  of  foreign  bodies  that 
cannot  be  performed  with  this  machine  in  lees  time, 


the  examination,  regardless  of  whether  the  frame  is 
moved  up  or  down,  or  from  side  to  side.  This  ar- 
rangement is  ideal  for  making  fluoroscopic  tracings 
—which  can  immediately  be  confirmed  and  strength- 
ened by  skiagraphic  reproductions  on  the  negative, 
for  by  interposing  an  A'-ray  plate  between  patient 
and  screen  without  changing  the  position  of  the 
patient  it  is  possible  to  make  a  skiagraph  of  the 
region   just  fluoroscoped. 

In  making  a  skiagraph  any  make  of  table  can 
be  used  as  the  frame  is  wholly  independent  of  table. 
After  the  patient  is  in  position,  the  frame  holding 
the  tube  carrying  box  is  raised  or  lowered  to  the 
proper  height  by  means  of  the  pilot-wheel,  the  whole 
frame  is  moved  from  one  end  of  the  table  to  the 
other  by  merely  rolling  it  along  the  tracks,  and  the 
box  holding  the  A'-ray  tube  can  be  moved  to  the 
proper  position  over  the  patient  by  moving  it  along 
the  side  pieces  of  horizontal  frame.  When  com- 
pression is  necessary,  this  can  be  easily  accom- 
plished by  a  compression  cylinder  attached  to  the 
bottom  of  the  A'-ray  tube  box  and  by  means  of  the 
rack  and  pinion  raising  and  lowering  device,  this 
can  be  made  smoothly  and  evenly,  thereby  gradually 
overcoming  the  muscular  contraction  and  resistance. 
For  the  location  of  foreign  bodies,  the  absolute" 
accuracy  of  movements  and  the  rigidity  of  the 
whole  frame  will  do  more  to  simplify  this  hereto- 
fore most  difficult  task,  than  any  of  the  many  com- 
plicated and  inaccurate  methods  in  use  at  the  pres- 
ent lime 

It  is  perfectly  natural  to  surmise  that  an  appa- 
ratus that  is  readily  and  easily  adaptable  to  all  the 
requirements  of  radiography  and  fluoroscopy  must 
be  equally  useful  for  radiotherapeutic  purposes. 


with  more  occuracy  and  with  less  effort  on  the  part 
of  patient  or  operator,  than  with  any  other  machine 
in  use  to-day. 

For  fluoroscopy,  which  in  my  opinion  is  to-day 
even  more  important  than  skiagraphy,  and  seems 
to  be  rapidly  gaining  more  favor  with  the  foremost 
operators  of  the  day,  it  is  the  machine  "par  ex- 
cellence." With  the  box  tilted  back  and  the 
fluorescent  screen  properly  protected  with  lead  glass 
in  the  frame  made  to  hold  it,  and  the  patient  inter- 
posed between  tube  and  screen,  the  operator's  hands 
are  free  to  manipulate  the  machine  or  patient.  The 
fluorescent  screen  moves  simultaneously  with  the 
tube  so  that  once  the  central  ray  is  focused  on  the 
center  of  the  screen  it  will  remain  there  throughout 


I'XEUMONORRHAPHY. 

Suture  of  the  lung  has  recently  become  a  rational 
surgical  procedure,  to  close  wounds  of  any  charac- 
ter. It  is  done  with  fine  silk  or  linen  and  a  round- 
pointed  needle  placed  well  beyond  the  margin  of  the 
wound  and  deep  in  the  tissue,  for  the  sake  of  safety 
and  to  shorten  the  time  for  repair.  Without  com- 
plications the  primary  dressing  need  not  be  dis- 
turbed. 

Garre  suggests  closing  wounds  of  the  lung  by 
direct  suture,  preferring  fine  silk  or  linen  for  suture, 
done  by  the  inverted  or  penetrating  method. 

Stumps  of  lung  tissue  should  be  sutured,  not 
ligated,  because  they  are  not  so  well  cared  for  by 
nature  in  the  pleural  as  in  the  peritoneal  cavity!— 
B.  Menell  Ricketts  in  the  Lancet  Clinic. 
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ADVANCES    IN    THE    SURGICAL    TREAT- 
MENT   OF     PARALYTIC    DEFORMITIES. 

The  subject  of  the  operative  treatment  of  para- 
lytic deformities  is  of  great  importance  at  the 
present  time  in  view  of  that  fact  that  anterior 
poliomyelitis  is  now  widely  prevalent.  For  many 
years  tendon  transplantation  has  been  the  operation 
par  excellence  for  paralytic  deformities  of  the  ex- 
tremities. Although  many  brilliant  results  have 
been  achieved  by  the  type  operations  and  their 
numerous  modification-  the  transplantation  of  ten- 
dons has  been  far  from  uniformly  successful  in  its 
purpose — the  replacement  of  tendons  of  paralyzed 
muscles  by  tendons  of  normally  active  muscles.  The 
operation  has  therefore  been  largely  supplanted  by 
that  which  consists  in  the  periosteal  _  implantation 
of  normal  tendons.  The  principle  of  the  latter 
procedure  rests  on  the  fact  that  normal  muscle- 
tendons  will  functionate  normally  even  when  the 
muscles  pull  in  an  altered  direction.  For  example, 
one  of  the  tendons  of  the  extensor  longus  digitorum 
may  be  divided  and  the  end  sutured  to  the  perios- 
teum at  the  insertion  of  the  paralyzed  tendon  of 
the  peroneus  muscle  and,  in  a  successful  instance, 
the  extensor  longus  digitorum  will  take  up  part  of 
the  work  of  the  paralyzed  peroneus.  The  principle 
of  periosteal  implantation  has  met  with  a  greater 


measure  of  success  than  that  of  tendon-to-tendon 
transplantation. 

Nevertheless,  many  surgeons  of  greal  experience 
in  the  field  show  .1  reactionary  tendencj  and  re- 
turn i"  the  old  operation  of  arthrodesis  in  ordei  to 
give  -i  stable  and  straight,  although  completely  stiff, 
joint  to  the  paralyzed  individual.  The  operation  is 
sometimes  indicated,  particularly  for  the  ankle,  but 
it   ha-,  obvious  drawbacks. 

Ih.  work  of  Lange,  of  Munich,  in  the  field  of 
artificial  tendon  implantation  appears  to  be  the  first 
real  step  in  advancing  this  branch  of  surgery.  lb- 
came  to  the  conclusion  that  it  is  often  verj  inad- 
visable to  impair  and  possibl)  sacrifice  normally 
functioning  tendons  by  dividing  and  reimplanting 
them,  for  in  the  end  the  result  is  problematical.  He, 
therefore,  devised  the  method  of  silk  implantation. 
The  technic  consists  in  carefully  sterilizing  (and. 
according  to  his  most  recent!)  described  method, 
parafnnizing)  strands  of  heavy  silk  and  implanting 
these  strands  subcutaneously  in  such  positions  that 
they  will  stimulate  the  formation  of  fascial  sheets 
along  the  lines  of  the  paralyzed  tendons.  The 
strands  are  firmly  inserted  into  the  periosteum  at 
both  ends  and  must  naturally  be  free  from  the 
joint  they  cross. 

Although  the  results  of  Lange's  method  are  not 
ideal,  since  inelastic  bands  replace  elastic  tendons, 
they  appear  to  be  the  best  attainable  at  the  present 
dav.    in    selected   cases. — H.    N. 


Editorial  Announcement 


WESTERN    NUMBER   OF   THE  AMERICAN 
JOURNAL  OF  SURGERY. 

In  the  six  years  that  the  American  Journal  of 
Surgery  has  been  published  under  its  present  edi- 
torial direction  and  management  it  has  gained 
steadily  and  rapidly  in  popularity  as  a  magazine  of 
practical  surgery.  Through  our  various  editorial 
departments  we  have  planned  to  keep  our  readers 
informed  of  the  latest  movements  and  advances  in 
surgical  science,  to  present  an  impartial  criticism 
of  recent  books,  and  to  stimulate  a  general  profes- 
sional interest  in  the  important  and  rather  neg- 
lected field  of  "Surgical  Sociology."  In  the  con- 
tributors' department  we  have  sought  to  present 
chiefiv  articles  of  a  definitely  practical  character, 
and  in  editorial  notes  and  "Surgical  Suggestions" 
we  have  offered  practical  hints  for  application  in 
evervdav  surgical  work. 


Editorials  and  Surgical  Si  ggestions. 
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The  abundant  evidences  of  the  acceptability  of  a 
journal  conducted  on  such  a  plan  confirms  its  wis- 
dom, and  encourages  our  efforts  to  make  the  publi- 
cation more  and  more  interesting  and  more  and 
mure  useful  to  the  general  practitioner,  as  well  as 
to  the  surgeon  specialist.  To  accomplish  this  we 
have  from  time  to  time  issued  numbers  devoted  to 
special  departments  of  surgery,  or  to  contributions 
by  well-known  surgeons  in  special  sections  of  the 
country.  Thus  we  have  published  two  Genito- 
urinary Numbers,  a  Greater  Xew  York  Number,  a 
Philadelphia  Number  and  a  Southern  Number. 

Continuing  this  feature,  the  first  (January)  issue 
of  the  American  Journal  or  Surgery  in  1912  will 
be  a  large  Western  Number.  It  will  contain  the 
following  articles: 

"The  Operation  of  Gastro-enterostomy.''  by 
William  J.  Mayo,  Rochester,  Minn. 

"The  Surgery  of  Tendons,"  by  John  B.  Murphy, 
Chicago.  111. 

"Treatment  of  Foreign  Bodies  in  the  Esophagus," 
by  E.  Fletcher  Ingals,  Chicago,  111. 

"Operative  Treatment  for  Graves  Disease,"  by 
George  W.  Crile.  Cleveland.  Ohio. 

"Colonic  Intoxication."  by  J.  E.  Binnev.  Kansas 
City,  Mo. 

"Practical  Points  in  the  Surgical  Treatment  of 
Exophthalmic  Goitre,"  by  A.  J.  Ochsner,  Chicago, 
111. 

"Brain  Surgery  Technique.'"  by  J.  Rilus  Eastman. 
Indianapolis,  Ind. 

"Treatment  of  Abscesses  and  of  the  Necrotic 
Foci  Resulting  from  the  Use  of  Salvarsar,,"  by  A. 
Ravogli,  Cincinnati.  Ohio. 

"Treatment  of  Prostatic  Obstructions,''  by  E.  O. 
Smith,  Cincinnati,  Ohio. 

Subject  not  announced.  E.  Tuholske,  St.  Louis. 
Mo. 

"Artificial  Tendons  and  Ligaments  in  the  Surgi- 
cal Treatment  of  Paralysis,"  by  Nathaniel  Allison, 
St.  Louis,  Mo. 

"Uterine  Cancer,"  by  Francis  C.  Murphy,  St. 
Louis,  Mo. 

"Arthritis  Deformans,"  by  Leonard  W.  Elv, 
Denver,  Col. 

"Acute  Angulation  and  Flexure  of  the  Sigmoid, 
as  a  Causative  Factor  in  Epilepsy ;  with  Special 
Reference  to  Treatment."  by  W.  H.  Axtell,  Belling- 
ham.  Wash. 

This  list  fortifies  our  promise  that  the  next  issue 
of  the  journal  will  be  one  of  exceptional  interest 
and  importance,  and  our  pride  in  the  increasing 
popularity  of  the  American  Journal  of  Surgery 
as  a  medium  of  publication. 


SI  IRGE<  >N-GENERAL   WALTER   WYMAN. 

Dr.  Walter  Wyman,  Surgeon-General  of  the 
United  States  Public  Health  and  Marine  Hospital 
Service,  and  President  of  the  American  Medical 
Editors'  Association,  died  on  November  21  at  the 
age  of  63.  He  had  been  in  the  Marine  Hospital 
Service  since  1876  and  was  Surgeon-General  for 
the  last  nine  years.  He  established  the  first  Gov- 
ernment sanatorium  for  consumptives  at  Fort  Stan- 
ton. N.  M.,  and  a  leprosy  investigation  station  at 
Hawaii. 


Surgical  Suggestions 


In  the  presence  of  a  tumor  in  the  right  iliac 
region  it  is  rarely  safe  to  exclude  appendicitis  from 
the  diagnostic  possibilities. 


Hemorrhage  from  an  accidental  wound  in  the 
vulva  is  usually  better  controlled  by  gauze  packing 
than  by  attempts  at  ligation. 


A  chronic  gonorrhea  in  women  may  be  due  to 
uncured  disease  of  Skene's  ducts.  After  these  are 
slit  open  with  a  fine  scalpel  or  with  the  galvano- 
cautery  knife,  the  disease  will  be  cured. 


In  a  case  of  abdominal  disease  a  vague  mass  in 
the  epigastrium  associated  with  exaggerated  dis- 
tinctness of  aortic  pulsation  at  that  point  suggest* 
pancreatic  disease  or  retroperitoneal  lymphatic 
tumor. 


At  the  conclusion  of  an  operation  in  which  iodine 
has  been  used  to  disinfect  the  skin  field,  remove 
the  excess  of  the  drug  by  wiping  with  alcohol  or 
ether.    This  may  save  the  patient  much  discomfort. 

In  carcinoma  of  the  bowel  local  signs  appear 
first  and  deterioration  in  health  later;  in  intestinal 
sarcoma  impairment  of  health  is  first  noted  and  local 
signs  appear  later.  In  carcinoma  obstructive  symp- 
toms are  the  rule,  in  sarcoma  the  exception.  In 
carcinoma  the  growth  of  the  tumor  is  relatively 
slow,  in  sarcoma  it  is  rapid. 


When  vomiting  and  right  iliac  pain  or  tenderness 
are  associated  with  a  chill  and  a  pyrexia  of  105  de- 
grees or  106  degrees,  exclude  pneumonia  and  ma- 
laria before  operating  for  appendicitis.  If  the  ap- 
pendix is  diseased,  exclude  mesenteric  thrombosis 
before  closing  the  wound. 
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Department  1 


\\     EFFICIENT     VOLUNTEER     MEDICA1 

RESER\  E  CI  IRPS. 

II  vroi  p  11  \s-.  A.M..  M.D., 

i'ORK. 


[Tie  Spanish-American  Wai  demonstrated, 
among  many  other  sadly-needed  reforms,  the  i 

-it\    for  placing   the   medical   arm  of   our   military 

ami  naval  services  upon  an  efficient  and  dignified 

g      In  a  Idition  to  changes  in  the  regular  med- 

jervice,   concerning    which    1    shall   not 

hero,  tlu-  need  tor  a  medical  reserve  corps  was  made 

vident;  and.  in  fact,  a  medical  reserve  corps 

nee  been  "created"—]  cannot  say  organized. 

\  glance  through  the  li-t  of  tho  mpose 

-    thai    very   many   of   them 
have  been  appointed  rather  to  honor  their  a 
plishments  in  civil  medical  and  surgical  practice  and 
in  laboratory  research  than  hecause  of  their  physical 
fitness  and  their  adaptability. 

Is  our  medical  reserve  corps  large  enough?  Vre 
all  its  members  young  enough  or  active  enough  to 
undertake  war  duty"'  Are  they  receiving  any  in- 
struction in  or  preparation  for  such  duty?  All  these 
questions  are  answered  in  the  negative 

A  nation  such  as  ours  is  never  beyond  the  danger 
of  war,  and  we  need  an  efficient  body  of  trained 
men — trained  as  well  in  medical  military  matters  as 
gineering  military  matters.  If  a  well-planned 
movement  is  started  to  organize  a  truly  efficient 
medical  reserve  corps,  I  am  sure  that  there  will  be 
an  earnest  co-operation  by  the  medical  fraternity. 

In  an  article  in  The  Military  Surgeon,  October, 
and  in  the  Army  and  Navy  Journal,  October, 
7.  iwii.  1  offered  a  few  practical  suggestions  for 
organizing  a  capable  medical  reserve  corps,  which 
could  be  called  upon  at  any  time,  and  which  could 
be  relied  upon  to  do  its  work  thoroughly : — 

i.  A  call  could  be  issued  from  the  War  and 
Navy  Departments  for  Volunteer  Surgeons. 
Among  the  sixty-odd  thousand  physicians  in  the 
United  States  I  am  confident  that  at  least  one  in 
twenty  would  respond.  Thus  a  corps  of  some 
3,000  Volunteer  Surgeotrs  would  immediately  arise. 
There  is  many  a  medical  man  in  the  backwoods,  in 
the  mining  camps,  etc.,  who  would  make  a  most 
efficient  military  surgeon.  Such  a  man  should  he 
given  an  opportunity  for  training. 

2.  Every  medical  school  should  have  a  visiting 
military  surgeon,  whose  duties  it  should  be  to  give 
a  series  of  lectures  on  the  advantages  of  medical 
tnilitarv   duty   to  the   outgoing  class:  and.   having 

ed  these  men  to  some  slight  sense  of  duty,  he 
should   ask    them    to    join   the    Volunteer    Medical 
.Corps. 

3.  The  men  belonging  to  such  a  corps  should 
be  between  twenty  and  forty  years  of  age.  It  is 
the   young  medical   men   on   whom   the    \rmy  and 


\a\\  must  depend;  men  who  haw-  been  trained 
.11.1  .tie  physical!)  able  to  do  the  work  assigned 
them.  Aitei  a  man  has  passed  the  age  Inmt  he 
1  the  active  list,  that  is.  the 
regular  studies,  camps,  etc;  but  as  long  as  h,  n 
mained  a  member  of  the  corps  in-  could  he  called 

Upon    1<  r  active  dut)    in   time  of    war. 

4.  I  he  credentials  of  \  olunteers  should  be  filed 
in  the  War  Department,  and  no  man  should  be 
allowed  to  remain  in  the  corps  who  is  not  in  good 
standing  in  the   American  Medical    \    ociation. 

5.  [n  ever)  town  or  city  where  ten  oi  more  men 
are  commissioned  the)  should  form  an  organization 
and  meel  at  regular  intervals  during  the  winter 
months  for  purposes  of  mutual  instruction  and  drill. 
In  out  of  the  wa)  places,  where  no  such  organiza- 

ted,  pamphlets  could  be  sent  from 
the  War  and  Nav)  Departments  regularly,  showing 
the  reci  ni  advances  in  military  hygiene,  etc.     Such 
hould  also  be  issued  to  the  various  or- 
ganizations in  the  different  cities. 

6.  During  thi  [eons  from  the  Regular 
Army  and  Navy  should  be  sent  throughout  the 
country  giving  instruction.  Such  contact  with  men 
in  active  duty  would  be  a  great  stimulus  to  a  vol- 
unteer organization,   and   at   the   same  time   would 

1  hem  in  more  intimate  contact  with  the  work 
that  is  actually  going  on. 

7.  State  camps  for  the  volunteer  men  could  be 
instituted  every  two  years,  or  a  certain  number  of 
men  could  be  assigned  to  the  militia  camps  at  their 
biannual  encampments. 

8.  A  man  should  be  allowed  to  be  a  member  of 
the  corps  only  as  long  as  he  sticks  to  the  required 
work,  and  should  be  suspended  if  he  does  not  live 
up  to  the  strict  discipline  of  military  rule. 

9.  Each  man  so  commissioned  should  receive 
some  insignia  showing  his  rank,  and  he  should  be 
made  proud  of  the  fact  that  he  is  a  Volunteer  Sur- 
geon in  the  great  Army  or  Navy  of  the  United 
States  of  America. 

Let  me  repeat  what  I  had  said  in  my  earlier 
papers.  I  fear  that  the  majority  of  medical  men 
in  America  are  in  a  stupor  of  languid  loyalty  which 
needs  an  awakening.  It  is  not  sufficient  to  allow  a 
man  to  think  that  in  times  of  war  he  may  become 
a  necessary  acquisition  to  a  body  which  cannot  get 
along  without  him,  untrained  as  he  may  be.  What 
is  necessary  is  to  awaken  a  feeling  of  loyalty  to  a 
country  which  needs  him  all  the  time,  not  at  any- 
one time.  

Pre-  and  Post-Operative  Treatment  of  the 

Bowels. 
An  enema  on  the  morning  of  the  operation  is  all 
that  is  necessary  to  relieve  the  colon  of  its  con- 
tents and  establish  the  most  favorable  intestinal 
condition.  And  on  the  resumption  of  feeding,  the 
bowels  will  often  move  spontaneously  about  the 
fourth  day,  or  if  gas  distention  causes  discomfort, 
or  fecal  masses  in  the  sigmoid  or  rectum  distress 
the  patient,  an  enema  will  relieve  the  condition 
quite  as  thoroughly  as  a  purgative,  and  do  no  dam- 
age.—S.  T.  Pope,  in  the  /.  A.  M.  A. 
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Practical    Cystoscopy    and    the    Diagnosis    of    Surgical 
Diseases  of  the  Kidneys  and  Urinary  Bladder.     By 
Paul    M.    PlLi  HER,   M.D.,   Consulting   Surgeon  to  the 
Eastern    Long    Island   Hospital.      Octavo;    398   pages; 
233  illustrations,  29  in  colors.     Philadelphia  and  Lon- 
don:   \V.   B.  Saunders  Co.,  1911.    Cloth,  $5.50,  net. 
We  gladly  welcome,   from  an  American  author,  a  work 
adequate  to  this  subject,  painstakingly  prepared  and  well 
illustrated.      Pilcher*s    is,    we    believe,    the    best    book   on 
cystoscopy   that   has   appeared   in   this   country   and   as   a 
working  manual,  at  least,  it  compares  most  favorably  with 
publications  by   foreign  authors. 

While  cystoscopy  is  his  chief  theme,  Pilcher  has  done 
wisely,  we  think,  to  present  it  as  a  part  only  of  the  con- 
sideration of  "the  diagnosis  of  surgical  diseases  of  the 
kidneys  and  urinary  bladder."  Accordingly,  we  find  :  150 
pages  (Part  I)  devoted  to  The  Technic  of  Cystoscopy 
Part-  II,  60  pages,  is  entitled  The  Diseased  Bladder,  and 
:onsists  of  an  introduction  and  six  chapters  dealing,  re- 
flectively, with  the  pathologic  changes  seen  in  the  bladder 
(with  the  cystoscope )  ;  inflammations  (here  Pilcher  in- 
cludes a  brief  description  and  colored  plate  of  his  edema 
Arigoiii  membranosum  and  a  colored  plate  of  his  edema 
Arigoni  pseitdo-membranosum) ;  tuberculosis  (in  which 
:hapter  there  are  reproduced  four  cystoscopic  pictures  in 
black  and  white,  but,  unfortunately,  none  in  colors) ; 
deer;  tumors;  stones,  and  miscellaneous  diseases  (leu- 
koplakia; abnormalities  following  operation  or  injury; 
arix;  diverticula,  and  parasitic  diseases). 

Part  III,  14  pages,  describes  from  the  diagnostic  side. 
the  Diseases  of  the  Prostate.  Part  IV.  20  pages,  considers 
Diseases  of  the  L'reter  (stricture,  dilation,  obstruction, 
fistula,  wounds).  In  Part  IV,  19  pages,  Pilcher  con- 
siders the  clinical  tests  of  The  Functional  Activity  of  the 
Kidneys,  describing  cryoscopy,  the  phloridzin,  the  indigo- 
carmine,  the  phenolsulphonephthalein  and  the  experimental 
polyuria  tests,  and  indicating,  but  scarcely  sufficiently  em- 
phasizing, their  limitations. 

Part  VI,  102  pages,  consists  of  nine  chapters  on 
i  Surgical)  Diseases  of  the  Kidney.  Part  VII  consists  of 
15  pages  on  the  Therapeutic  L'ses  of  the  Cystoscope — oper- 
ative manipulations,  cauterization,  application  of  the  high 
frequency  spark,  lavage  of  the  kidney  pelvis. 

In  all  the  diseases  considered  the  descriptions  are  drawn 
from  the  diagnostic  side.  Radiography  is  referred  to  in 
connection  with  urinary  calculi,  but  Pilcher  does  not  con- 
cern himself  with  its  technic.  Pyelography  is  not  re- 
ferred to. 

The  section  (Part  I)  on  cystoscopy  and  ureter  cathe- 
terization can  be  recommended  without  reserve  to  him 
who  seeks  instruction  in  this  field.  While  one  may  differ 
with  Pilcher's  preferences'  and  rules  in  minor  matters,  his 
technic  is  sound  and  adequately  presented.  His  illus- 
trated descriptions  of  the  various  types  of  cystoscope  in 
use  sufficiently  presents  their  indications  and  relative  ad- 
vantages. The  optics  involved  are  described  only  suffi- 
ciently for  an  understanding  of  the  appropriate  manipu- 
lations of  the  instruments  and  the  interpretations  of  the 
image  relations.  The  cystoscopic  methods  described  in- 
clude also  those  employing  no  lenses,  viz.,  the  method  of 
Kelly  and  Pawlik  for  the  female,  and  that  of  Braasch,  for 
male  or  female. 

The  work  is  illuminated  by  numerous  (233)  excellent  il- 
lustrations. Many  of  these  are  of  instruments,  others  are 
borrowed  or  original  diagrams,  half-tones,  photographs 
and  skiagraphs.  There  are  29  colored  illustrations,  oc- 
cupying 11  plates,  most  of  them  showing  in  natural  color 
cystoscopic  pictures  from  normal  and  diseased  bladders. 
These,  and  most  of  the  cystoscopic  pictures  reproduced  in 
black  and  white,  were  drawn  from  life  by  Miss  Eleanor 
Fry,  who,  the  author  states,  made  a  study  of  cystoscopy 
for  the  purpose.  She  deserves  much  of  the  credit  that 
will  attach  to  this  book  no  less  as  a  manual  of  instruction 
than  as  a  work  of  pictorial  elegance. 


In  the  index  there  is  a  failure  to  indent  sub-headings 
consistently. 

Manual  of  Pathology,  including  Bacteriology,  The  Tech- 
nic   of    Post-Mortems,    and    Methods    of    Pathologic 
Research.     By   W.   M.   Late  Coplin,  M.D.,   Professor 
of  Pathology,  Jefferson  Medical  College,  Philadelphia; 
Medical    Director    of    the   Jefferson    Medical    College 
Hospital;    Pathologist    to    Jefferson    Medical    College 
Hospital  and  to  the  Philadelphia  (Blockley)  Hospital, 
etc.     Fifth  Edition,  Rewritten  and  Enlarged.     Octavo ; 
1139  pages;  612  illustrations,  and  twelve  plates.     Phil- 
adelphia:   P.  Blaklston's  Sox  &  Co.,  1911 
A  comparison  of  this  with  the   fourth  edition  shows  a 
very    extensive    revision   and    considerable    rearrangement. 
The  actual  text  has  been  increased  about  one-fourth,  al- 
though the  volume  continues  of  convenient  size. 

Two  new  chapters  will  be  found,  one  on  the  Pathology 
of  Infection  and  the  other  relating  to  the  Pathology  of 
the  Diseases  of  the  Reproductive  Organs.  The  chapters 
on  Bacteria  as  Causes  of  Disease  and  that  on  Malforma- 
tions are  more  complete  than  before,  and  the  discussion 
of  the  relations  of  poisons  to  human  pathology  will  be 
found  more  adequate.  The  pathology  of  the  'I 
glands  is  also  discussed  at  much  greater  length  in  this 
edition. 

In  comparing  this  with  other  works  on  pathology  it 
should  be  remembered  that  Coplin  intended  to  prepare  a 
manual  of  pathology  only,  not  a  treatise. 

Pathology  and  Bacteriology.     By  E.  Treacher  Collins 
F.R.C.S.,    Surgeon  to  the   Royal   London   Ophthalmis 
Hospital,    and    Ophthalmis    Surgeon    to    the    Charing 
Cross  Hospital,  etc.;   and   M.   Stephen    Mayou,   F.R. 
C.S.,  Surgeon  and  Pathologist  to  the  Central  London 
Ophthalmic  Hospital,   etc.    Octavo;   558  pages ;   three 
colored  plates  and  237  figures  in  the  text.     Philadel- 
phia:    P.    Blakiston's    Son    &   Co.,    1911.     Price,   $4, 
net. 
The  text  is  divided  into  seven  chapters.     Chapter  I  deals 
with  aberrations  of  development,  Chapter  II  with  neoplasm. 
Derangements   in  the  circulating  fluid   and  of   the  blood- 
vessels are  discussed  in  Chapter  III,  Injuries  in  Chapter 
IV  and  Inflammations  in  Chapter  V.     Chapters  on  Pora- 
sitic  affections  and  Degenerations  conclude  the  work. 

The  text  reveals  throughout  a  masterful  grasp  on  every 
phase  of  the  pathology  of  the  eye,  embryology,  histology, 
serology,  bacteriology  and  tumor  study.  The  presentation 
is  didactic,  clear  and  concise.  Xo  space  is  wasted  on  the 
discussion  of  moot  questions ;  the  author's  views  are  stated 
succinctly.  The  text  has  been  purposely  kept  clear  from 
proper  names.  The  few  references  inserted  are  nearly  all 
English,  and  a  goodly  number  of  these,  the  author's  own 
writings.  The  illustrations  are  numerous  and  well  executed. 
We  commend  the  book  cordially. 

The  Treatment  of  Fractures,  with  Notes  upon  a  Few 
Common   Dislocations.     By  Charles   Locke  Scudder, 
M.D..   Surgeon  to  the  Massachusetts  General   Hospi- 
tal;   Lecturer    on    Surgery    in    the    Harvard    Medical 
School,    etc.     Seventh    Edition.     Large    octavo ;    708 
pages ;    990    illustrations.     Philadelphia    and    London : 
W.  B.  Sauni.ers  Co..  1911.     Polished  Buckram,  $6.00 
net ;  half  morocco,  $7.50  net. 
Scudder's  very  practical  work  on  fractures  needs  no  in- 
troduction to  our  readers,  nor  fresh  review.     It  is  one  of 
the  most  highly  prized  books  in  the  reviewer's  library  and 
each  new  edition  is  warmly  welcomed. 

In  this,  the  seventh  edition,  the  book  has  been  submitted 
to  conscientious  revision  and  enough  fresh  matter  added — 
both  text  and  a  great  many  illustrations — to  increase  the 
volume  about  80  pages.  A  chapter  has  been  introduced 
dealing  with  the  operative  treatment  of  fractures.  It  is 
short,  but  rational  and,  on  the  whole,  conservative.  We 
cannot  refrain  from  commenting  on  the  three  frontispiece 
illustrations  that  again  adorn  the  book.  It  seems  to  us 
that  illustrations  referring  to  matter  in  the  body  of  a 
volume  ought  to  be  there  and  not  before  the  title-page. 
The  practice  of  inserting  frontispieces  of  such  a  character 
in  a  scientific  book  is  silly,  and  if  it  is  not  archaic  it  ought 
to  be. 
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tin  I  Kim,     1911. 


The  Way  with  the  Nerves.  Letters  to  a  Neurologist  on 
Various  Modern  Nervous  Vilmeals,  Real  and  Fancied. 
with  Replies  Thereto  Telling  of  ["heir  Nature  and 
rreatment  By  Joseph  Collins.  M.D..  Now  Vork. 
Dttodecina  New  Yori    and  1  ondon     Tna 

Knickerbocker  Press,  1911. 

Education  of   the   public  continues   lo  create   a   large 
medical  literature  adapted  to  the  lay  mind.     1  he  preva- 
lence of  ner\,.u<  diseases  serves  as  an  adequate  i 
tor  the  publication  of  the  readable  book  of  Dr.  Collins. 

I    Niter-   comprising   the   book   his   already   ap- 

■'  e    Medical   Record.     They    have    undi 

revision  to  make  them  more   serviceable  in  their   new 
field,  hut   there   is   no   loss   in    the   information    supplied. 

While  written  in  a  style  that  attracts  and  enterti 

n    whether   a    book    of   this  type    appeals 

to   the   class   of   people    who    most    need    the    instn 
herein  contained,     i  i  iding  is  botl 

ni>eent  an.l  suggestive.     The  letter-  interchanged  b 
the  tie'.-  I   the  general  practitipnei 

reading  as   indicative  of  the  low   opinion  the  nervi 

;    the   ability   of   tin    general    practitioner   to 
ring  from  nervous  ailments.     This  chap- 
ter might    well   have   been    eliminated   in   a   book   designed 
for  the  lay  public,  the  ercat   majoritj    must   needs   depend 
for  services   upon   ch<    general   practitioner. 

On  Diseases  of  the  Lungs  and  Pleurae,  including  Tuber- 
culosis and  Mediastinal  Growths.  Bv  Sir  K.  Dot  G 
las  Powell,  Bart.,  K.C.V.O.,  M.D.,  Lond.,  F. 
R.C.P.,  Physician  in  ordinary  to  II.  M.  the 
King;  Consulting  Physician  and  Emeritus  Lec- 
turer on  Medicine  to  the  Middlesex  Hos- 
pital, etc..  and  P.  HoRTON-Smith  Hartley.  M.V.O., 
M.V.  MO  Cantab.,  F.R.C.P.,  Late  Fellow  of  St. 
I  ambridge;  Physician  with  charge  of 
■  patients  to  St.  Bartholomew's  Hospital,  etc.  Fifth 
Edition.  Octavo;  712  pages:  illustrated.  Philadel- 
phia:    P.  Blakiston-'s  Son  &  Co..  1911. 

In  pure  bedside  observation,  especially  of  diseases  of 
the  hear:  and  lungs,  the  English  physician  maintains  his 
supremacy.  This  work  exemplifies  this  attribute  notably. 
The  text  is  a  straightforward  compact  expression  of 
keen  clinical  observation.  Very  little  information  i-  ad- 
duced from  other  sources  than  the  authors'  own  expe- 
riences, and  in  view  of  the  authors'  distinguished  positions 
in  clinical  medicine,  the  work  may  he  regarded  as  author- 
itative. The  text  breathes  distinction  both  in  elegance  of 
style  and  maturity  of  thought.  It  is  interspersed  with 
numerous  valuable  case  reports,  and  appended  to  each 
chapter  is  a  bibliography.  The  illustrations  and  plates  are 
excellent. 

The  American  Illustrated  Medical  Dictionary.     A   New 

and  Complete  Dictionary  of  the  Terms  Used  in  Medi- 
cine. Surgery,  Dentistry,  Pharmacy.  Chemistry,  Nurs- 
ing. Veterinary  Science.  Biology,  Medical  Biography, 
etc.,  with  the  Pronunciation,  Derivation  and  Defini- 
tion, including  much  Collateral  Information  of  an 
Encyclopedic  Character.  By  W.  A.  Newman  Dor- 
LAND,  A.M.,  M.D.,  Member  of  Committee  on  Nomen- 
clature and  Classification  of  Diseases  of  the  American 
Medical  Association;  Fellow  of  American  Academy 
of  Medicine.  Together  with  New  and  Elaborate  Tables 
of  Arteries.  Muscles.  Nerves.  Veins,  etc.;  of  Bacilli, 
Bacteria,    Diplococci,     '  Streptococci,    Pto- 

mains  and  Leukomains,  Weights  and  Measures,  Epo- 
nymic Tables  of  Disease.  Operations,  Signs  and 
Symptoms,  Stains.  Tests,  Methods  of  Treatment,  etc. 
Sixth  Edition.  Revised  and  Enlarged.  Octavo;  986 
pages.  Philadelphia  and  London :  W.  B.  SauntjERS 
Co..  1911.  Flexible  leather.  $4.">n,  net;  thumb  indexed, 
$5.00,  net. 

This  edition,  the  author  states,  represents  the  most  ex- 
tensive revision  the  work  has  received.  Twelve  lines  are 
added  to  each  page,  equivalent  to  173  pages  of  new  matter 
and  over  7,000  new  words.  The  new  features  of  this 
■edition  are :  The  spelling  of  all  title  words  with  an 
initial  lower-case  letter,  reserving  capitals  for  proper 
names   only ;   biographic   information   in    connection    with 


eponymic  terms;  full  definitions  of  veterinary  and  dental 

terms;  .,   posologic   and   therapeutic  table. 

We  have  always  found  tins  dictionary  very  satisfactory 

Lippincott's  New  Medical  Dictionary.    A  Vocabulary  of 
the    lei iiis   used   in    Medicine,    Dentistry,    Veterinary 

Medicine,  and  the   Allied   Sciences,  with   then    Pommi 

ciation,  Etymology  and  Signification,  including  much 
Collateral  Information  of  a  Descriptive  and  Encyclo- 

n<  die  l  Kara   t'  I       Bj    Minus    \\  .  I    mini.    VM    (l.af-  ), 

M  1 1  ii  ,o  p.),  Editot  "i  International  Clinics,  etc. 
Second  Edition.  Octavo;  1108  pages;  freely  illus- 
trated. Flexible  bather;  thumb  indexed.  Philadel- 
phia and  London:    J.  B    l  utincott  Co.,  1911.    (5.00. 

Few  dictionaries  are  as  complete  and  as  acceptable  in 

their  first  edition  as  was  this  one,  which  appeared  hut  a 
year  ago.  . 

"Over  o.noo  additions  and  changes  have  been  made  in 
the  text  of  this,  the  see, md  edition.     Seventy  one  new   il 

lustrations  have  been  added,  a  number  of  old  ones  re- 
drawn and  several  discarded  ...  Vboul  500  new 
words  have  been   in  erted,  many  of  which  appeal    for  the 

first    time    in    a    dictionary." 

A  Pocket  Medical  Dictionary,  giving  the  Pronunciation 
and  Definition  nf  the  Principal  Words  used  in  Medi- 
cine and  the  I  ollat<  ral     cieno        By  Gi  ori  i   M    I d, 

VM..      M.D.     Sixth      Edition.     Duodecimo.     Flexible 

leather     Philadelphia:     P.    Blakiston's    Son    &   Co., 

1911.    $1.00  net. 

This,  the  sixth  edition,  of  the  smallest  of  the  series  of 

four  Gould  medical  dictionaries  (of  which,  we  are  told  in 

the  preface,  nearly  30U.0UO  have  been  sold  i.  i-  larger  by  142 

pages  than  the  preceding  issue,  and  contains  34,613  words. 

Eponymic  terms  and  tests,  previously  in  tables,  are  now  in 

their   alphabetical   order,  as  they   should  be.     The  type   is 

well  chosen  and  very  clear. 

Walsh's    Physician's   Handy    Ledger.     Twelfth   Edition. 
Washington.    I).    ( '.  :     Published    by    Ralph    Walsh, 
Ml).      Half    American    Russia    binding:    fiOO    pages, 
$3.50;    1200    pages.    $,.im,    prepaid.      Walsh's    Physi- 
cian's Combined  Call  Book  and  Tablet.     (Monthly 
Form.) 
These  two  books  arc  intended  as  complementary  one  to 
the    other,    although    either    can    be    used    independently. 
The   Call   Book   serves   as   a   memorandum   of    daily  work 
and  as  a  record  of  the  month's  "business."     The  Ledger 
is   conveniently   arranged   and   is   readily  posted   from   the 
Call   Book.     The   use  of  both  books  will  provide  a  con- 
venient and  reliable  system  of  medical  bookkeeping. 

A   Text-Book   of   Alkaloidal   Therapeutics.     By   W.    F. 

W'ait.h,  M.D..  and  W.  C.  Abbot,  M.D.    Third  Edition, 
revised  and   enlarged.     Octavo ;  762  pages.     Chicago : 
The  Abbot  Press,  1911. 
Part  I  of  23  pages  concerns  itself  with  the  general  as- 
pects   of    alkaloidal    therapy.    The    advantages    of    this 
method    are    acclaimed,    enthusiastically.     "What    we    re- 
place," the  authors  give  nearly  three  pages  of  quotations' 
from   prominent   medical   writers,   denouncing  drug   treat- 
ment, from  which  the  reader  is  led  to  infer  that  alkaloidal 
therapy   will   introduce   a  new   order  of   things.     In  other 
chapters,  the  authors  discuss  dosage,  synergism  of  drugs, 
prescriptions  and  classifications. 

The  remainder  of  the  book,  Part  II,  is  an  exposition  of 
174  drugs  in  alphabetical  order.  Although  the  book  is  en- 
titled "Alkaloidal  Therapy"  we  note  in  the  list  such  drugs 
as  acetanilid,  ammonium  chloride,  automony  arsenate, 
cerium  oxalate  and  many  others,  which  by  no  stretch  of 
the  imagination  can  be  called  alkaloids.  The  authors  also 
reveal  a  pronounced  Catholicism  in  including  many  drugs 
in  the  homeopathic  and  eclectic  armamentarium  ;  the  indi- 
cations for  the  use  of  these  drugs  are  also  given  in  the 
familiar  vein  of  these  schools.  The  discussion  of  the 
properties  of  drugs  is  given  systematically,  the  history, 
physical  properties,  a  physioloqual  action  and  therapeutris 
being  presented  in  order.  The  one  notable  feature  of  the 
authors'  therapy  is  the  strong  bias  in  favor  of  the  virtues 
of  the  drug.  Much  testimony  from  various  writers  and 
their  own  experience,  is  adduced  to  show  the  value  of  the 
drug,  but  practically  none  contrariwise. 
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A  Resume  of  Recent  Literature. 


The  Treatment  of  Certain  Obstructive  Bends  of  the 
Intestines  Due  to  Abnormal  Mesenteric  Attachments 
and  Inadequate  Parietal  Support.  Franklin-  H. 
Martin,  Chicago.  Journal  of  the  American  Medical 
Association,  November  11,  1911. 
There  are  four  parts  of  the  intestinal  tract  that  suffer 
notable  distortion  and  lead  to  pathologic  results  from  an 
anomalous  condition  of  the  mesenteric  attachments  and 
inadequate  support  of  the  abdominal  walls,  viz. :  The 
duodenum,  the  terminal  portion  of  the  ileum,  the  appendix 
ve.rniiformis  and  the  sigmoid.  The  distortion  usually 
occurs  as  the  result  of  the  two  principal  causes  combined 
but  may  occur  in  a  less  aggravated  form  from  only  one 
of  the  two.  In  his  paper  he  specially  treats  of  the  treat- 
ment of  the  so-called  Lane's  kink,  the  term  applied  to  a 
pathologic  bend  of  the  last  six  inches  of  the  ileum.  The 
cause  of  the  kinking  of  the  ileum  at  this  point  is  due,  he 
thinks,  to  its  possessing  an  extremely  short  mesentery. 
Given  this  comparatively  fixed  portion  of  the  compressible 
tube,  there  are  two  factors  that  lead  to  its  distortion :  (a) 
a  too  movable  or  displaced  large  bowel,  (b)  an  abnormal 
position  of  the  remainder  of  the  small  bowel  or  othei 
viscera.  Adhesions  occur  from  extension  of  infection  from 
the  appendix  and  uterine  appendages,  from  violent  fric- 
tion of  the  opposed  serous  membranes,  from  violent 
mechanical  action  resulting  from  the  factors  causing  the 
distortion  and,  rarely,  from  the  direct  migration  of  bac- 
teria through  the  intestines.  He  has  observed,  accom- 
panying Lane's  kink,  prolapses  of  the  cecum  and  ascend- 
ing colon,  also  of  the  stomach  with  transverse  colon  below 
it  and  a  general  tendency  to  visceral  prolapse,  and  he 
thinks  the  kinks  or  bends  are  due,  therefore,  to  such 
causes.  The  conditions  may  be  congenital  or  acquired. 
The  method  he  pursues  in  relieving  the  condition  is  lapa- 
rotomy through  a  right  rectus  incision  and  treatment  of 
any  concurrent  diseased  condition  after  careful  explora- 
tion of  the  abdomen.  He  especially  separates  adhesions 
about  the  sigmoid  and  straightens  out  any  acute  bends 
of  the  intestine,  as  it  is  the  acute  bend  in  the  bad  position 
made  permanent  by  adhesions  which  causes  symptoms. 
He  then  brings  up  the  head  of  the  cecum  with  the  ter- 
minal portion  of  the  ileum.  If  it  is  covered  with  an  ad- 
ventitious membrane,  as  it  frequently  is,  this  should  be 
torn  through  and  the  underlying  structures  freed.  The 
ileum  then  should  be  made  taut  to  reveal  the  adhesions 
and  these  carefully  divided  with  a  knife,  or,  when  par- 
ticularly frail,  with  sponge  dissection.  This  releases  the 
intestine  and  it  will  straighten  out.  The  patient  should 
be  in  the  Trendelenburg  position  during  the  operation. 
After  the  bend  is  freed  the  cecum  and  attached  ileum  are 
replaced  in  the  normal  position,  the  omentum  spread  over 
the  parts  and  the  abdomen  closed.  The  patient  is  kept  in 
the  Trendelenburg  position  for  a  week  or  so  and  sys- 
tematic gymnastics  of  the  abdominal  wall  are  given  later 
for  la  minutes  twice  a  day  with  the  patient  in  the  Tren- 
delenburg position  without  the  abdominal  support  which  is 
worn  during  the  day.  This  should  be  applied  and  re- 
moved with  the  patient  in  the  Trendelenburg  position 
when  the  abdominal  exercises  are  given.  Careful  regula- 
tion of  diet  is  followed  in  the  after-treatment,  with  spe- 
cial reference  to  increasing  the  flesh,  especially  the  normal 
deposit  of  fat.     Twelve  cases  are  reported. 

The  Diagnostic  Value  of  Puncture  in  Intra-abdominal 
Injuries,  t  Ueber  den  diagnostischen  Wert  der  Punk- 
lion  bei  intraabdominalen  V erletsungen.)  E.  G.  Oser. 
Vienna.  Wiener  Klinische  Wochenschrift,  October 
26,  1911. 

The  fear  of  injuring  the  intestines  by  the  aspirating 
needle,  Oser  says,  is  unwarranted.  In  a  series  of  experi- 
ments on  animals  the  author  proved  to  his  satisfaction 
that  such  injuiy  is  not  apt  to  occur  unless  undue  force 
is  employed.     He  reports  three  cases  in  human  beings  in 


which  valuable  diagnostic  data  were  obtained  by  aspira- 
tion of  the  abdomen.  Ik  all  three  cases  the  question  of  a 
perforation  of  a  hollow  viscus  hung  in  the  balance,  and 
in  all  three  the  question  was  settled  by  the  aspiration. 
Oser  recommends  that  the  aspiration  be  done  in  the  flank 
with  the  pelvis  slightly  raised. 

Movable  Cecum  and  Typhlotomy.  Otto  Lerch,  New 
Orleans.  Medical  Record,  October  14,  1911. 
Lerch  calls  attention  to  a  group  of  cases  characterized 
by  pain  in  the  right  iliac  fassa,  without  the  characteristic 
sigr.s  of  appendicitis,  and  in  which  removal  of  the  ap- 
pendix brings  no  relief  The  pain  is  instantaneous  and 
colicky  or  felt  only  on  palpation;  there  is  gurgling  in  the 
ilio-cecal  region  and  a  tumor  resembling  an  air  cushion 
is  felt  in  this  region ;  there  are  intestinal  disturbances, 
either  in  the  form  of  constipation  or  an  alternating  diar- 
rhea and  constipation.  Opinions  as  to  the  etiology  differ. 
Some  believe  it  is  due  to  a  movable  cecum,  the  result  of 
long  standing  constipation,  and  claim  to  have  cured  the 
malady  by  anchoring  the  cecum.  Others,  and  especially 
Fichel,  believe  that  it  is  due  to  a  catarrh  and  atony  of  the 
cecum  and  calls  it  "typhlotonia."  Lerch  has  observed  a 
number  of  these  cases  and  has  always  found  the  syn- 
drome associated  with  an  enteroptosis.  Remedies  appro- 
priate to  enteroptosis  in  his  experience,  relieve  the  con- 
dition. 

Concerning  the  Etiology  of  Appendicitis.  J.  D.  Robert- 
son. Surgery,  Gynecology  and  Obstetrics,  October, 
1911. 
So-called  traumatic  cases,  due  to  foreign  bodies,  fecal 
concretions,  etc.,  account  for  less  than  12  per  cent,  of  all 
inflammations  of  the  appendix.  We  know  that  bacterial 
invasion  is  necessary,  but  why  is  it  so  frequent  in  this 
organ?  The  author  believes  it  is  largely  due  to  peculiar 
anatomical  conditions.  Both  the  longitudinal  and  trans- 
verse muscle  fibers  of  colon  and  appendix  are  an  entity. 
When  the  colon  contracts,  the  appendix  must  do  likewise. 
If  the  contraction  is  occasional  it  simply  assists  circula- 
tion ;  when  spastic  it  rapidly  produces  extreme  congestion 
of  all  the  spongy  tissue  within  the  appendix  wall.  Mild 
spasm  produces  appendicular  colic,  severe  causes  gangrene. 
Atrophy,  degeneration,  hyperemia,  congestion  and  hyper- 
phasia  of  the  connective  tissue  occur  before  and  not  after 
bacterial  invasion  of  the  walls  o-f  the  appendix. 

Traumatic  Rupture  of  the  Abdominal  Viscera.  A.  B. 
Short,  Bristol.  Lancet,  September  10,  1911. 
Short  reports  30  cases  in  the  past  10  years.  These  in- 
cluded ruptures  of  the  liver,  intestine,  spleen,  kidney,  blad- 
der, inferior  vena  cava  and  mesenteric  vessels.  The  great 
lesson  is  the  need  of  cautious  and  patient  observation 
after  an  abdominal  injur)',  especially  if  it  is  of  such  a 
nature  that  the  blow  is  unexpected  or  severe.  Xo  favor- 
able opinion  should  be  based  solely  on  the  rate  or  character 
of  the  pulse.  In  every  case  of  rupture  of  any  abdominal 
viscus  in  which  the  pulse-rate  on  admission  exceeded  100, 
the  patient  died  within  24  hours.  The  temperature  is  of 
value;  in  the  majority  of  cases  it  was  subnormal.  Ab- 
dominal pain  and  rigidity  were  almost  constant.  Vomiting 
was  not  usual. 

The  Relationship  Between  the  Lymphatics  of  the  Gall- 
Bladder  and  the  Pancreas.     (Ueber  die  Beziehungen 
der    Gailenblascnlymphgefaesze    cum     Pankrzas).     C 
Fraxke.  Heidelberg.     Deutsche  Zeitschrift  fur  Cliirur- 
gie.  September,  1911. 
On  the  basis  of.  some  clinical  observations  and  a  review 
of  the  literature.  Arnsperger  has  recently  shown  that  en- 
largement and  swelling  of  the  head  of  the  pancreas  fre- 
quently   coexists    with    inflammation    of    the    gall-bladder 
even  in  the  absence  of  any  inflammation  of  the  bile-ducts. 
He  believed   that   the   lymphatics   play   an   important   part 
in    this    pancreatic    involvement.     Franke    accordingly   in- 
vestigated   the    literature   and    found    that   there   were   no 
exact  studies  reported  upon  any  lymphatic  communications 
between   the   gall-bladder    and   pancreatic   head.     He    em- 
ployed   the    Gerota    method    of    lymphatic    injections    and 
found  that:     1.  The  lymphatics  of  the  gall-bladder  drain 
into  two  glands  one  lying  to  the  right  of  the  pancreatic 
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n  i!  and  the  common  duct,  the  other  situated 
:  the  pancreas'.    -'.  The  gland  at 
the  neck  of  the  gall-bladder  is  generally  present  but 
.i   verj    minor  pari   of  the  lymphatic  vessels  of  thi 
bladder.    3.  There  is  an  extensive  network  of  lymphatics' 
upon    I  the  head  of  the  i 

which  directly  communicate  with  those  of  thi 
and  which,  it"  infected,  could  readily  lead  to  .1  swelling  of 
the  head  of  the  pat 

External  Polypoid  Tumors  of  the  Stomach.     J    Shbrren 

ember  16.  1911 
Sherren  describes  an  enormous  polypoid  tumor,  w< 

tinds,  which  sjirnnK  from  the  greater  curvature,  by 
a  pedicle  only  one  inch  in  diameter.  The  tumor  v. 
moved  and  was  found  partly  cystic  in  the  interior, 
y,  the  tumor  was  .1  myoma  Vbout  10  such 
I  ave  been  reported.  Although  the)  arc  raj 
they  usually  have  malignant  tendencies  Hie)  occur  in  in- 
dividuals between  IS  and  SS  years  of  age  and  are  decidedly 
more  common  in  w 

greater   curvature;   a   tew   have   been   reported   springing 
from  the  lesser 

A  New  Method  of  Uniting  the  Ends  of  a  Divided  Ureter. 
.    methode  die  Enden  Eines  durchschnittenen 
■ . :      en.)     w     Forsseli    1  ddevalle,  Zen- 
tralblatt    fur   Chirurgie,   October    II.    I'M! 
In    1   case  in   which   division  of  the  ure'.er   was   no 
for  the  removal  of  a  growth,  Forsseli  resorted  to  th< 
lowing    procedure:     A    siil    1    cm.    long    was   made   in    the 
lower  stump.     The  mucosa  was  then  denuded   for  a  dis- 
'   %   cm.  below  the  edge  (Fig.  a).     A  suture  was 


then  inserted  as  per  diagram  and  the  upper  end  was  in- 
vaginated  into  the  lower.  plains  the  remainder 

of  the  operation.  Two  years  later  the  author  had  occa- 
sion to  catheterize  the  ureter  and  found  it  potent  and 
carrying  urine. 

Intraperitoneal  Cystotomy  for  Tumor  of  the  Bladder. 
\Y.  H.  Dukeman,  Los  Angeles.  Journal  American 
Medical  Association,  October  14,  1911. 
It  is  eighteen  years  since  Harrington  of  Boston  first 
performed  the  operation  of  intraperitoneal  cystotomy  for 
the  removal  of  tumors,  yet  only  a  very  few  surgeons  have 
recognized  its  safety  and  ease  of  performance.  In  view 
of  this  fact  he  thinks  it  worth  while  to  add  a  case  re- 
sulting in  a  most  satisfactory  and  steady  recovery  to  the 
others  already  reported.  The  case  was  one  of  epithelioma, 
evidently  of  low-grade  malignancy.  It  was  successfully 
removed  and  the  patient  left  the  hospital  on  the  seventeenth 
day.  The  mortality  from  this  operation  in  the  cases  so  far 
reported  has  been  less  than  10  per  cent,  as  against  28  to  47 
per  cent,  by  the  suprapubic  and  perineal  methods.  In  the 
hands  of  a  careful  operator,  the  danger  of  soiling  and  in- 
juring the  peritoneum  is  practically  nothing.  There  were 
no  postoperative  annoyances  to  his  patient.  Dukeman 
suggests  that  the  enlarged  prostate  gland  can  be  easily  and 
safely  removed  by  this  method  and  all  hemorrhage  con- 
trolled by  closure  of  the  capsule  by  suture. 


Phenolsulphonephthalin   as  a  Test  of    Renal   Function, 
lli>. 11   1  mioi   and  E.  L   Yo\  kg,   I u  .   Boston.     Boston 
at  and  Surg  .  October  12,  1911. 

1  ithoi  -  madi  I"'1  h  ■  1  up  m  11  i  1  at  es,  and  reporJ 
their  results  in  a  seri  s.  of  tables,  liny  describe  the 
technique  cai  amend    slight   modifications 

1  :  1 1  1  1  ludi  ill.. 1  the  1 '  iim  1  ii  Row  ntt  ee  and  I  Set  aghty 
the  originators  ol  this  test,  can  be  substantiated.  Thi  ti  h 
nd  more  aci  urati  th  in  an)  other  test 
oi  renal  Eun<  ti  in  thu  fai  ■'  am  i  d  ["heir  results  still 
leave  them  in  doubt  as  to  th<  ai  >  ut  ■•■  j  ol  thi  test  ir 
chronic  nephritis,  and  believe  that   further  stud) 

riiej  regard  tin   Li   t  as  of  great  1  alui   in  1  ai  diori  nal 
n     ndicatmg    tin  i]  allj    1  u    most    im 

1  !■-    arlei  ted 

The  Early  Diagnosis  of  Paranephritic  Suppuration  and 
Kidney  Abscess.  {Zur  hriihdiagnos,  de\  para 
nephritist  1  ,  mid    des     \  iei  en    absi  es  s«  I 

Prof.  Bai  m,  Kiel,  Zenlralblal't  fur  Chirurgie,  fuly  15| 
1911. 

Whd.  thi  d  gno  d  paranephritii  and  enerprulated 
kidney  abscesses  :^  easj  in  pronounced  cases,  it  is  oc- 
casionally  very  difficult  The  urine  is.  in  many  cases,  if 
not  the  majority,  normal  to  ordinary  examination.  In  live 
cases  of  paranephritic  abscess  and  two  of  isolated  kidney 
abscess,  Baum  found  a  bacteriuria  of  pure  staphylococcus 
In  only  one  of  the  seven  cases  were  pus  cells  found  in  the 
urine.  Baum  convinced  himself  that  the  findings  were  not 
a  contamination  by  a  larger  series  of  controls,  all  of  which 
were  negative.  In  one  case  of  right  liver  paranephritic 
abscess,  the  staphylococcus  was  found  in  the  urine  from 
the  affected  side  and  none  in  the  left.  Baum  believes  that 
the  cultivation  of  the  staphylococcal^  from  the  urine  (ob 
tained  by  catheter  under  the  strictest  precautions)  should 
prove  a  valuable  aid  in  the  diagnosis  of  these  affections. 

The  Use  of  Silver  Wire  in  Opening  the  Kidney.  E.  K. 
Cullen  and  H.  F.  Derge.  Surgery,  Gynecology  ami 
Obstetrics,  October,  1911. 
B)  using  a  blunt  instrument  instead  of  a  sharp  one  the 
renal  vessels  are  pushed  away  instead  of  severed  and  the 
resulting  infarct  is  smaller  than  where  a  knife  is  used. 
A  No.  3  silver  wire  is  threaded  on  large  curved  or  straight 
liver  needles.  To  remove  small  stones  at  the  lower  pole 
the  curved  needle  is  introduced  posteriorly  at  the  lower 
end  of  the  hiluin,  between  kidney  substance  and  pelvis,  and 
brought  out  on  the  convex  border  somewhat  posteriorly. 
With  a  sawing  movement,  as  with  a  jig-saw,  the  posterior 
parenchyma  is  slowly  severed  transversely.  If  bigger  ex- 
posure is  required  a  longitudinal  incision  can  be  added. 
This  method  not  only  does  less  injury,  but  reduces  the 
hemorrhage  from  the  kidney.  Numerous  important  data 
and  technical  hints  are  given. 

Snapping   Hip    (La    Hanchc    a    Ressort).    L.    Heulxv 
Nantes.  Revue  de  Chirurgie,  May,  June  and  July,  1911. 

The  carefully  made  observations  of  the  author  are  based 
on  a  study  of  the  literature,  and  on  anatomical  and  ex 
perimental  work.  Heully  demonstrates  that  so-called 
snapping  hip  is  due  to  a  fascial  hand  that  slips  in  front  of 
the  great  trochanter.  In  the  normal  individual  a  stout 
fascial  band  extends  from  the  margin  of  the  glutens  maxi 
mus  to  the  under  surface  of  the  fascia  lata.  The  author 
terms  this  the  fascio-gluteal  band.  It  is  the  sudden  and 
characteristically  loud  snapping  of  this  band  as  it  crosses 
the  great  trochanter  that  is  pathognomonic  of  snapping 
hip.  This  abnormal  displacement  can  be  seen  and  felt 
under  the  skin  and  is  quite  different  from  the  articular 
snapping  in  certain  instances  of  deforming  coxitis;  the 
two  conditions  are  entirely  dissociated. 

Displacement  of  the  band  generally  follows  certain 
movements  at  the  hip — interna!  rotation  and  flexion  of  the 
limb — but  may  even  follow  a  simple  movement  of  the 
pelvis,  especially  when  the  affected  individual  is  in  the 
recumbent  posture. 

Snapping  hip  may  be  congenital  or  acquired  In  the 
former  variety  the  condition  is  not  infrequently  bilateral, 
the  patient  is  free  from  any  symptoms,  and  the  affection  is 
merely  a  curiosity.  It  is  probably  due  to  faulty  insertion 
of  the  fascio-gluteal  hand.    The  acquired  form  is  painful. 
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the  patient  cannot  control  th<  phenomenon  and  is  often  re- 
duced to  a  state  of  invalidism.  The  etiology  cannot  always 
be  determined,  but  in  not  a  lew  cases  it  is  traumatic. 
Under  such  circumstances  the  band  is  found  pattly  de- 
tached at  ;t>  lower  insertion  and  has  greater  mobility  than 
normally  It-,  under  surface,  snapping  <>\er  i'n 
trochanter,  becomes  un  rough.  Operation  is  thei 
quite  justifiable  and  chieflj  consists  in  the  fixation  of  the 
band. 

The  author  would  substitute  the/  term  "ressant  fascio- 
gluteal"  for  tl  at  of  snapping  hip:  the  latter  is  a  misnomer 
F01   the  condition  above  described. 

Bone  Grafting.  F.  A.  McGrew,  Laporte,  Ind.  Journal 
lericati  Medical  Association,  September  9,  1911. 
McGrevt  reports  a  case  of  necrosis  of  the  tibial  shaft 
in  a  child  six  years  old,  causing  destruction  of  a  consider- 
portion  01  the  shaft  of  the  bone.  Two  operations  were 
performed,  the  first  being  the  removal  of  the  necrosed 
tissue,  leaving  the  periosteum  to  form  new  bone.  This 
tailing,  another  operation  was  done  in  which  a  flap,  in- 
cluding the  periosteum,  was  cut  from  the  anterior  surface 
of  the^  distal  portion  of  the  tibia,  leaving  an  attachment 
of  periosteum  at  its  upper  end  and  transplanting  it  into 
the  gap  between  the  freshened  ends  of  the  divided  bone. 
Ihe  skiagram,  made  later,  showed  a  new-formed  shaft 
uniting  the  parts  and  completely  filling  the  gap,  three 
months  after  the  operation.  McGrew  thinks  there  is  still 
necrosed  bone  in  the  leg.  but  that  it  will  be  absorbed 
in  time  without  needing  further  operation.  The  turning 
up  of  a  bone  flap  from  the  distal  portion  to  fill  the  gap  in 
the  tibia  was.  he  says,  only  the  application  of  a  well-known 
principle  of  the  grafting  of  the  soft  tissues. 

Clinical  Symptoms  in  the  Early  Stages  of  Spondylitis 
Deformans.     (  Uber  Klinische  Erscheinungen  bei  den 

Friihstadien    der  Spondylitis  Deformans.)     E.    Plate, 
Hamburg.     Muenchener   Medisinische   Wochenschrift 

October  3,  1011. 
The  author  describes  a  group  of  cases  in  which  no  com- 
plete anchylosis  of  the  spine  exists.  The  patients  are  all 
males,  most  of  them  more  than  50  years  of  age.  They 
complain  of  continuous,  sometimes  localized  backache, 
which  persists  on  standing,  walking  or  sitting,  but  at  once 
disappears  on  lying  down.  X-ray  shows  that  the  inter- 
vertebral spaces  are  narrowed  (atrophy  of  disks),  the 
vertebral  bodies  atrophied  and  irregular ;  sometimes 
osteophytes  are  noted.  The  erector  spinae  muscles  are 
found  hypertrophied.  tense  and  particularly  prominent  in 
spite  of  absence  of  the  physiological  lordosis.  By  means 
of  these  criteria  it  is  easy  to  differentiate  the  disease  from 
lumbago,  Pott's  disease,  tumors,  etc.  Plate  examined  a 
large  series  of  animal  skeletons  in  museums  and  found 
spondylitic  changes  only  in  those  animals  that  chiefly  use 
the  erect  posture.  He  treats  acute  cases  with  heat  (light 
bath)  arid  strong  cutaneous  stimuli  (Grandination)  : 
chronic  cases  require  a  corset,  which  relieves  the  spine  of 
much  of  the  body  weight. 

Tendon  Transplantation  and  Silk  Ligaments:  A  Few 
Practical  Points  in  the  Technic.  E.  W.  Ryerson, 
Chicago.  The  American  Journal  of  Orthopedic  Surg- 
ery, August,  1911. 

Silk  ligaments  have  been  implanted  by  the  author  in  al- 
most 20(1  instances.  He  prepares  the  dry  skin  for  oper- 
ation by  coating  it  with  a  singie  layer  of  iodine  and  has  not 
met  with  an  infection  since  this  method  was  employed. 
Ryerson.  therefore,  does  not  drain  the  wounds  as  Lange 
has  suggested.  He  exposes  the  field  by  a  curved  flap-like 
incision,  in  this  way  preventing  the  skin  incision  from 
overlying  a  silk  ligament:  the  author  considers  this  step 
an  important  one.  The  silk  employed  is  a  heavy  braided 
one  coated  with  a  solution  of  bichloride  of  mercury  and 
not  with  paraffin.  Ryerson  prefers  a  single  heavy  strand 
to  several  finer  ones;  although  the  latter  more  nearly  ap- 
proaches Nature,  one  or  all  oi  the  finer  strands  may  break. 

The  technic  employed  by  the  author  for  cases  of  para- 
lytic drop  foot  is  briefly:  A  small  flap  incision  is  made 
around  the  insertion  of  the  tibialis:  anticus  tendon  and  a 


strand  of  No.  12  braided  silk  is  firmly  sutured  to  the  deep 
tissues  and  periosteum  (even  the  bone)  at  this  insertion. 
The  end  of  the  strand  is  threaded  through  the  eyes  of  a 
stiff  probe  and  the  latter  is  passed  within  the  sheath  of  the 
anterior  tibial  tendon  to  a  point  three  inches  above  the 
ankle-joint.  A  small  flap  incision  here  exposes  the  end  of 
the  probe.  The  -ilk  strand  is  withdrawn  and  slipped 
through  a  hole  drilled  through  the  edge  of  the  tibia. 
Similarly,  a  thread  of  silk  is  attached  to  the  outer  side  of 
the  tarsus,  passes  upward  in  the  sheath  of  the  peroneus 
tertius  or  extensor  communis  tendon  and  is  slipped  through 
the  drill  hole  in  the  opposite  direction.  After  the  proper 
elevation  of  the  foot  is  obtained  the  two  strands  are  tied 
in  front  of  the  tibia. 

The  chief  advantages  claimed  for  this  method  are  its 
simplicity  and  the  fact  that  the  silk  ligaments  will  lie 
under  the  annular  ligament  and  will  not  make  disagree- 
able subcutaneous  ridges. 

The    Ribs   as   Material   for   Autoplastic   Operations  on 
Bones.     {Die  Rippen  als  Material  zur  Knochen-Auto- 
plastic.)     W.  J.  DoBROTWARSKi,  St.  Petersburg.     Zeu- 
tralblatt  fur  Chirurgie,  August  12,  1911. 
It  is  at  present   recognized  that  in  plastic  operations  to 
replace   bone   defects,  autogenous  bone  affords   the   most 
satisfactory    results.     The    author    suggests   that    portions 
of  rib  furnish  the  best  and  most  available  grafts.     He  ob- 
tained a  brilliant  result  in  one  case  of  frontal  cranial  de- 
fect, and   reports  three  other  cases  in  which  the  results 
were   equally    satisfactory.     In   another  case  he  filled  a  6 
cm.   defect   in  the   humerus.     In   eight  weeks   bony  union 
was  firm  and  the  function  of  the  arm  was  completely  re- 
stored. 

Rupture  of  the  Intervertebral  Joint  Capsule  of  the  Cer- 
vial    Vertebrae,    a    Typical    Birth    Injury.      [Zer- 
reisungen    der    Intervertebral     Gelcnk-Kapseln    der 
Halswirbclsaiile,    Eine    Typisehe    Geburtzverletzungi) 
F.  Stoltzenbf.rg,  Cologne.     Berliner  Klinische   Woch- 
enschrift, September  25,   1911. 
The  author  observed  this  injury  post-mortem  in   12  per 
cent,  of  asphyxiated  children.     In  addition  to  tearing  the 
capsules,    there   is    laceration    of    the   adjacent    intercrural 
ligament    and    tearing    of    the    vertebrae.     The    injury    is 
dangerous  because  of  hemorrhage  in  the  spinal   canal  or 
membranes   and  is   due  to   strong  lateral   traction   of   the 
head.     This    occurs    in   breech    extractions   when   there    is 
difficulty  in  extracting  the  arm,  or  in  head  deliveries  when 
excessive    lateral    traction    is    made   to    deliver   the   after- 
coming  shoulders. 

Contributions  to  Pleural  and  Pulmonary  Surgery. 
(Beiiraege  zur  Pleura-Lungencmrurgie.)  M.  Mar- 
tens, Berlin.     Deutsche  Medisinische   Wochenschrift, 

September  14.  1911. 

With  the  aid  of  the  Sauerbruch  differential  pressure 
cabinet  Martens  has  been  enabled  to  perform  many  major 
intrathoracic  operations  which  were  impossible  of  execu- 
tion before  the  cabinet  was  introduced.  One  case  was  an 
extensive  chondrosarcoma  in  which  the  pleural  cavity  was 
widely  opened.  Another  case  was  the  removal  of  recur- 
rent carcinoma  of  the  breast,  which  was  rendered  technic- 
ally possible  only  by  the  use  of  differential  pressure.  Mar- 
tens has  also  successfully  operated  upon  several  cases  of 
tuberculous  empyema,  in  one  of  which  the  communication 
with  the  lung  was  found  and  closed  off.  Of  the  cases  of 
intrapulmonary  diseases  operated  upon,  one  of  abscess, 
another  of  carcinoma,  one  of  bronchiectatic  cavity,  and 
one  of  pulmonary  gangrene  are  to  be  mentioned. 

Martens  believes  that  the  advances  made  in  intrathoracic 
surgery  depend  upon  better  diagnostic  methods — especially 
the  use  of  the  .r-rays  and  the  bronchoscope,  and  the  em- 
ployment of  local  anesthesia  and  differential  pressure 
cabinets  in  operating. 

Chest  Traumata.     F.  T.  Murfhy,  Boston.     Boston  Medi- 
eal  and  Surgical  Journal,  September   14,   1911. 
Of  28  cases  of  crushing  injuries  to  the  chest  observed  at 
the  Massachusetts  General  Hospital,  22  died.     The  indica- 
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tus.  Murphy   believes  that   the  proper   rules  governing   in- 
terference remain  to  be  formulated. 

Smooth  Atrophy  of  the  Tongue.  I..  S.  Milne.  New 
rk  Journal  American  Medical  Association .  Septem- 
ber 23,  1911. 
Milne,  alter  stating  the  fact  of  the  association  of 
syphilis  with  smooth  atrophy  of  the  tongue,  says  that  it 
has  been  found  fairly  frequently  at  the  Russell  Sage  In- 
stitute of  Pathology,  where  it  has  been  the  routine  to  look 
for  it.  He  gives  a  table  of  the  cases  in  winch  it  has  been 
■1.  showing  the  diseases  with  which  it  is  associated. 
These  are  39  in  all.  The  ages  ranged  between  '-'7  and  80, 
showing  that  age  has  no  connection  with  its  occurrence. 
In  I!  patients  there  was  typical  smooth  atrophy  with  a 
negative  history  and  no  signs  of  syphilis.  In  14  others 
there  were  definite  evidences  of  syphilis  In  22  syphilitic 
patients,  however,  there  was  no  apparent  abnormality  at 
the  base  of  the  tongue,  and  in  only  one  of  the  39  did  the 
appearance  warrant  an  absolutely  certain  diagnosis  of 
syphilis  from  itself.  In  this  there  was  a  specially  indura- 
tive, cicatrical  character  to  the  lesion  and  it  was  associated 
with  a  syphilitic  laryngitis.  All  the  other  cases  simply  pre- 
sented a  smooth  atrophic  appearance  of  the  surface  struc- 
tures of  the  tongue  with  disappearance  of  the  papilae.  On 
miscroscopic  examination  the  condition  seemed  to  be  an 
atrophy  of  the  lymphoid  and  other  subepithelial  elements, 
so  that  a  thin  layer  of  squamous  epithelium  extended  over 
an  underlying  fibrovascular  structure  which,  unlike  the 
normal  surface  structures  of  the  base  of  the  tongue,  con- 
tain no  glands  or  lymphoid  follicles.  There  seems  to  be 
no  cicatrizing  process  and  the  subjacent  muscle  structures 
are  undisturbed.  In  none  was  there  any  perivascular 
lymphocytosis,  endarteritis  or  other  suggestively  syphilitic 
process.  As  in  three  cases  he  reports,  there  seems  to  be 
rather  commonly  a  marked  general  glandular  involvement 
of  the  lymphoid  tissue  at  the  base  of  the  tongue,  and  he 
asks  whether  this  is  the  stage  of  the  process  finally  result- 
ing in  smooth  atrophy.  He  thinks  this  is  probable  though 
no  definite  transitional  types  were  observed.  His  observa- 
tions would  seem  to  show  that  smooth  atrophy  of  the 
tongue,  while  most  usual  in  syphilitica,  may  occur  in  other 
diseases,  such  as  tuberculosis  and  general  wasting  con- 
ditions. 

Resection  of  the  Posterior  Roots  of  the  Spinal  Cord, 
with  the  report  of  one  case  and  citation  of  other  cases 
as  a  basis  of  an  inquiry  into  the  course  of  the  sensory 
pathway.     W.  A.  Jones.  Minneapolis.     Journal  Amer- 
ican Medical  Association.  October  7,  1911. 
Jones  reports  a  case  of  a  patient  who  was  operated  on 
twice,  the   first   time   unsuccessfully,   and   the   second   time 
with  relief  of  pain  but  with  more  or  less  paralysis,  by  rhi- 
zotomy.    In  the  first  operation  the   sensory  roots  of  the 
fifth,  sixth  and  seventh  cervical  nerves  were  exercised  but 
par;  and  sensibility  persisted.     In  the  second  operation  the 
fourth  and  eighth  were  also  excised.    Jones  gives  a  history 
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eral roots,  or  alternate  roots,  to  abolish  or  diminish  pain 
and  spasm,  (i  If  tins  order  is  followed,  there  is  less 
likelihood  of  disagreeable  results,  such  as  helplessness 
from  greater  or  less  loss  of  voluntary  control.  7.  Allow 
the  patient  to  come  out  of  the  anesthetic  and  reopen  the 
wound  for   further  root  section,  in   ease  pain  persists." 

Concerning   Nasopharyngeal   Fibroma   (A    Propos    des 
romes  Naso-Pharyngiens).        F.  Lemaitre.  Paris. 
Paris  Medical,  September  1G,  1911. 
The  author  reports  two  typical  instances  of  this  not  un- 
common affection  and  reviews  the   literature  of  the   sub- 
ject     He  concludes  that  the  characteristics  of  nasopharyn- 
geal fibroma  are:     1.  They  develop  in  boys  from  12  to  1.". 
years  of  age.     2.  They  are  very  vascular.     3.  They  are  at- 
tached to  the  posterior  nares  by  a  pedicle.    4.  They  may 
extend   very  widely,  pushing  adjoining  structures  aside  but 
never  invading  them.     5.  They  show  no  tendency  to  recur 
after  complete   removal.     6.  Historically,  the  tumor  is  on 
the  borderline  between  benign  and  malignant  neoplasms. 

On   the    Occurrence  of   Neutral   Sulphur   in   the   Urine 

and    Its   Application   in    Cancer   Diagnosis.     E.    E. 

Pribram,    Vienna.     Wiener   Klinisclie    ll'ochensclirijt, 

August  31,  mil. 

Pribram  tested  the  reaction   for  neutral  sulphur  in  the 

urine,  as  devised  by  Solomon  and  Saul,  in  a  large  series 

of  positive  and  negative  cases  of  cancer.     The  reaction  was 

positive  in  60  per  cent,  of  all  cases  of  cancer  and  in  35  per 

cent,  of  all  cases  of  non-cancer.     He  holds,  therefore,  that 

the  reaction   is  not  specific,  but   in   connection   with   other 

clinical  data  it  possesses  some  value. 

The     Meiostagmin    Reaction    in    Malignant    Growths. 
(Die    MeiostagminreaktioH    bei    Malignen    Geschwiil- 
sten.)     F.   Leidi,  Florence.     Berliner  Klinisclie   H'och- 
enschrift,  September   18,   1911. 
In  20  positive  cases  of  cancer,  the  reaction  was  negative 
four   times.     In    four   doubtful    cases,    the    reaction    was 
positive  once.     In   25   non-cancer  cases,  the   reaction   was 
positive   four  times.     The   author  concludes   that   the    re- 
action is  of  undoubted  clinical  value.     The  technical   dif- 
ficulties of  the  reaction  are  great  and  the  test  should  not 
be  performed  by  other  than  experts. 

The  Treatment  of  Torticollis.  Paul  B.  Roth,  London 
Lancet,  September  9,  1911. 
All  authorities  recommend  that  after  tenotomy  for  tor- 
ticollis in  children  the  head  should  be  immobilized.  Roth 
has  convinced  himself,  from  the  results  obtained  in  four 
cases,  that  this  immobilization  is  unnecessary.  He  insists 
upon  the  necessity  of  passive  and  active  motion.  On  the 
second  or  third  day  passive  motion  is  begun  and  on  the 
fifth  or  sixth  day  systematic  active  movements  of  the  head 
are  carried  out.  These  movements  consist  in  twisting  the 
head  and  bending.     In  all  four  cases  the  result,  is  perfect. 
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